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PREFACE  TO  THE  SECOND  EDITION 


I  HAVE  corrected  some  typographicaJ  errors  kindly  pointed  out  by 
correspondents,  reorganized  the  index  and  table  of  contents,  and 
made  a  few  more  material  changes.  Two  new  cases  are  introduced: 
one  by  the  kind  permission  of  Dr.  Frederick  J.  Bowen  of  Mount 
Morris,  N.  Y.,  whom  I  take  this  opportunity  of  thanking. 

Some  of  the  symptoms  not  treated  in  this  volume  (e.  g..  hema- 
turia, edema,  diarrhea,  dyspepsia,  glandular  enlargement,  etc.)  will 
be  dealt  with  in  a  second  volume  along  the  same  lines. 

BOSTOS,  /'firuarr,  19I*. 
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PREFACE 


The  attempt  to  make  and  defend  a  differeotial  diagnosis  brings 
all  one's  failings  into  sharp  relief.  Though  I  have  done  my  best  to 
avoid  ob\ious  errors  in  this  book,  I  am  confident  that  it  contains 
much  that  deserves — and  I  hope  will  receive — challenge  from  other 
physicians. 

My  best  thanks  are  due  to  Dr,  James  H.  Young  for  help  in  the 
diagrams,  and  to  my  secretary,  Miss  Edith  K.  Richie,  who  has  made 
the  index  and  rendered  many  invaluable  services  throughout  the 
preparation  of  the  book. 

190  MABI.BOHOOGH  St.,  Boston,  Mass. 
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INTRODUCTION 
I.  THE  PRESENTING  SYMPTOM 

Cases  of  disease  present,  as  we  say,  certain  leading  symptoms. 
They  thrust  forward,  like  a  soldier  who  presents  arms,  a  complaint  such 
as  pain,  cough,  or  "nervousness,"  so  that  it  occupies  the  foreground 
of  the  clinical  picture.  Such  a  "presenting  symptom,"  comparable  to 
the  "presenting  pari"  in  obstetrics,  may  turn  out  to  be  of  minor  im- 
portance when  we  have  studied  the  whole  case.  But  at  the  outset  it 
has  the  power  to  lead  us  toward  right  or  wroi^  conclusions  in  diagno^, 
prognosis,  and  treatment,  according  as  we  have  or  have  not  learned 
the  art  of  following  it  up. 

This  book  is  an  attempt  to  study  medicine  from  the  point  of  view 
of  the  presenting  symptom.  I  hope  to  show  how  the  complaints  of  the 
patient — fragmentary  expressions  of  the  underlying  disease — should  be 
used  as  leads,  and  how  their  lead  can  be  followed  to  the  actual  seat  of 
the  disease. 

The  plan  thus  outlined  has  three  parts: 

(fl)  To  present  a  list  of  the  common  causes  of  the  symptoms 
most  often  complained  of  by  patients,  e.  g.,  the  causes  of  pain 
in  the  back,  of  vomiting,  or  of  hematuria. 
(b)  To  classify  these  causes  in  the  order  of  their  frequency, 

so  far  as  this  is  possible. 
(()  To  illustrate  them  by  case-histories  in  which  the  present- 
ing symptom  is  followed  home  until  a  diagnostic  problem 
and  its  solution  are  presented. 

2.  THE  GROUPING  OF  REASONABLE  POSSIBILITIES 

Diagnoses  are  missed — (a)  Usually  because  physical  signs  are  not 
recognized;  (ft)  occasionally  because  we  do  not  think  correctly. 

This  book  will  not  help  any  one  to  recognize  the  signs  of  disease, 
but  it  ought  to  aid  physicians  to  solve  those  clinical  puzzles  wherein 
the  diagnosis  is  missed  because  the  patient's  disease  is  not  am^ng  those 
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considered  and  looked  for.  In  other  words,  correct  diagnosis  depends 
upon  what  enters  the  doctor's  head  as  possible,  and  on  what  his  head 
does  to  sift  the  possibilities  after  they  have  entered  it,  as  well  as  on  the 
direct  recognition  of  signs  by  physical  examuiation. 

To  throw  open  the  mind's  door  and  allow  all  disease  to  enter  into 
consideration  each  time  that  we  are  called  to  a  bedside  is  foolish  in  the 
attempt,  and  impossible  in  the  performance.  Each  case  should  lead 
us  to  arrange  before  the  mind's  eye  a  selected  group  of  reasonably  prob- 
able causes  for  the  symptoms  complained  of  and  for  the  agns  discovered. 
What  we  select  should  depend  upon  the  clues  furnished  us  by  the 
patient  himself,  or  by  the  results  of  our  own  examination. 

When,  for  example,  a  patient  pronounces  the  word  "headache"  a 
group  of  causes  should  shoot  into  the  field  of  attention  like  the  figures  on 
a  cash  register.  Blue  lips  and  finger-nails  call  up  quite  another  group 
of  ideas.  Each  clue  or  combination  of  clues  should  come  to  possess 
its  OTMi  set  of  radiations  or  "  leadings,"  determined  partly  by  what  we 
know  of  anatomy  and  physiology,  partly  by  the  hard  knocks  of  clinical 
experience. 

3.  ADVANTAGES  OF  THE  PLAN  HERE  ADOPTED 

This  way  of  working  into  a  knowledge  of  medicine  has  the  ad\'antage 
of  following  the  course  of  procedure  by  which  we  often  question  and 
examine  patients  in  the  ofiRce  or  in  the  clinic.  We  begin  with  the  chief 
complaint  and  work  inward  and  backward  to  the  causes,  the  organic 
lesions,  the  e\olution,  probable  outcome,  and  rational  treatment  of  the 
case.  Cases  do  not  often  come  to  us  systematically  arranged  like  the 
account  of  typhoid  in  a  text-Ixx>k  of  practice  of  medicine.  They  are 
generally  presented  to  us  from  an  angle,  and  with  one  symptom,  often  a 
misleading  one,  in  the  foreground.  From  this  point  of  new  we  must 
reason  and  inquire  our  way  back  into  the  deeper  processes  and  more 
obscure  causes  which  guide  our  therapeutic  endeavors. 

Why  do  so  many  practitioners  treat  sj-mptoms  only?  Why  are  their 
diagnoses  and  the  resulting  treatment  so  full  of  vagueness,  groping, 
hedging,  and  "shot-gun"  prescriptions? 

Because  they  do  not  know  how  to  get  beyond  symptoms.  They 
have  not  been  taught  from  the  point  of  view  of  jiractice — i.  e.,  of  the 
presenting  s\Tnptoni.  What  are  the  possible  causes  and  linkages  of 
any  symptom?  Which  of  them  arc  most  probable?  Hy  what  methods 
of  questioning  or  of  examination  can  the  netual  cause  be  found?  This 
book  aims  to  put  into  the  physician's  hand  the  means  of  answering  these 
questions. 
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I  quite  realize  that  the  art  of  forming  reasonable  hypotheses  about  a 
case  of  disease  and  then  of  testing  these  hypotheses  by  such  experiments 
as  shall  establish  the  correct  and  nullify  the  incorrect,  is  useless  unless 
the  methods  of  physical  and  chemical  diagnosis  have  been  mastered  and 
unless  the  natural  history  of  all  common  diseases  has  been  learned  by 
observation  and  reading.  But  experience  shows  that  a  man  may  pos- 
sess a  considerable  acquaintance  with  physical  diagnosis  and  with  the 
course  of  disease,  and  yet  be  quite  helpless  in  the  presence  of  a  suffering 
person,  amply  because  he  carmot  apply  his  knowledge  to  this  case. 
He  can  observe,  he  can  remember,  but  he  cannot  constnictively  think 
and  experiment.  Every  item  of  physical  or  chemical  examination  is  an 
experiment  made  to  test  the  soundness  of  an  idea  about  the  case  in  hand. 
SkUl  in  thinking  and  in  putting  our  thoughts  to  such  a  test  of  experiment 
are  not  learned  either  by  drill  in  physical  diagnosis  or  by  reading  upon 
the  history  of  disease. 

To  give  such  practice  in  thinking  and  working  one's  way  into  the 
mastery  of  a  case  of  disease,  through  the  intelligent  verification  of  our 
thoughts  by  physical  examination,  is  my  object  in  the  following  chap- 
ters. They  follow  the  method  of  case-Uacking  which  I  have  used  for 
eight  years  at  the  Harvard  Medical  School,  applying  there  a  method  long 
employed  at  the  Harvard  Law  School,  and  first  described  by  Dr.  W. 
B.  Cannon. 

4.  LmiTS 

To  keep  the  book  within  reasonable  limits  I  have  selected  la  symp- 
toms (see  Table  of  Contents)  which  are  most  often  complained  of  by 
patients.  I  am  well  aware  that  others,  such  as  diarrhea,  constipation, 
loss  of  weight,  paral>'sis,  pallor,  edema,  purpura,  or  palpable  tumors, 
might  well  have  been  discussed  did  space  permit. 

5.  VULNERABILITY  OF  ALL  DIFFERENTIAL  DIAGNOSIS 

The  discussions  which  here  follow  each  printed  case  are  concerned 
with  differential  diagnosis,  a  very  dangerous  topic — dangerous  to  the 
reputation  of  physicians  for  wisdom.  It  is,  I  suppose,  owing  to  this 
danger  that  so  little  has  been  written  on  differential  diagnosis  and  so 
much  on  diagnosis  (non-differential).  To  state  the  symptoms  of  typhoid 
perforation  is  not  difficult.  To  give  a  set  of  rules  whereby  the  condi- 
tions which  simulate  typhoid  perforation  may  be  excluded  is  exceedingly 
difBcult.  Physicians  are  verj-  naturally  reticent  on  such  matters,  slow 
to  commit  their  thoughts  to  paper,  and  very  suspicious  of  any  attempt 
to  tabulate  their  methods  of  reasoning. 
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Yet  all  diagnosis  must  become  diSerential  before  it  can  be  of  any  use. 
All  recognition  of  a  lesion  or  a  disease  involves  distinguishing  [>05sible 
sources  of  error  and  excluding  them  by  a  reasoning  process — more  or 
less  definite  and  conscious.  To  be  of  any  value,  then,  diagnosis  must 
descend  into  the  arena  where  it  is  questioned  ajid  assailed,  where  all 
sorts  of  errors  and  uncertainties  arise  to  unsettle  our  wisdom.  Those 
differential  tables  which  we  all  distrust  so  much  are  really  no  more 
untrustworthy  than  the  diagnoses  we  make  in  practice — for  every  diag* 
nosis  expresses  the  results  obtained  by  using  such  a  table  more  or  less 
unconsciously,  as  we  exclude  possible  errors  and  alternative  diagnoses. 

I  am  very  well  aware,  therefore,  that  the  differential  diagnosdc  state- 
ments which  fill  this  book  are  one  and  all  subject  to  such  limiting  phrases 
as  "in  most  cases,"  "as  a  rule,"  etc.  This  must  always  be  so  as  long  as 
the  list  of  possible  causes  or  diagnoses  which  we  call  to  mind  when  we 
attack  any  diagnostic  problem  is  an  incomplete  list  (or  possibly  an  over- 
inclusive  one).  To  decide  which  of  the  known  causes  of  jaundice  is  the 
caus£  of  the  yellowness  of  Miss  Smith  we  investigate,  by  the  experiments 
known  as  "history,"  "physical  examination,"  and  "therapeudc  test," 
a  list  of  these  known  causes.  But  some  day  we  may  meet  a  case  in  which 
none  of  these  well-known  causes  is  present.  Some  new  cause,  so  far 
unlisted,  may,  in  fact,  be  at  work.  There  are  probably  as  many  fish  in 
the  sea  as  ever  came  out  of  it;  the  unrecognized  infections,  poisons, 
and  maladjustments  are  probably  as  many  as  those  already  described  in 
text-books. 

All  this  unconquered  territory  lies  about  us,  full  of  hidden  dangers  to 
our  differential  diagnosis — i,  e.,  to  all  practical  diagnosis. 

One  other  limitation  must  be  mentioned.  Whenever  one  says: 
"The  symptoms  produced  by  typhoid  (or  by  peritonitis  or  by  renal 
stone)  are  such  and  such,"  one  should  tacitly  add — "provided  that  it 
produces  any  characteristic  symptoms  at  all."  It  b  certain  that  the 
three  diseases  just  mentioned  may  exist  without  producing  any  symp- 
toms of  which  the  patient  is  aware.  It  is  probable  that  this  is  true  of 
all  other  diseases.  But  as  we  can  have  no  direct  dealing  with  these 
silent  types  of  disease,  we  can  gi\c  them  place  in  the  theater  of  our 
reasonings  only  in  that  outer  circle  reserved  for  "nossii)le  sources  of 
error,"  a  great  and  distinguished  company  whose  presence  serves  to  keep 
us  within  the  bounds  of  humility  and  of  scientific  caution, 

Xfeantime  we  must  go  on  with  our  work  of  finding  the  most  prob- 
able among  the  knouii  causes  and  discoverable  types  of  disease. 
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&  OBISSIONS 

Some  diseases  are  omitted  by  choice,  others  by  necessity.  The  385 
cases  which  I  have  selected  for  study  were  all  seen  in  private  or  hospital 
practice.  To  prevent  the  possibility  of  their  recognition  by  the  individ- 
uals concerned  I  have  changed  or  omitted  certain  personal  details. 
In  essentials  the  cases  are  reproduced  as  they  were  observed. 

I  have  chosen  no  cases  in  which  diagnosis  was  obvious  and  none  in 
which  it  was  impossible  or  dependent  chiefly  on  good  luck.  To  avoid 
the  obvious,  I  have  omitted  discussion  of  such  clinical  pictures  as  the 
following: 

Patient  of  twenly-Gve,  nbo  has  had  two  attaclcs  of  rheumatic  fever,  complains  of 
dyspnea,  dropsy,  and  cough.  Examination  shows  a  rapid,  irregular,  transversely  enlarged 
he»rt,  with  a  presystolic  murmur  and  ihiiU  at  ihe  apex  and  an  accentuated  pulmonic 
secDnd  sound.  Tbecc  is  evidence  of  passive  oongestioa  of  ibe  lungs,  liver,  legs,  and  gas- 
tio-inlcstinal  tract,  with  diopsy  of  the  serous  cavities. 

There  may  be  many  difficulties  in  physical  examination  here,  but 
none  in  the  reasoning  processes  which  lead  us  to  the  examination  and 
thence  to  our  conclusions.  Obvious  maladies,  such  as  pharyngitis, 
peripheral  gangrene,  or  talipes,  have  been  omitted  for  the  same  reason; 
likewise  all  those  in  which  diagnosis  b  made  only  by  incision;  e.  g.,  acute 
pancreatitis,  certain  breast  tumors. 

While  selecting  cases  in  which  diagnosis  was  difficult,  but  not  impos- 
sible, I  have  tried  to  choose  those  in  which  in  the  end  we  could  attain  a 
reasonable  certainty.  Absolute  certainty  is  attainable  only  as  the  result 
of  operation  or  autopsy,  and  not  always  then.  Hence  it  is  possible  that 
certain  of  my  readers  may  disagree  with  the  diagnosis  finally  reached  in 
some  cases.  This  is  inevitable  in  a  book  of  this  kind,  as  it  is  in  actual 
practice.  Book  and  practice  alike  can  only  reflect  the  existing  slate  of 
medical  knowledge,  medical  uncertainty,  and  ignorance.  But  I  sin- 
cerely hope  that  my  errors  may  be  pointed  out  by  correspondents. 

After  restricting  the  field  in  the  way  just  mentioned,  I  have  tried 
to  exemplify  in  each  chapter  all  the  diseases  which  often  lead  a  patient 
to  consult  his  physician,  complaining  of  the  symptom  which  forms  the 
subject  of  that  chapter.  Now  and  then,  however,  I  have  altogether 
omitted  some  important  disease  because  I  could  not  find  any  suitable 
example  of  it  within  my  own  cases  or  among  those  which  I  liad  myself 
studied. 

In  a  few  cases  certain  items  have  been  omitted  here  because  they 
were  likewise  omitted  in  the  version  of  the  case  given  me  by  the  attending 
physician.    My  task  was  to  notice  their  conspicuous  or  inconspicuous 
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abtenre,  and  to  act  accordinglj*.    It  seems  ju&tiQalile,  therefore,  to  impoeo 
a  similar  task  upon  my  rcudcns. 

7.  EXPLANATION   OF  DIAGRAMS  AND  CHARTS 

The  book  contains  figures,  laUlcs,  diafjraxns,  and  charts.  Tlie  two 
last  need  some  explanation. 

The  dMgramf,  which  are  introduced  in  each  chapter  just  before  the 
illustrative  cases,  represent  an  attempt  (the  first  that  I  know  of)  to  esti- 
mate the  rdalKv  frequenty  of  the  commoner  causes  for  each  symptom 
discussed.  This  estimate,  which  caj]  be  but  approximate,  rests  upon  the 
EoDowing  data: 

(o)  An  enumeration  of  the  total  numl»er  of  cases  of  every  disease 
treated  at  the  MaSMchusetls  General  Hoepital  durin*;  Ihe  last  six  years. 
About  180.000  cases  arc  thus  dassiticd  according  to  diagnosis,  and  the 
nialive  /requenfy  of  each  disease  in  this  material  in  thus  rouglily  com- 
puted. But  these  figures  do  not  giv-c  us  the  relative  frequency  of  any  of 
the  symptoms  (such  as  jaundice  or  headache)  studied  in  this  book. 
Many  cases  of  gall-stones  are  not  j^Lundiced;  hence  vic  cannot  directly 
compare  the  number  of  gall-stone  cases  with  the  number  of  clrrhoses 
(for  exiimple),  but  rniiM  estimate  the  percentage  of  jatmdUed  ciTrho^^s 
and  faundued  gall-stone  disease  in  each  group.  Tliis  is  done  by  con- 
sulting— 

(6)  Statistical  articles  from  the  literature  in  which  the  percentage 
occurrence  of  each  symptom  in  a  large  scries  of  cases  is  worked  out. 
Such  statistical  articles,  howe^'er,  are  not  common.  In  Kollesion's 
ma^oificcnt  monograph  on  the  liver  almost  every  statement  has  a 
statistical  basis,  and  the  wearisome  recurrence  of  phrases  like  "as  a 
rule,"  "not  infrequently."  "sometimes,"  etc.,  is  reidaccd  by  concrete 
quantttatiw  estimates.  But  there  are  not  many  such  books.  Hence 
1  ha^Y  been  forced  in  some  Instances  to  compute  the  pcrcenta^-  occurs 
lence  of  u  symptom  by — 

(c)  The  study  of  the  symptom  and  of  the  frequency  of  its  occur- 
rence in  350  cases  of  the  disease  in  question;  these  cases  were  takett 
from  the  more  recent  records  of  the  Massachusetts  Ocncral  Hospital. 

By  tlic  methods  described  imdcr  Ui),  (A),  and  (f)  the  length  of  c^■e^7 
line  in  every  diagram  has  been  calculated.  I  am  well  aware  that  there  are 
numerous  sources  of  error  in  these  calculations.  The  diagnoses  in  the 
Massachusetts  General  Hospital  records  may  be  faulty  tn  some  instances, 
though  the  large  number  of  cases  used  ti-nds  to  minimize  such  errors. 
The  statistical  articles  referred  to  undci  {b)  may  be  Incorrect,  and  do  not 
often  include  a  very  brgc  bulk  of  cases.    Finally,  the  number  of  cases 
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referred  to  in  the  calculatioas  under  (c)  iS  smaller  than  I  should  wish. 
More  important  than  any  of  these  errors  are  the  absolute  omissions  which 
are  sure  to  be  discovered  among  my  tables  of  causes.  I  hope  for  much 
aid  from  my  critics  in  suppljdng  such  missing  links.  Indeed,  I  am  con- 
fident that  some  one  will  be  so  indignant  at  my  mistakes  that  he  will  at 
once  begin  to  write  a  better  book  on  similar  lines — a  result  which  I  most 
earnestly  desire. 

The  sources  of  my  information  regarding  the  figures  used  in  the  dia- 
grams are  given  in  Appendix  A,  p.  743, 

The  list  of  causes  represented  in  these  gridiron-shaped  diagrams  is 
not  wholly  the  same  as  that  exemplified  in  the  illustrati^'e  cases.  Only 
the  commonest,  dearest,  and  most  important  causes  are  drawn  in  upon 
the  "gridirons."  Still  a  third  group  of  causes,  which  do  not  lend  them- 
selves either  to  diagrammatic  or  to  detailed  illustrati^'e  treatment,  are 
mentioned  briefly  in  the  introductor}'  section  of  each  chapter.  Hence 
the  complete  list  of  causes  discussed  is  to  be  found — fa)  In  part  in  the 
gridirons;  (b)  in  part  in  the  illustrative  cases;  (c)  in  part  in  the  intro- 
ductory section  of  each  chapter. 

The  Charts. — Be^de  the  three  lines,  which  represent  in  the  ordinary 
way  the  course  of  temperature,  pulse,  and  respiration,  there  b  a  fourth 
line  interwoven  with  the  respiratory  curve,  and  distinguished  by  the 
presence  of  cross  strias,  like  the  railroads  on  a  map.  This  line  stands  for 
the  twenty-four-hour  amount  of  urine  measured  in  ounces. 

In  the  charts  the  line  of  this  type  ■< " 

indicates  the  amount  of  urine  m  ounces,  while  the  line  cut  by  stars,  as 
feJlows,  • * *  represents  the  blood-pressiure. 


CHAPTER  I 

PAIN 
CTHERAL  OONSIDERATIORS 


Befobe  we  begin  to  study  the  cause  or  the  cure  of  any  pain,  we  need 
to  convince  ourselves  that  ,it  really  exists.  Not  only  in  the  cases  of 
deliberate  deception  or  malingering,  but  in  dealing  with  perfectly  honest 
people,  we  are  liable  to  error.  Many  persons,  especially  of  the  less 
educated  classes,  do  not  distinguish  between  pain  and  the  other  varieties 
of  discomfort,  such  as  itching  or  a  sense  of  pressure.  Many  patients  who 
say  at  first  that  they  have  a  headache  or  a  stomachache  may  be  brought, 
by  a  little  questioning,  to  recognize  that  they  are  referring  to  a  sense  of 
weight,  constriction,  or  vague  discomfort,  rather  than  to  pain  in  the 
1.  narrower  soise. 

As  eviderufs  of  pain  we  are  accustomed  to  scrutinize: 

(a)  The  facial  expression  and  bodily  movements. 

(A)  The  account  of  some  onlooker,  such  as  a  nurse  or  rdative. 

(c)  The  results,  such  as  emaciation  or  muscular  weakness,  often 
produced  by  long-continued  sufferii^. 

((f)  The  blood-pressure. 

When  a  patient's  face  is  contorted  and  his  body  writhes,  stiffens,  or 
doubles  up,  we  can  have  no  doubt  that  he  is  suffering,  unless  we  believe 
him  an  impostor,  but  (^viously  these  endences  of  pain  may  be  easily 
simulated  or  exaggerated. 

It  is  in  such  cases  that  we  need  the  testimony  of  some  third  person 
who  can  watch  the  patient  at  a  time  when  he  supposes  himself  to  be  alone. 
Many  patients  who  do  not  intend  to  deceive  us  show  far  greater  evidences 
of  suffering  when  a  doctor,  a  nurse,  or  a  friend  is  near  at  hand  than  when 
they  believe  they  are  unobserved.  This  is  partly  due  to  the  fact  that  a 
perfectly  genuine  though  distinctlj'  mild  lesion  is  very  much  more  pain* 
ful  to  the  patient  when  his  self-pity  is  aroused  by  the  presence  of  a  sym- 
pathetic onlooker. 
I  When  a  jiatient  who  bears  the  ordmary  marks  of  blooming  health 

I  states  that  he  has  been  suffering  excruciating  pain  for  many  months, 

the  lack  of  any  of  the  ordinary  evidences  of  suffering  naturally  and 
M 
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properly  make  us  take  his  statement  with  a  grain  of  salt.    Chronic 
suffering  is  pretty  sure  to  leave  its  mark  on  the  face  and  body. 

In  cases  of  suspected  malingering,  when  an  individual  states  that  a 
certain  motion  or  a  certain  pressure  upon  a  supposedly  tender  point 
causes  great  suffering,  we  may  control  his  statement  to  a  certain  extent 
by  measuring  the  peripheral  blood-pressure  at  the  time.  Severe  pain 
almost  always  causes  a  notable  rise  in  blood-pressure,  and  if  we  find  noth- 
ing of  the  kind,  we  may  rightly  conclude  that  if  pain  is  present,  it  is 
probably  not  intense. 

DEGREE  OF  PAIN 

I  have  long  been  accustomed  to  compare,  as  a  matter  of  routine  and 
in  every  case,  the  extent  and  quickness  of  the  knee-jerks  with  the  patient's 
statement  regarding  his  own  suffering.  I  have  found  that  those  who 
describe  all  their  troubles  as  "terrible,"  "awful,"  "fearful,"  and  the 
like,  are  very  apt  to  have  lively  knee-jerks,  and  that  those  who  are  more 
moderate  in  their  expressions  have  usually  less  active  reflexes.  It 
seems  quite  probable  that  there  is  a  parallelism  here  between  reflex 
soisibility  and  sensitiveness  to  pain.  Those  who  respond  to  a  given 
stimulus  by  an  exaggerated  knee-jerk  might  well  be  expected  to  respond 
to  a  given  cause  of  pain  by  an  exaggerated  complaint.  So  it  has  seemed 
to  me  as  a  result  of  many  observations,  and  I  have  come  to  believe  that 
people  are  more  likely  to  be  oversensitive  and  to  exaggerate  their  suffer- 
ings when  the  knee-jerks  are  unusually  lively. 

This  is,  of  course,  a  very  rough  and  iincertain  method  of  measuring 
psun,  and  would  perhaps  be  more  truly  described  as  an  attempt  to  meas- 
ure the  severity  of  the  cause  of  pain,  rather  than  of  the  pain  itself.  We 
are  greatly  in  need  of  some  more  accurate  method  of  estimating  how 
much  people  suffer.  For  the  present,  we  have  to  judge  largely  by  such 
uncertain  evidences  as  were  mentioned  in  the  last  section — facial  expres- 
sion, bodily  movement,  the  accounts  of  onlookers,  and  the  evidences  of 
such  physical  changes  as  pain  might  produce.  In  addition  to  these 
we  get  a  certain  amount  of  information  by  asking: 

"Does  the  pain  prevent  you  from  working?" 

"Does  it  prevent  sleep?" 

"Does  it  take  away  appetite,  the  capac'ity  for  movement  and  en- 
joyment in  the  ordinary  functions  of  life?" 

We  know  that  certain  races — for  example,  the  Chinese — are  much 
less  sensitive  than  others  to  pain  in  that  they  exhibit  far  less  evidence  of 
"shock"  after  a  bullet  wound  or  a  disembowelment.  We  can  only  guess 
at  the  sensory  side  of  this  phenomenon,  but  the  absence  of  the  ordinary 
organic  effects  produced  by  the  same  injury  in  a  Caucasian  gives  us  some 
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gmmd  for  bdieN-ing  thai  the  sufTt-riiiK  U  proportionately  small.  In  all 
probability  there  arc  simitar  differences  between  individuals  of  the 
same  nice. 

Though  n-omcn  arc  generally  bclic^Yrd  to  be  more  highly  organized 
and  more  scnsiti^x  ihan  m«n,  it  is  u  well-known  fact  that  ihcy  bear  p«in, 
especiiilly  prolonged  pain,  bcttrr  than  men.  I  have  never  heard  any 
plausible  explamttioD  of  tliis  fact. 


TYPES  OF  PAIN 

Most  of  the  adjectives  which  arc  attached  to  tlic  complaints  of  pa- 
tients, cither  by  ihenudn^  or  in  the  lext-lxiok  dcM-ription.  give  us  no  in- 
formation of  v-aluc  because  they  arc  not  regularly  associated  with  any 
one  disetsc.  Boring  pains,  tearing  ]to,'a\s,  and  knife-like  [tains  do  not 
characteiizc  any  particular  disease.  Ne*.Trt])cless,  there  arc  a  few  dis- 
tinctions of  importance. 

fains  that  recur  rhythmitally,  or  at  regular  intcr\-8ls,  working  up 
gradually  to  :t  dimax  each  time,  and  then  disappearing  suddenly  or 
gradually,  are  often  associated  with  h>'pcrpcristatsis  within  some  hollow 
tube,  auch  as  the  intestine,  the  ureter,  the  bile-ducts,  or  the  uterus.  To 
such  pains  the  name  of  "colic"  is  traditionally  attached,  though  it  is 
often  used  much  more  vaguely  to  denote  any  type  of  severe  and  sudden 
pain  in  the  abdomen. 

Throbbing  paint,  inorased  momentarily  with  each  beat  of  the  heart, 
are  characteristic  of  \-ascular  h\'pcrcmia,  such  as  occurs  about  the  roots 
of  an  inllamcd  tooth.  In  connection  with  xasomotor  headaches  and  in 
dysmenorrhua  wc  occasionally  see  the  same  phenomenon. 

P>t\n  with  -i  sfHse  of  cvnslrittitm  is  of  great  diagnostic  value  when  it 
occurs  in  the  precordial  region,  pcnnting,  as  it  docs,  in  the  great  majority 
of  cases,  to  angina  pectoris  as  its  cause.  Other  diseases  producing  pain 
in  this  region  are  rarely,  if  ever,  sccomjtanied  by  this  sense  of  constriction, 
wtiich  the  inticnts  often  express  in  very  \iviA  phrases,  e.  g.,  "as  if  I  were 
iqueezcd  in  a  \-isc,"  or  "as  if  some  one  gripiwd  my  heart  in  his  hand." 

Thoracic  or  ubdominai  pain  increased  or  produced  by  exertion  and 
promptly  refieved  by  rest  is  almost  always  due  to  the  cause  just  mcn- 
liooed— «ngitta.  Many  pains  supposed  by  the  )>atient  to  be  due  to  in- 
digestion, to  rheumatism,  or  to  neuralgia  may  tlius  l>c  recognized  as 
onginoid. 

Pain  thai  shoots  on4  darts,  etpccially  if  it  follows  the  course  of  some 
ncrve-tntnk,  usually  turns  out  to  be  Dcuralgic.  In  many  cases  sitch  a 
pain  is  associated  with  prickling,  burning,  numlmcss,  or  other  }>arc&- 
thesiss. 
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RELATION  OF  PAIN  TO  OTHER  FACTS 

A  careful  history  of  the  bearing  of  various  factors  in  the  patient's 
habits  and  environments  upon  the  occurrence  or  the  severity  of  pain  is  of 
prime  importance  in  diagnosis.  Among  the  elements  to  be  taken  account 
of  are  the  relation  of  pain  to; 

(a)  The  time  of  day. 

(b)  The  position  of  the  body. 

(c)  The  taking  of  food. 

(rf)  The  effect  of  motion  involving  the  painful  part,  or  of  jolt- 
ing of  the  entire  body, 
(c)  The  effect  of  emotional  excitement. 

(f)  The  effect  of  occupation. 

(g)  The  effect  of  season  and  the  weather. 

(A)  The  mode  of  relief — e.  g.,  by  heat,  cold,  food,  vomiting, 
medicine,  rest,  occupation. 

Neurasthenic  headaches  and  the  pains  of  chronic  joint  troubles  are 
apt  to  be  worse  in  the  morning  and  to  improve  as  the  day  goes  on.  Any 
pain  associated  with  fever  and  infection  is  likely  to  be  worse  in  the  even- 
ing, when  the  temperature  is  at  its  highest 

Pains  affected  by  position  are  especially  those  due  to  diseases  of  the 
joints  and  muscles,  such  as  lumbago,  sacro-itiac  strain,  all  the  types  of 
arthritis,  stiff  neck,  and  the  like.  Almost  all  varieties  of  pelvic  disease 
are  worse  when  the  patient  is  on  her  feet,  as  the  position  is  likely  to 
involve  some  pressure  or  draj^ing  upon  painfid  points.  For  the  same 
reason  the  surgical  affections  of  the  kidney  and  all  diseases  which  in- 
volve splenic  enlargement  are  usually  more  painful  when  the  upright 
position  is  assumed.  Occasionally  a  headache  is  distinctly  improved  or 
aggravated  when  the  patient  lies  down.  The  distress  accompanying 
uncompensated  cardiac  disease  is  always  aggravated  by  recumbency. 

Most  muscular  pains  are  aggravated  by  the  use  of  the  muscle;  hence 
the  presence  of  such  an  aggravation  may  help  us  to  distinguish  muscular 
pains  from  those  of  different  origin.  It  must  be  remembered,  however, 
that  in  some  cases  the  pains  of  neuritis  are  increased  by  use  of  the  part, 
even  when  no  muscular  lesion  is  discoverable.  The  motion  of  coughing 
brings  great  distress  in  pleurisy,  pneumonia,  and  all  diseases  invoh-ing 
the  intercostal  muscles.  Anginoid  pains  are  increased  not  only  by 
motion,  but  by  any  other  cause  which  raises  blood-pressure  {gastric 
digestion,  mental  exertion,  or  excitement). 

On  the  other  hand,  some  pains  are  made  worse  by  rest;  for  example, 
all  types  of  habit  pains,  to  which  I  shall  refer  more  in  detail  in.  the  next 
section.  The  pains  of  chronic  joint  troubles  are  worse  immediately  after 
rest,  when  the  patient  attempts  to  move  his  stiffened  joints. 
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Thi*  vBvcl  of  jolting,  as  in  riding  on  a  rough  road  or  a  rough -guiled 
bone,  is  tndilionally  associated  with  an  increase  of  the  distros  pro- 
duced by  stone  in  any  (art  of  the  urinary  tract.  Doubtk-ss  this  is  a  true 
observation,  but  there  arc  many  exceptions  to  the  rule. 

Afu^avation  of  any  pain  b)'  the  tiiking  of  food  properly  inclines  U3 
to  bclic\'c  that  tlic  pain  is  produced  in  the  stomach  igaslritis,  giistric 
ulcer,  Rastric  cancer,  gastric  neurosis).  Many  intestiiul  pains,  however, 
are  likewise  produced  or  increased  when  food  enters  the  stomach. 
Thus  the  suflcrings  due  to  cnicritis  and  to  chronic  intestinal  obstruc- 
tion are  often  much  worse  immediately  after  a  meal.  It  appears  to 
be  true,  moreover,  that  {uin  due  to  gall-stones,  and  even  tu  chronic 
appendicitis,  ttuf  be  set  agoing  by  the  presence  of  food  in  the 
stomach.  I  have  already  rcfemxl  to  the  excitement  of  an^noid  pain 
through  the  rise  of  t>lood- pressure  produced  by  tlie  act  of  digestion. 
Possibly  an  accompanjnng  gaseous  distention  may  help  to  call  out  the 
attack. 

Relief  of  pain  by  food  is  characteristic  of  peptic  ulcer  and  of  hyper- 
chlorhydriiit  as  wdl  as  of  the  vaguer  gnawings  due  to  hunger. 

Many  types  of  muscular,  articular,  and  neural  patns  arc  subject 
to  aggra\'ation  as  the  result  of  various  meteoric  conditions,  of  which  we 
understand  all  too  Utile.  It  cannot  be  questioned,  I  think,  tliat  the 
muscular  pains  in\-olvcd  in  lumbago  and  stiff  neck  are  more  apt  to  be 
present  in  damp,  rainy  weather,  such  as  occurs  in  the  spring  and  fall) 
than  in  dry  beat  or  dry  coW.  The  pereons  who  can  foretell  a  storm  by 
the  disagreeable  sensations  in  the  neighborhood  of  dbeased  joints  are 
very  numerous,  but  I  have  never  l>ccn  able  to  associate  this  form  of 
prophecy  with  any  one  type  of  <tLscase.  I  am  also  convinced  that  the 
approach  of  a  thunder-storm  may  precipitate  a  headache  not  only  in 
those  [JiedispoMMl  to  migraine,  but  in  other  sensitive  persons.  Wlietbcr 
this  is  due  to  barometric,  to  electric,  or  to  quite  unknown  conditions 
I  am  unable  to  say.  Many  of  my  patients  ha\-e  noticed  that  their 
headaches  arc  more  apt  to  occur  on  especially  bright,  bracing  days, 
when  the  air  is  unusually  clear. 

Relief  by  vomiting  docs  not  prove  that  the  disease  Is  of  gastric  origin. 
InteMinal  [iuin,  biliary  colic,  renal  colic,  and  the  suficrings  of  duixlciuil 
ulcer  may  also  be  rdiex-ed  by  emesis. 

Relief  by  heat  or  by  cold  cannot  he  jiredictcd  for  any  variety  of 
pains.  The  same  disease  in  different  individuals  may  be  assuased  now 
by  the  one  now  by  the  other  agencies.  It  is  wholly  a  matter  of  experi- 
mentation. But  in  my  experience  most  of  the  pains  which  cold  relieve* 
are  more  completely  and  more  permanently  abated  by  heat. 
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HABIT  PAINS 

The  term  is  a.  misleadii^  one,  and  needs  more  explanation  than  the 
fact    The  genesis  of  the  latter  may  be  described  as  follows: 

(a)  Some  exciting,  terrifying,  or  mortifying  event  draws  the  patient's 
attention  to  a  certain  part  of  his  body — the  cardiac  region  or  the  pharynx, 
for  example.    Then — 

(6)  As  the  microscope  discovers  bodies  inviable  to  the  unaided  eye, 
so  the  patient's  focused  and  concentrated  attention  discovers  sensa- 
tions due  probably  to  some  of  the  physiologic  changes  occurring  nonnally 
in  the  part  to  which  attention  has,  unfortunately,  been  directed.  These 
changes  go  on  normally  without  producing  any  sensation  noted  by  the 
brain.  But  when  the  brain  is  sensitized,  especially  in  relation  to  the  part 
attended  to,  even  the  heart-beat  may  be  felt  as  painful,  or  the  normal 
blood,  lymph,  and  nerve-currents  of  the  pharynx  may  be  magnified 
into  painful  events. 

(c)  The  "set"  of  attention  produced  by  habit  keeps  the  brain  "on 
edge,"  keyed  up  to  perceive  the  slightest  glimmer  of  sensation,  such  as 
we  ordinarily  disregard. 

(d)  Finally,  some  actual  disturbance  of  the  function  of  the  part 
may  follow  this  abnormal  interference  of  consciousness  in  activities 
which  should  be  subconscious.  The  heart-beat  becomes  irregular; 
the  pharynx  secretes  abnormally.  This  redoubles,  of  course,  the 
patient's  alarmed  concentration  upon  the  part,  and  so  a  vicious  circle 
is  established. 

Such  a  circle  is  broken,  and  the  diagnosis  of  habit  pain  confirmed 
when  we  succeed  in  switchii^  off  the  patient's  attention  upon  other 
subjects — and  thus  making  him  forget,  at  any  rate  for  a  time,  his  habitual 
sufferings. 

THEORIES  REGARDING  THE  PRODUCTION  OF  PAIN 
I  wish  to  refer  briefly  to  the  beliefs  of  McKenzie  and  Head,  also  to 
those  of  J.  Pal,  regarding  the  means  whereby  pain  is  produced  under 
certain  conditions. 

To  James  McKenzie'  and  to  Henry  Head'  we  owe  the  elaboration 
of  a  theory  whereby  pain  and  cutaneous  hyperesthesia  are  viewed  as 
associated  manifestations  of  morbid  irritability  in  one  or  another  group 
of  spinal  ganglion-cells.  According  to  their  theory,  this  irritability 
is  due  to  impulses  transmitted  from  a  diseased  organ,  which,  though 
not  itself  the  seat  of  pain,  yet  causes  in  the  corresponding  spinal  segment 
I  James  McKenzie,  Symplomsand  their  Interpreiaiion,  Shaw  and  .Sons,  London,  1909, 
?  Henry  Head,  On  Disturbances  of  Sensation,  Brain,  1893,  voL  ivi,  p.  1;  also  In 
wbKquenl  numbeis,  1894,  1896,  1900,  etc 
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a  disturbance  which  i&  tnuisferred  thence  to  the  periphery  of  the  body, 
and  there  rccogmwd  by  ihc  individual  as  pain  in  a  place  often  far  distant 
from  the  orf^n  diseased. 

Thus  these  writers  account  for  the  umbilical  pein  experienced  in 
intestinal  obstruction,  no  Riatter  where  the  stoppage  occurs,  by  supposing 
that  all  parts  of  the  intestine  are  reprcs«it«l  in  the  cord  by  the  same 
spiniU  »,fnn<^nt.  and  itut  tK'  iimbihcitl  re^on  is  the  seat  of  centrifugal 
impulses  from  that  center,  resulting  in  cutaneous  h>-pvrcsthesta,  as  wdl 
83  pain. 

The  best  confirmation  and  exemplification  of  this  theory  arc  seen  in 
the  so-called  radiations  of  the  pain  known  as  angina  pectoris,  and  in  the 
similar  radiations  from  the  siu  of  biliary  colic.  It  is  difficult  to  account 
(or  ihc  arm  pains  of  angina  and  the  shoulder  pains  of  gall-stone  disease 
on  any  other  hypothesis,  and  if  all  otiier  types  of  pain  could  be  traced 
nith  similar  accuracy  to  a  spinal  segment,  rather  than  to  on  organ 
directly  underlying  the  painful  spot,  the  theory  of  McKcnzic  and  Head 
would  deserve  our  unqualified  assent.  In  point  of  fact,  however,  the 
two  examples  gi\xn  above  are  almost  the  only  ones  in  which  the  theory 
is  dearly  verifiable.  The  pain  of  apiwndtcitis,  of  pleurisy,  most  kid- 
ney pains  aiHl  splenic  pains  do  not  wdl  accord  with  the  tncory,  and 
the  zones  of  cutaneous  h>'])efcsthe«a  which  are  essential  to  the  con- 
firmation of  their  theory  have  seldom  been  foimd  by  other  obser\'ers. 
In  spile  of  my  profound  respect  for  the  originators  of  this  theory,  I  have 
been  unable  to  apply  it  successfully  in  clinical  work,  except  in  tlie  two 
diseases  just  referred  to,  and  in  the  locati^aiion  of  spinal  lesions. 

More  useful,  on  the  whole,  is  the  book  on  Gr/asskrisen,'  in  which 
Pal  cbilxnatcs,  upon  the  basis  oE  careful  observation,  Imth  at  the  bed- 
side and  at  the  deadhouse,  a  tlieory  of  the  origin,  not  of  all  pains,  but  of 
certain  paroxysmal  types  of  sulTering  associated  especially  with  the  ves.<icls 
of  the  brain,  the  heart,  and  the  kidney,  but  to  a  1css<t  cxit-nl  with  Ihose 
of  the  intestine  and  of  the  extremities.  He  supposes  that  arUrial  spasm 
(favored  and  prepared  for  by  arteriosclerosis,  by  uremia,  by  Icad-poistm- 
ing,  and  by  the  nerve  lesions  of  tabes)  is  the  cause  of  a  large  group  of 
)iains,  pantlx'ses,  and  other  functional  disturbances  which  had  never  before 
been  brought  together  under  any  Mngle  exi  Janulion.  Taking  Icad-pmson- 
ing  u  an  impressive  example  of  the  thcor)',  he  ptnnts  out  that  we  have 
here  a  notable  rise  of  blood-pressure,  associated  sometimes  with  cerebral 
crises  (headache,  con^niluons,  coma),  often  with  abdominal  crises 
Oead  colic),  and  occasionally  with  nnginoid  seixures.  In  arteriflsclcrosis 
we  have  likewise  cerebral.  alKkiminal,  and  ctuxliac  crises,  and,  in  addi- 
*  J.  Pal,  G»l<u»Mi*n,  Ld(a%.  1905. 


PADJ 


31 


tion  to  these,  well-marked  peripheral  crises  (intermittent  claudication). 
In  uremic  and  eclamptic  poisoning  we  have  likewise  cerebral  and  ab- 
dominal crises.  In  tabes  dorsalis  the  abdominal  crises  are  the  most 
familiar. 

In  all  these  aSecdons  postmortem  examinadon  may  demonstrate 
that  there  is  no  gross  lesion,  such  as  cerebral  hemorrhage  or  throm- 
bosis, coronary  occlusion,  or  blocking  of  a  peripheral  artery.  Indeed, 
the  arteries  and  the  surrounding  tissues  may  appear  almost  or  quite 
normal  postmortem.  It  is  natural,  therefore,  to  assume  some  functional 
change,  such  as  spasm,  to  account  for  the  pain,  paralysis,  and  other 
functional  changes  rect^zed  at  the  bedside.  In  favor  of  the  hypothe- 
sis of  vascular  spasm,  or  Cejasskrise,  are  two  considerations: 

(a)  A  rise  of  blood-pressure  has  many  times  been  demonstrated  by 
Pal  before,  as  weU  as  during,  the  crisis.  This  hypertension  cannot 
be  accounted  for  as  a  result  of  pain,  since  in  many  of  Pal's  cases  it  pre- 
ceded the  pain.  He  has  found  it  in  the  gastric  crises  of  tabes,  as  well  as 
in  the  uremic,  saturnine,  and  arteriosclerotic  cases. 

(6)  During  an  attack  of  transient  blindness  occurring  in  a  patient 
who  had  been  subject  to  various  other  "crises,"  ophthalmoscopic  ex- 
aminations showed  a  high-grade  spasm  or  contraction  of  the  retinal 
arteries. 

So  much  for  the  theory  and  the  evidence  on  which  it  is  based.  It 
seems  to  me  a  good  working  hypothesis  as  an  explanation  of  many 
of  the  transient  amauroses,  aphasias,  monoplegias,  hemiplegias,  and 
headaches  associated  with  chronic  nephritis.  Like  other  theories, 
it  is  to  be  tested  pardy  by  what  it  enables  us  to  discover.  Like  the 
atomic  theory,  it  may  lead  us  to  perceive  and  so  to  fill  in  certain  gaps, 
such  as  appear  in  the  following  table: 
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I  may  here  acknowledge  my  deep  indebtedness  to  Rudolf  Schmidt's 
book  on  Pain,'  which  has  guided  and  confirmed  my  own  observa- 
tions on  many  points. 

'  Pain — its  Causation  and  Diagnostic  Significance,  by  Rudolf  Schmidt;  translated 
by  Karl  M.  Vogel  and  Hans  Zinsser,  J.  B.  Lippincott  Company,  1908. 


CHAPTER   n 
HEADACHE 

I.  GENERAL  CONSIDERATIONS 

In  discussing  this,  probably  the  commonest  of  all  symptoms,  I  shaU 
exemplify  by  cases  only  such  causes  as  are  likely — (a)  to  be  complained 
of  by  the  patient  as  his  leading  symptom,  and  (b)  to  occasion  diagnostic 
difficulties.    Others  will  be  briefiy  mentioned  here. 

1.  Anemia  of  any  type — pernicious,  chlorotic,  posthemorrhapc — 
is  now  and  then  accompanied  by  headache,  usually  as  a  minor  symptom. 
It  is  noteworthy,  however,  that  intense  anemia  often  persists  for  mcmths 
without  producing  any  headache  whatever.  It  may  well  be  doubted 
whether  anemia  is  ever  in  itself  the  cause  of  headache.' 

3.  Fatigue,  hunger,  and  bad  air  often  produce  a  headache  (perhaps 
due  to  the  circulation  of  "  fatigue  poisons  ")  whose  cause  is  made  obvious 
by  its  disappearance  after  rest,  food,  and  fresh  air. 

3.  Poisons,  such  as  alcohol,  morphin,  and  lead.  Except  after  a 
drinking  bout,  I  have  never  luiown  a  patient  whose  chief  complaint,  as  a 
result  of  any  of  these  poisons,  was  headache.  Other  s>'mptoms  usually 
occupy  the  foreground. 

4.  Arteriosclerosis. — It  has  long  been  stated  in  medical  lectures  and 
text-books  that  the  headaches  of  elderly  persons  are  frequently  caused  by 
arteriosclerosis.  My  own  exjjerience,  however,  coincides  entirely  with 
that  of  Thomas,  of  Walton,  and  of  Paul,'  who  deny  any  such  asso- 
ciation. In  my  experience,  it  is  only  when  the  kidney  is  extensively 
involved  and  blood-pressure  thereby  raised  that  headache  results  from 
arteriosclerosis. 

5.  htdigeslion  and  Conslipalion. — Gastric  stasis,  arrested  digestion, 
and  the  resulting  abnormal  fermentation  of  food  often  lead  to  a  head- 
ache which  needs  no  further  mention  here.  The  patient  can  usually 
make  the  diagnosis  for  himself.     The  same  is  often  true  of  the  headaches 

'  Of  697  cases  "i  pemirioua  anemia  sludied  bv  me,  300  had  no  headache  at  any  lime. 
See  Osier's  Mixicrn  Mcdirinc,  wil.  iv,  p.  6;;. 

'  Wollon  and  Paul,  Jour.  Amcr.  Med.  Asaic,  190H;  Thomas,  Oslei'i  Nlodern  Medicine, 
vdL  vii,  p.  336, 


Causes  of  Headache 


1.  FATIGUE,   BAD   AIR,  AND   HUNGER 

2.  CONSTIPATION  AND  INDIGESTION  {"8IU0US- 

NESS"' 

3.  ALCOHOL  (THE   "DAY   AFTER-   HEADACHE' 

4.  EVE-STRAIN     AND     INTRINSIC      DISEASES     OF 

THE  EYE 

5.  INFECTIOUS  DISEASES  (ONSET) 

6.  MENSTRUATION 

7.  PSYCHONEUROSES^^^^^^^^^iBBBI 

B.  NEPHRITIS  ^^^^^^^^^^m^m 

9.  MENINGITIS 

10.  SINUSITIS 

It.  TRIGEMINAL     \ 
NEURALGIA  ; 

12.  "INDURATIVE" 

13.  MIGRAINE 

14.  BRAIN  TUMOR 


cases  too  mahv  aho  too 
vaguely  enumerable  for 
chaphic  representation. 


15.  SYPHILITIC 

PERIOSTITIS 


,} 


16.  UNKNOWN  CAUSE 
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89 
89 

46 

16 
619 


'  The  diagnosis  of   inlratranial  sy)ihLlis  seems  to  me  still  so  uncertain  (bat   I  have 
not  included  it  here. 
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resulting  from  constipation,  miscalled  "lithemia,"  "biliousness,"  or 
"torpid  liver." 

A  remarkable  feature  of  this  type  of  headache  is  its  swift  disappear- 
ance, in  certain  cases,  after  defecation.  From  several  very  intelligent 
pati^its  I  have  heard  repeatedly  the  story  of  a  headache  that  disap- 
peared, wholly  or  mostly,  within  a  few  minutes  of  the  time  of  defeca- 
tion. This  is  hard  to  reconcile  with  any  chemical  theory  regarding  the 
origin  of  such  a  pain. 

6.  Many  common  infections — rhinitis,  tonsillids,  the  exanthemata, 
etc. — are  often  accompanied  by  headache,  which,  however,  is  rarely 
the  patient's  chief  complaint.  There  are  other  infections — examples  of 
which  will  be  given  below — which  cause  so  severe  and  persistent  a  head- 
ache that  it  becomes  the  "presenting  symptom." 

7.  The  headache  sometimes  accompanying  oHHs  media  and  other 
forms  of  aural  disease  gets  its  recognition,  in  the  vast  majority  of  cases, 
from  the  concurrent  aural  symptoms. 

8.  Menslrualion  is  often  preceded  or  followed,  less  often  accompanied, 
by  headache  the  exact  origin  of  which  is  very  obscure. 

9.  Trigeminal  neuralgia,  with  or  without  the  paroxysms  and  spasms 
of  lie  douloureux,  presents,  as  a  rule,  no  serious  difficulties  in  diagnosis, 
and  will,  therefore,  not  be  further  mentioned  here.  Mild  types  may 
originate  in  dental  caries  or  other  peripheral  irritations.  The  severer 
forms  appear  to  be  due  to  changes  in  the  Gasserian  ganglion. 

ID.  Insolation,  with  or  without  actual  sunstroke,  has  often  \xea 
listed  among  the  causes  of  headache.  In  my  experience,  however,  there 
is  usually  a  large  neurasthenic  element  in  these  cases,  and  the  history 
of  insolation  is  often  vague  and  forced. 

11.  Adolescence  is  frequently  associated  with  a  headache  for  which  no 
local  cause  can  be  found.  We  connect  such  headaches  vaguely  with 
adolescence,  because  they  pass  oS  with  the  end  of  that  period. 

12.  Cerebral  concussion — as  in  a  foot-ball  game — is  a  common  cause 
of  headache,  which  usually  presents  no  diagnostic  difficulties. 

13.  Indurative  Headache. — "This — probably  the  most  frequetU 
form  of  headache — seems  to  be  unknown  to  the  majority  of  physicians, 
although  it  has  been  described  in  text  books  for  decades"  (Edinger,  in 
Die  Deutsche  Klinik'). 

The  term  "indurative"  expresses  an  attempt  to  characterize  the 
malady  without  committing  ourselves  to  any  theory  regarding  its  cause 
or  morbid  anatomy.    In  some  of  the  older  books  it  is  referred  to  as 

1  Tmislated  under  title  of  Modern  Clinical  Medicine,  in  the  volume  on  DiseMCS  of 
tha  Nervous  System,  p.  863,  Appleton,  190S. 
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"rheumatic  headache."  Its  distinguishing  feature  is  the  presence 
of  painful  "indurations"  near  the  insertions  of  the  muscles  at  the 
occipdt.  Bits  of  the  trapezii,  sternocleidomastoids,  scaleni,  or  splenii 
become  sensitive,  uneven,  and  nodular,  "as  if  something  were  deposited 
in  the  substance  of  the  muscle."     (See  Fig.  i.) 

Pain  which  is  chiefly,  but  not  exclusively,  occipital  is  associated  with 
these  "indurations,"  and  disappears  when  they  are  remo\-ed  by  mas- 
sage.   It  is  on  this  account  that  the  disease  is  so  much  better  known  to 


Fig.  I.— The  point*  upon  which  induralioni  •!«  mosl  frequently  found  (Edinger). 

the  masseurs  and  to  the  physicians  who  have  studied  and  practised 
massage  than  to  the  medical  profession  at  large.  \\'riters  on  massage 
do  not  hesitate  to  speak  of  the  "indurations"  as  foci  of  "chronic  myo- 
siiis,"  but  there  are,  so  far  as  I  know,  no  histologic  examinations  oa 
which  we  can  l>ase  such  a  term.  Edinger '  apparently  considers  the  con- 
dition a  neuralgia.  Swelling  of  the  ncightmring  h-mph-glands  and  of 
the  cervical  sv-mpathetic  ganglia  is  mentioned  by  some  writers. 

The  sensitiveness  to  touch  extends  to  the  aponeuroses  o^■er  the  skuU, 

'  P.  865  In  the  volume  above  died. 
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to  the  vertex  and  even  to  the  frontal  region;  also  dovm  along  the  outline 
of  the  trapezius  on  the  shoulder.  In  this  as  in  many  other  respects  it 
resembles  "lumbago"  and  "stiff  neck." 

The  disease  is  often  referred  to  as  "  rheumatic,"  because  it  seems  in 
some  cases  to  follow  exposure  to  cold  and  wet,  e.  g.:  "A  few  days  before 
the  appearance  of  the  symptoms  he  had  been  overtaken  by  a  hailstorm 
while  riding  a  bicycle,"  To  some  these  statements  still  carry  convic- 
tion, e.  g.,  to  Edinger,  who  says:  "It  Is  certain  that  refrigeration  may 
produce  the  disease." 

I  have,  I  regret  to  say,  no  cases  in  my  own  experience  which  exem- 
plify this  disease.  I  have  referred  to  it  here  because  it  seems  to  me  to 
deserve  more  careful  study  by  clinicians  and  because  of  Edinger's 
statement,  based  on  his  extensive  experience  at  the  Neurological  Institute 
in  Frankfurt-am-Main,  that  it  is  probably  the  most  frequent  form  of 
headache,  and  that:  "The  examination  of  the  insertions  of  the  muscles 
should  never  be  neglected  in  any  case  of  headache," 

14.  Vasomotor  Headaches. — ^Though  vasomotor  disturbances  ma;-' 
occur  in  various  types  of  headache,  especially  in  migraine,  there  remains 
a  group  of  cases  in  which  only  the  vasomotor  trouble  (vasoparalysis 
and  vasodilatation)  is  discoverable  as  cause.  These  patients  have  very 
red  faces  in  the  attack,  and  usually  show  reddish  blotches  or  striie  over 
the  rest  of  the  body.  The  diagnosis  is  made  by  the  presence  of  the  above 
signs  and  byexclusion  of  all  other  known  causes. 

2.  POSITION  AND  NATURE  OF  THE  HEADACEffi 

(i)  Many  text-books  map  out  the  surface  of  the  skull  with  special 
"headache  areas,"  reminding  one  of  a  phrcnologic  map,  but  in  ray 
experience  there  is  not  often  much  to  be  learned  from  the  position  0/  a 
headache.  Ocular  headaches  often  begin  or  center  near  the  eyes;  pains 
due  to  otitis  media  often  spread  from  an  initial  focus  near  the  ear. 
Inflammations  of  the  antrum  or  frontal  sinus  cause  pain  over  the  affected 
cavity.  The  pain  of  syphilitic  periostitis  corresponds  with  the  position 
of  the  lesion.  Migraine,  with  its  unilateral  distribution,  and  trigeminal 
neuralgia  have  also  a  typical  distribution. 

On  the  other  hand,  ocular  and  aural  headache  is  often  not  thus 
localized,  and  the  pain  due  to  any  of  the  other  familiar  causes  (uremia, 
infection,  brain  tumor,  constipation,  menstruation,  neurasthenia)  may 
be  in  any  part  of  the  head,  and  is  often  unilateral,  so  as  to  be  mistaker. 
for  migrame. 

(2)  The  kind  of  pain  is  likewise  of  very  little  significance;  throbbing, 
dull,  burning,  boring  headaches  are  encountered  in  all  sorts  of  diseases. 
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A  sense  of  coostridion  and  prcseure  is  mentionMl  by  many  jviticnts  of 
the  psychoneurotic  group,  cspedaliy  if  they  have  l>ecn  to  Fnuicc  and 
have  been  lolii  that  they  have  a  "tfttc  en  casque." 

(3)  The  fnrrity  0/  headache  is  proljably  grealesl  in  twgaiuc  diseases 
of  die  brain  or  periosteum  (cerelwal  tumor,  immin^lb,  syphilitic  perios- 
titis), in  the  paroxysms  of  tic  douloureux,  and  in  those  of  migraine. 

(4)  ChtotiU  iuadachej,  sometime:}  lifcloni;,  arc  a&socialed  with  all 
the  psycboneuroses  (neurasthenia,  hysteria,  psychasthenia),  and  are 
Eometlmea  present  without  any  discoverable  cause.  They  are  often 
referred  to  the  "base  of  the  brain"  fmcaning  the  nape  of  the  nock). 
Blows  on  the  head,  sunstroke,  arsenical  pnisooin);.  and  all  sorts  of 
"reflex"  disturbances  (pdvic.  ocular,  gastro-intcstinal)  arc  often  vainly 
invoked  as  causes,  ami  the  term  "constitutional"  is  often  attached  to 
such  pains,  but  a  fmnk  confession  of  our  ignorance  seems  to  me 
better. 

f;)  Ihc  lime  of  day  markedly  inHucnccs  some  headaches;  those 
a!«ncia(ed  with  frontal  sinus  disease  often  Ive^in  at  the  same  hour  each 
morning.  last  a  certain  time,  and  pass  olT.  This  is  also  true  of  the  psy- 
choneurotic group,  but  the  time  of  scixure  and  of  relief  is  much  Icm 
accunittiv  rt^urrcnL 

llcudachcs  due  to  syphilis,  to  brain  tumor,  and  to  uremia  arc  ofltm 
worse  at  night,  but  syphilis  has  no  monopoly  of  this  characteristic 

3.  TWO  TRADITIONAL  PALLAOES  ABOUT  HEADAOffi 

(a)  The  belief  that  physiologic  and  patliologic  states  of  the 
ycma/r  generative  organs  often  produce  headache  is  widespread.  Text- 
books, such  as  Butler's,  list  dysmenorrh«i,  "  uterine  disease,"  disease 
of  the  ovaries,  and  c%-cn  of  the  bladder  (!)  as  causes  of  headache.  No 
proper  jiutification  for  these  ideas  has  yet  been  attempted,  so  far  as  I 
am  aware,  Ilendachc  is.  of  course,  exceedingly  common  in  menstru- 
ation, but  so  it  is  in  eclampsia ;  vet  no  one  to-day  connects  the  eclamptic 
headache  in  any  direct  way  with  the  condition  of  the  uterus.  Toxemia 
of  the  ptierperium,  toxemia  of  the  ntenstnial  period,  is  a  much  more 
plausible,  though  not  a  demonstrable,  hypothesis.  (For  further  evidence' 
on  this  [mint  see  p.  8j.) 

(6)  "  Lithemia  "  and  "  rheumatism  "  arc  al«o  frefjiiently  invoked  to 
eipfaiin  headache.  Neither  word  is  defined  by  those  who  use  them  in 
this  connection.  "  Lithemia  "  means  constif»ition  and  the  indigestion 
of  laxy,  gluttonous  jieople,  conditions  which  certainly  do  produce  head- 
ache.   (See  p.  f5.) 
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"  Rheumatic  headaches  "  refer  usually  to  the  type  associated  with 
"  stiff  neck  "  and  indurations  in  the  bellies  of  muscles  attached  to  the 
occiput  or  the  temporal  region.     (See  above,  p.  36.) 

There  seems,  however,  no  sufficient  reason  for  continuing  the  tradi- 
tion which  applies  the  word  "  rheumatism  "  to  such  lesions. 

4.  HBPORTAITT  TESTS 

The  following  tests  should  be  made  in  all  puzzling  cases: 
I.  Thorough    examination    of    the    eyes    (including    retinoscopy), 
the  pupil,  and  the  testing  of  intra-ocular  tension  (glaucoma), 
a.  Temperature  record  (infections). 

3.  Blood-pressure  measurement  (nephritis,  tumor). 

4.  Urinalysis  (albumin,  sugar,  acetone). 

5.  Palpation  of  the  insertion  of  the  nape  muscles  at  the  occiput 

6.  Examination  of  the  nose  and  its  accessory  sinuses. 
In  the  history,  the  fdlowing  dues  should  be  attended  to: 

(a)  Is  the  headache  of  paroxysmal  occurrence  and  fixed  duration 
(usually,  twelve  to  twenty-four  hours),  accompanied  by  disturbances  of 
viaon  and  great. prostration  (migraine)? 

(b)  Is  the  history  that  of  a  psychoneurosis? 

(e)  Does  the  pain  recur  at  precisely  the  same  hour  each  day? 

Case  1 

A  married  woman  of  forty-two  consulted  me  March  17, 1904,  for  long- 
standing headaches  which  had  been  present,  oS  and  on,  during  the  last 
five  years,  since  an  attack  of  what  was  called  "grip,"  followed  by  deaf- 
ness and  ringing  in  the  left  ear.  The  patient  lives  in  a  very  malarious 
part  of  a  specially  malarious  suburb  of  Boston,  but  has  never  had  the 
disease,  so  far  as  she  knows. 

For  the  past  year  the  headaches  have  been  much  more  severe,  and 
have  come  with  especial  frequency  at  night,  together  with  a  burning 
sensation  over  the  left  side  of  the  head,  and  to  some  extent  over  the  entire 
body,  and  accompanying  this  burning  sensation  she  feels  chilly,  but  the 
temperature  has  never  been  taken,  llie  menopause  occurred  a  year  ago, 
and  since  that  time  she  has  noticed  that  she  is  getting  stouter,  that  her 
skin  is  very  dry,  harsh,  and  sallow,  with  scarcely  any  perspiration,  and 
that  her  lips  look  bluish.  Pain  and  the  sense  of  coldness  are  often  felt 
in  the  lower  left  axilla.  Each  winter  she  feels  the  cold  more  and 
more. 

Some  months  ago  she  noticed  edema  of  the  feet  and  face;  at  the 
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present  tiine  there  is  none,  but  she  gets  out  of  breath  upoD  the  slightest 
ezntion,  and  her  heart  th^i  beats  violeDtly,  rai»dly,  and  itregularty. 
Her  urine  is  thick,  dark,  offensive,  and  at  times  its  passage  is  followed 
by  vesical  tenesmus.  The  headache  often  wakes  her  in  the  night,  and  as 
sorai  as  she  wakes  she  has  to  pass  water,  which  gives  relief  to  the  bead- 
ache.  She  thinks  she  passes  more  urine  at  night  than  in  the  daytime. 
She  is  very  irritable,  and  has  much  twitching  and  quivering  of  the  lips. 
Her  only  child  was  bom  ten  years  ago,  and  died  within  the  first  year. 

On  examination  the  hands  and  lips  were  of  a  dark,  slaty-blue  color, 
yet  quite  warm.  The  face  showed  a  yellow  pallor,  the  total  effect  being 
thai  often  seen  under  the  Cooper  Hewitt  mercury  light,  such  as  is  used 
in  automobile  garages.  The  heart  was  negative,  save  for  a  slight  sys- 
tolic murmur  at  the  base.  The  lungs  showed  nothing  abnormal.  The 
edge  of  the  spleen  was  easily  felt  on  full  inspiration.  Its  consistency 
seemed  increased.  The  abdomen  was  otherwise  negative.  The  tem- 
perature was  99.3°  F.  at  5  p.  u.  The  urine,  save  for  high  color  and 
other  evidences  of  concentration,  showed  no  abnormality. 

DticuBsion. — The  possibilities  which  were  first  considered  in  this 
case  included  cardiac  disease,  myxedema,  malaria,  and  another  presently 
to  be  mentioned.  The  diagnosis  of  the  attending  physician  was  "some 
queer  kind  of  heart  disease,"  but  on  examination  I  could  find  no  heart 
disease,  queer  or  otherwise,  although  the  breathlessness  and  cyanosis 
made  it  natural  to  search  for  a  cardiac  lesion. 

Myxedema  was  suggested  by  the  cutaneous  changes  and  the  sensi- 
tiveness to  cold,  but  on  cross-questioning  neither  of  these  two  character- 
istics was  at  all  well  marked,  and  there  were  no  mental  changes,  no  sub- 
normal temperature  and  no  special  alteration  in  the  physiognomy 
except  as  regards  the  extraordmary  coloration  before  mentioned.  It 
was  easily  made  clear  that  this  cyanosis  did  not  depend  upon  any  disease 
of  the  heart  or  lungs.  The  enumeration  of  the  red  cells  showed  but 
4,180,000,  proving  that  the  color  of  the  lips  was  not  due  to  polycythemia. 
There  was  nothing  in  the  symptomatology  nor  in  the  gross  character- 
istics of  the  feces  to  suggest  a  cyanosis  of  intestinal  origin,  nor  did  the 
coloration  appear  to  be  of  the  vasomotor  t)-pe,  so  often  seen  in  neurotic 
and  hj-steric  patients.  There  was  no  ebb  and  flow  about  It,  no  varia- 
tion in  the  tint  from  hour  to  hour,  nor  from  day  to  day.  By  rough  tests 
there  was  no  notable  deafness  and  no  mastoid  tenderness, 

After  excluding  the  causes  above  referred  to,  it  was  natural  to  think 
of  methemoglobinemia,  such  as  is  often  produced  by  overdose  of  head- 
ache powders  containing  acctanilid.  Her  attending  physician  had  given 
her  no  such  powders  nor  any  diug  belonging  to  the  group  prone  to  pro- 
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duce  methemoglobinemia,  but  on  questioning  the  patient  I  learned 
the  following  facts:  For  the  last  five  years  she  had  been  taking  headache 
powders  in  increasing  numbers.  Her  husband  obtained  a  box  of  them 
from  the  local  druggist  once  or  twice  a  week,  and  by  calculation  it 
appeared  that  she  had  averaged  loo  grains  a  week  for  some  months, 
great  rehef  bring  thus  obtained  for  the  headache. 

A  drop  of  her  blood  soaked  into  the  bibulous  paper  of  the  Talqvist 
hemoglobin  scale  produced  a  chocolate-brown  stain,  quite  incomparable 
with  any  of  the  hemc^lobin  tints  of  the  scale.  Spectroscopic  examina- 
tion showed  the  familiar  spectrum  of  methemoglobin. 

Oatcome.— The  patient  was  ordered  at  once  to  stop  the  headache 
powders  and  to  take  no  medicine  containmg  acetanilid  or  any  member 
of  that  group.  May  3d  she  reported  that  her  headaches  were  much  less, 
her  sleep  and  breathing  much  better,  and  her  sensitiveness  to  cold  much 
less  troublesome.  She  was  still  weak  and  pale,  but  her  appetite  was 
much  improved,  and  she  had  gained  eight  pounds  since  March  17th. 

January  26,  1907,  the  attending  physician  writes  me:  "A  year  after 
you  saw  her  the  general  condition  was  much  better,  although  she  occa- 
sionally had  severe  headaches.  The  color  of  the  blood  was  improving, 
but  at  the  time  of  the  last  examination  which  I  made,  a  year  after  you 
saw  her,  blood  still  showed  a  tinge  of  brown." 

Diagnosis. — Methemt^lobinemia. 

Case  2 

A  longshoreman  of  thirty-six  was  first  seen  March  8,  1904.  The 
patient  has  been  in  the  habit  of  taking  three  glasses  of  whisky  a  day. 
He  had  gonorrhea  at  twenty-six,  and  chanae  twelve  years  ago,  followed 
by  sore  throat,  a  mucous  patch,  and  an  eruption. 

He  had  typhoid  and  pneumonia  at  thirty.    Family  history  good. 

For  a  good  part  of  the  past  five  years  he  has  had  frontal  headache. 
Last  October  he  began  to  take  potassium  iodid,  but  in  November 
the  headache  became  worse,  and  a  swelling  appeared  on  the  forehead 
over  the  left  eye.  The  pain  lasted  a  week  and  then  disappeared.  A 
week  ago,  after  being  exposed  to  a  violent  draft  on  a  sleeping-car,  he  had 
a  similar  attack.  This  time  his  eyes  were  closed  by  a  swelling  of  the 
lids.  His  forehead  was  tender  and  swollen,  especially  on  the  left.  Now 
he  complains  of  severe  pain  in  the  forehead,  with  swelling  and  tenderness. 

Two  years  ago  he  had  what  seemed  like  a  similar  process  in  the 
metacarpal  bones  of  the  right  hand,  the  bone  becoming  enlarged  and 
^■ery  tender.  His  general  condition  is  now  better  than  six  months  ago. 
He  has  taken  potassium  iodid,  but  finds  that  it  makes  the  pain  worse. 
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He  has  tatccn  as  much  as  ass  grains  a  day,  but  not  regularly.  His 
ap(>eUie  U  good,  his  bowels  regular.  He  has  had  no  symptoms  o( 
iodism,  and  feels  pcrfccUy  well  but  for  his  hradaelH;. 

On  phj-sicsl  examination  Ihe  points  mentioned  in  the  history  were 
verified,  and  nothing  l-Isc  was  disco\xTod.  The  second  left  melucar|iul 
bore  was  much  enlarged  and  irregular  in  outline.  There  were  also 
erdarfjemcnis  at  the  base  of  the  first  phalanx  of  the  left  index-fingi-r, 
and  a  slight  rounded  prominence  over  an  area  the  size  of  an  egg  alrave 
the  left  eyebrow.  'Vhe  temperature  ranged  between  98*  and  99.5°  F. 
The  leukoc>1e3  were  17,300  at  entrance,  78  i»cr  cent,  of  tlicm  being  poly- 
nudcBf.  The  bemo^obin  was  70  [:>er  cent.,  and  the  red  cells  showed 
a  fJight  achromia. 

I.  What  further  inquiries  and  examinations  are  likely  to  throw  light 
en  this  case? 

1.  What  infcreitccs  can  be  drawn — (a)  From  the  effect  of  u  draft  on 
the  pain;  (&)  from  the  etlccl  of  pntnssiura  iodidi' 

3.  Why  is  eye-strain  an  unlikely  cause  for  this  headache? 

4.  What  points  agaioat  frontal  sinus  disease? 

5.  What  three  common  chronic  iJceniti\x>  processes  in\-olvc  the  skin 
and  deeper  ti.«sues  most  frequently. 

Further  inquiry  into  the  past  histor)-  revealed  the  fact  that  he  bad 
hud  a  chancre  at  twenty-eight,  followed  by  a  rash  and  a  sore  throat, 
with  white  patches  in  liis  mouth.  A  Wasscrmann  test  (not  kiton'n  in 
1904)  would  have  hvlpcd  toward  di^iKnosis. 

Probably  the  "effect"  of  the  draft  was  coincidence,  at  most,  an 
cxcitir^  or  fa\x>ring  cause.  Many  headaches  miscalled  "rheumatic" 
arc  really  syjiJitlitic.  There  is  no  reason  to  lielicvc  that  "rheumstism" 
ever  causes  headache  except  in  acute  infectious  cases.  Hie  failure  of 
potassium  iodid  is  discussed  below. 

Eye-Strain  does  not  often  tx-gin  at  thirty-six  in  a  man  who  uses  his 
eyes  (or  such  work  as  a  IcMigshorcman's. 

The  long  duration  of  the  headache  is  against  disease  of  titc  frontal 
sinus.     Ph)'sical  examination,  howc%-er,  must  determine  Ihe  point. 

Three  common  causes  for  chronic  xilecrative  i>roceaa«s  (excluding 
varicoee  uker)  arc:   S)-philis,  tuberculosis,  mali^giant  disease. 

[The  man  was  seen  in  consultation  by  Drs.  Bowen,  Shattuck,  Filz, 
GuuKtt,  A.  T.  Cabot,  and  J.  P.  Clark.  All  concurred  in  the  diagnosis 
of  syphilitic  periostitis.] 

Outcome.— The  day  after  entrance  two  distinct  craters  aljout  tlie 
sue  of  a  half-dollar  were  fell  on  lite  forehead.  The  headache  was  gi^'en 
flomc  immediate  relief  by  10  grains  of  phcnacclin  with  3  of  caffcin,  but 
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su^honal  and  trional,  lo  grains  each,  were  also  needed  for  sleep.  He 
was  given  inunctions  of  mercury  and  potassium  iodid  grains  10,  increas- 
ing to  100.  Black-wash  was  also  applied  to  the  forehead,  and  on  the 
twelfth  the  iodid  was  omitted  on  account  of  marked  swelling  of  the  left 
eyelid.  By  that  time  the  swelling  of  the  forehead  was  much  less,  and 
after  omitting  the  iodid,  the  swelling  of  the  eyelid  also  became  normal. 
By  the  fifteenth  of  March  his  symptoms  had  almost  disappeared.  Ob- 
viously, the  mercury,  rather  than  the  iodid,  was  what  helped  him.  He 
showed  at  no  time  any  signs  of  salivation. 

In  view  of  the  above  facts  the  diagnosis  of  syphilis  is  not  in  doubt, 
and  needs  no  further  discussion  in  this  case.  The  relation  of  syphilis 
to  headache  seems  to  warrant  us  in  dividing  syphilitic  headaches  into 
three  groups: 

(a)  An  acute  infectious  headache,  occurring  at  or  near  the  time  of  the 
roseola,  adenitis,  and  other  "secondary"  lesions. 

(b)  A  chronic  periosteal  headache,  with  or  without  obvious  external 
lesions  on  the  forehead. 

(c)  A  headache  with  symptoms  of  brain  tumor,  due  to  localized  sjrphil- 
itic  processes  within  the  skull,  forming  syphilomatous  tumors  or  causing 
internal  hydrocephalus. 

The  latter  group  is  of  especial  importance,  since  they  are  often 
mistaken  for  genuine  brain  tumor,  whence  follow  a  hopeless  prognosis, 
a  neglect  of  vigorous  antisyphiiitic  treatment,  and  much  unnecessary 
suffering.  I  have  three  times  seen  recovery  after  antisyphiiitic  treatment 
in  cases  given  up  to  die  of  brain  tumor.  The  only  safe  rule  is:  Give 
mercury  (in  moderate  doses)  and  potassium  iodid  (in  doses  gradually 
becoming  enormous)  in  every  case  presenting  the  signs  and  symptoms  0/ 
cerebral  tumor. 

The  prognosis  is  for  immediate  relief  and  subsequent  recurrence 
in  one  or  another  form.  The  expectation 'of  life  is  much  less  than  for 
non-syphilitics. 

Treatment — mercury  especially— should  be  given  at  intervals  for 
life.  Potassium  iodid  is  needed  only  when  definite  lesions  are  recog- 
nized. 

Diagnosis. — Syphilitic  pwriostitis. 

Case  3 
A  married  Russian  housewife  of  thirty-seven  entered  the  hospital 
May  17,  1904.     In  1901  she  had  been  in  the  surgical  wards  for  a  stric- 
ture of  the  rectum  of  inflammatory  origin,  for  which  an  inguinal  colos- 
tomy was  done.     After  this  operation  she  had  no  trouble  with  her  bowds 
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(which  had  been  seriously  constipalcd) ,  the  in^fuitial  wound  was  dosed, 
and  she  rcnuiincd  well  iinill  May  i,  i</>t,  wh«n  she  Ixq^an  to  have  |iuin 
IB  the  back  oi  her  head,  al  liret  mild,  and  rclicvcd  by  "  bromo-scltjier,' 
but  for  the  pati  week  very  severe  and  extending  over  the  whole  head. 
It  now  lasts  through  the  entire  twcnty-[our  hours,  and  has  prc%'cnled 
sIccFi  for  the  pa»t  two  nights.  Day  before  mterday  she  had  an  attack 
of  nauscsi  and  \x>miiing.  The  headache  is  so  severe  that  she  wants  (o 
jump  through  ihc  window  and  kill  herself.  She  feels  first  hot,  then 
cold,  sweats  a  great  deal,  especially  at  niRht,  and  easily  becomes  tired. 
Physical  examination,  including  the  funJui^  of  the  eye,  shows  nothirvg 
abnormal  exce|il  an  inequality  of  the  pupils.  Their  reactions,  howc^-er, 
are  normal,  likc^visc  the  blood  and  urine. 
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tig.  *— Out  of  c»M'  J. 

For  the  fiist  two  daj-s  her  headache  was  continuous  and  severe^ 
despite  lactophenin,  lo  grains,  cafiein,  5  grains,  sodium  bromid,  30 
grains,  potassium  todid,  10  grains,  three  times  a  day.  Compound  jalap 
powder,  t  dram,  and  high  enemas  of  oil  and  suds  were  gi\H.-n  in  the  hope 
that  the  headache  might  be  relieved  by  purgation.  In  spite  of  all  these 
remedies  the  headache  was  undiminished  at  the  end  of  the  first  week 
in  the  hosiuul. 

Discussion. — No  certain  diagnosis  can  be  nutde  in  tliis  case.  The 
relief  following  potassium  todid  may  well  be  a  coincideivcc,  for  many 
headaches  of  unknown  origin  subside  without  any  treatment  after  a 
period  similar  to  tlie  course  of  this  case. 
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The  rectal  stricture  was  of  the  t3'pe  ordinarily  regarded  as  always  or 
usually  syphilitic,  but  on  insufficient  evidence.  There  is  no  good 
histolc^c  evidence  for  syphilis  in  such  strictures,  whereas  it  is  well 
known  that  gonorrhea  is  prone  to  produce  stricture  in  any  tube.  The 
presence  of  syphilitic  lesions  elsewhere  in  the  body  often  gives  color  to 
the  diagnosb  of  syphilis  in  a  rectal  stricture,  but  in  this  case  there  were 
no  such  lesions. 

The  study  of  the  previous  history  is  of  prime  importance  in  the  diag- 
nosis of  such  cases.  It  revealed  in  this  case  that  the  woman  had  been 
sterile,  but  had  had  no  miscarriages  and  no  lesions  suggesting  syphilis, 
so  &r  as  she  knows. 

If  the  case  is  syphilitic,  it  is  probably  due  to  an  intracranial  lesion  of 
the  type  simulating  brain  tumor.     (See  Case  i,  p.  39.) 

The  prognosis  is  for  immediate  recovery,  but  probable  recurrence,  if 
the  diagnosis  of  syphilis  is  correct,  though  the  recurrence  may  involve 
any  other  organ  {liver,  aorta,  bones,  subcutaneous  tissues). 

.\ntisyphilitic  treatment  should  be  continued  at  intervals  for  life. 
The  interval  depends  on  the  character,  circumstances,  and  ph}'sical 
condition  of  the  patient. 

Outcome.— The  potassium  iodid  was  increased  after  the  first  week 
to  15  grains  and  then  to  30  three  times  a  day.  The  headaches  had 
rapidly  dimmished  in  severity  and  frequency.  Slight  signs  of  iodism 
had  in  the  mean  time  appeared.  By  the  eighth  of  June  she  was  feeling 
well  and  ready  to  go  home.  Three  months  later  there  had  been  no 
recurrence. 

Diagnosis. — Syphilis  ? 

Case  4 

A  married  doakmaker,  forty  years  old,  was  seen  June  31,  1894. 
Eight  years  previously  she  had  begun  to  have  womb  trouble,  charac- 
terized by  bearing-down  pain  in  the  upper  abdomen  and  back.  Five 
years  ago  she  had  an  accident  to  her  head,  and  17  stitches  had  to  be 
taken.  Since  then  she  has  had  unilateral  "sick  headaches"  about 
four  times  a  year,  lasting  usually  one  day.  She  has  been  pregnant  six 
times,  and  has  three  times  produced  an  abortion. 

Four  weeks  ago  she  began  to  have  pain  in  the  back  of  her  neck,  some- 
times darting,  sometimes  constant,  worse  in  the  day-time,  not  preventing 
sleep.  With  the  pain  there  seemed  to  be  a  swelling,  which  impressed 
her  as  bemg  both  inside  the  throat  and  in  the  nape.  She  had  no  diffi- 
culty in  swallowing,  though  her  throat  was  somewhat  sore  at  the  same 
time.    Three  weeks  ago  this  pain  extended  to  the  whole  head,  aSecting 
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especially  tlie  temixwal  regions,  which  fed  swollen  and  tender.  Sh« 
has  had  no  other  s>Tnptoms. 

Physical  cxaminulion  showed  the  patient  sallow  and  covered  with 
a  reddish,  papular  eruption,  nith  a  shot-like  feel  under  the  skin.  It  U 
tnoBt  marked  upon  the  Eacc  and  (niok.  \''t9ceral  examination  is  other- 
wise negative,  as  is  the  blood.  Tbc  urine  is  alkaline,  hifjh  in  color,  loj j 
in  gravity,  with  the  slightest  possible  trace  of  ulbumin.  'I1tc  sediment 
shows  large  squamous  epithelial  cells  in  clumps,  abo  polynuclcar  cells, 
triple  phosphate  crystals,  and  some  octahedral  cryatab  which  resist  the 
action  of  acetic  add.     The  fundus,  oculi  is  normal. 

DiscuaiioD. — Three  ly}>es  of  headache  are  immediately  suggested 
as  we  read  the  story  of  this  patient: 

I.  Due  to  trauma. 

3.  Due  to  migraine. 

3.  Due  to  syphilis. 

Traumatic  htadachts,  following  mlcnt  ccrdiral  concussion,  as  In 
foot'liall  or  coasting,  are  apt  to  follow  an  initial  period  of  coma,  and 
usually  persist  steadily  for  weeks  or  months.  Periodic  pain,  such  as  is 
here  described,  is  not  often  associated  with  trauma. 

Migraine  is  apt  to  apjwar  before  the  thirty-fifth  year,  and  to  occur 
more  frequently  than  In  ttils  case. 

It  is  unporlant  to  realue  tliat  unilateral  ])criodic  headache  accom- 
panied by  nausea  and  vomiting  deserves  the  term  "  mi^aine'"  only  when 
all  ktiown  causes  of  headache  con  be  excluded.  The  headaches  aa^o- 
eiatfd  with  nrphrilis  or  crrrbral  lumtrr  are  ojkn  migrainoid  in  trpe, 
especially  in  the  earlier  stages  of  the  nmlitdy.  Tlic  study  of  the  urine 
and  of  the  fundus  oculi  Is  thus  often  omitted  because  the  attacks  arc  so 
described  by  the  patient  that  "  tyjiica]  migraine  "  is  assumed  and  truiited 
from  the  start. 

A  migtaiiKwl  headache  which  Inter  became  constant,  arou&cd,  there- 
fore, the  suspicioo  of  nephritis  and  of  cerebral  tumor.  Nephritis,  how- 
evtt,  couhl  be  excluded  in  this  case  by  the  absence  of  urinary  changes 
and  of  \-ascular  hj-pcrlensioru  The  fundus  oculi  was  negative;  there 
were  no  focal  symptoms  {.such  as  aphasia,  ponilj'fis,  Jacksonian  or  general 
epilepsy,  paresthesia,  or  a3tereognosis)i  and  tlie  absence  of  vertigo, 
vomiting,  and  \-ascular  h)-pcrtcnNon  also  militated  against  the 
diagnosis  of  cerebral  tumor,  which,  however,  could  not  be  absolutely 
excluded. 

Syphilis  is  suggested  by  the  rash.  Further  examination  showed  a 
postccrvical  adenitis.  The  absence  of  any  knowledge  of  infection  is  of 
DO  importance.    Only  positive  evidence  is  of  value  in  relation  to  syphilia, 
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and  it  cannot  be  too  positively  stated  that  in  any  person,  young  or  old, 
rich  or  poor,  whatever  his  character  or  circumstances,  syphilis  is  always 
a  possible  diagno^  The  opportunities  for  the  non-venereal  acquisition 
of  syphilis  are  very  many. 

In  this  case  the  rash  was  not  typical,  but-might  have  been  an  ordinary 
skin  infection.  Its  generalized  distribution,  the  associated  adenitis,  and 
the  persistent  headache  made  it,  however,  more  suspicious. 

The  absence  of  miscarriages  is  less  significant,  since  the  abortions 
may  have  anticipated  the  course  of  nature.  On  the  whole,  syphilis  seems 
the  most  probable  diagnosis. 

The  prognosis  and  treatment  of  syphilis  have  been  sketched  on  pp. 
43  and  45. 

Outcome. — The  headache  was  relieved  temporarily  by  5  grains  of 
phenacetin  with  J  grain  of  codein.  Later,  some  morphin  was  required  on 
one  or  two  occasions.  Mercury  and  iodid  of  potash  were  given  by 
mouth,  in  small  doses,  and  in  a  week  she  was  very  much  better.  In 
two  weeks  the  headache  was  very  slight,  the  rash  nearly  gone,  the  glands 
barely  palpable.  July  12th  she  was  discharged  well,  with  the  advice 
to  continue  the  iodid  of  potash  in  5-grain  doses  three  times  a  day  for  a 
number  of  months. 

Diagnosis. — Syphilis. 

Case  5 

A  Jewish  shoemaker  of  thirty-seven  was  seen  July  8,  190S.  He  has 
had  some  trouble  with  his  stomach  since  he  first  came  to  this  country, 
five  years  ago.  Five  days  ago  he  began  to  have  "pain  over  his  heart," 
followed  by  shortness  of  breath  and  fainting.  This  attack  lasted  only 
a  few  hours,  but  since  that  time  he  has  had  sev^e  headache,  loss  of  appe- 
tite, and  gastric  distress  without  vomiting.  His  bowels  have  become 
constipated,  and  his  sleep  is  disturbed  by  bad  dreams. 

On  examination  a  few  fine  transient  riles  were  found  at  the  base 
of  each  lung.  Respiration  at  the  left  base  and  axilla  was  somewhat 
louder  than  on  the  right  There  was  slight  epigastric  tenderness,  and 
the  edge  of  the  spleen  was  easily  fdt  ij  inches  below  the  costal  margin. 
There  was  anterior  and  internal  bowing  of  the  right  tibia,  with  promi- 
nence, but  no  roughening.  The  temperature  at  entrance  was  100°  F.; 
pulse,  75;  leukocytes  were  4800;  the  Widal  reaction  negative.  Blood- 
culture  was  negative;  urine  normal. 

Discosflion. — What  are  the  causes  of  prominence  or  enlargement  of 
the  tibix? 

Significance  of  the  r&les  in  this  case? 
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TTic  pulmonary  sIkds  arc  not  cfaarsctcriiUic  of  tubcrcukisis  nor  ol 
any  other  di»cM«  of  the  lung. 

The  prominence  and  bowing  of  one  tibia  might  be  due  to  old 
ricketSi  to  osteitis  deformans  (Pa{|ret'&  disease),  or  to  syphilitic  chuugcs. 
but  the  latter  arc  usually  accompanied  by  roughness,  uncvcnm-ss,  and 
cutaneous  changes,  while  Paget  s  ilisviise  should  uiTect  the  femora  and 
the  cla^'iclcs  more  extciu>ivcly  than  the  tibia-.  Rickets  seems  the  more 
likdy  explanation. 

An  acute  headache  (6vc  days'  duration)  with  fever  suggested) 
naturally  enough,  an  infectious  disiMSC.  Tlie  acute  infectious  diseases 
most  often  cau<>bg  headache  in  a  temperate  climate  are  tlic  milder 
respirator}-  infections  ("common  colds").  lonsiUiiiSr  scfxus.  and  typhoid 
— malaria  (ess  often. 

The  negative  blood  examination,  the  normal  temperature,  and  the 
paucity  of  viMxral  le»om  rule  out  tlicse  infections. 

There  are  many  items  poinlin^t  to  3  jisychic  origin  for  this  headache. 
It  began  immediately  after  an  attack  of  thoradc  pain,  which  was  evi- 
ficntly  bcJieved  by  the  patient  to  be  due  to  heart  disease — that  tcrTif)nng 
affliction.  The  subseqtwnt  bad  dreams  and  gastro-intestinal  disturb- 
ances are  very  common  results  of  a  scare  about  one's  heart,  esjiocially 
ia  high-stniog  people  like  the  Jews. 

The  therapeutic  test  also  bears  on  the  diagnosis  here.  As  soon  as 
the  patient  was  aasured  (after  a  searching  and  thorough  eumination) 
that  his  vital  organs  were  sound,  his  headache  and  other  trouble  began 
to  improve.  The  appUcadon  of  suggestion  (in  the  form  of  menthol) 
completed  the  cure.  It  is,  of  couisc,  impossible  to  exclude  some  obscure 
infi-clious  or  toxic  dlscasf,  but  the  weight  of  cvidt-ncc  ts  against  iu 

Outcome. — A  diagnosis  of  t)'[>hoid  had  previously  bei-n  ni^de,  but 
the  next  tnoming  the  temperature  was  normal  and  the  man  complained 
of  nothing  but  headache.  This  continued  for  several  days,  but  was 
rcliex-cd  by  a  35  per  cent,  alcoholic  solution  of  menthol  ai)p)ied  to  the 
painful  port.     Reassurance  played  a  cxinsidcrabk  part  in  his  reco\^'. 

DU^Otis.— Headache  of  psychic  origin. 

This  is  a  lit  piace  to  consider  the  so-called  "neurasthenic."  "essen- 
tial," or  "constitutional '*  headaches.  There  are  some  persons  so  ab- 
normally sensitiw  to  sensory  stimuli  that  the  weight  of  the  body  gi\vs 
pain,  even  when  they  arc  seated  <«i  soft  chuirv;  the  firessureof  the  clothing 
the  ordinary  changes  in  atmospheric  temperature,  hurl  them  as  a  decay- 
ing tooth  is  hurt  by  simple  pressure,  heat  or  ct^d.  In  such  persons  the 
drculatory  or  neural  processes  in  the  head  may  be  sufficient  to  cross  the 
pain  threshold  and  to  present  themselves  as  pain.    Not  all  such  persons 
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bave  any  of  the  mental  or  phy^caJ  characteristics  of  the  neurasthenic, 
and  it  seems  to  me  to  darken  counsel  if  we  class  such  headaches  as 
"neurasthenic"  merely  because  we  discover  no  organic  basis  for  them. 

In  another  group  of  persons  the  headache  is  dearly  dependent  upon 
psychic  states,  which  can  be  used  both  to  produce  and  to  allay  the  pain. 
The  suffering  is  foi^otten  when  the  person  is  active  and  interested, 
letuming  when  the  sufferer's  attention  relapses  upon  himself. 

In  a  third  group  there  are  no  general  hyperesthesia  and  no  variadon 
of  the  pain  with  psychic  states.  I  have  followed  several  such  cases 
through  the  period  of  adolescence  and  up  to  their  disappearance  with 
the  end  of  this  state. 

Others  occur  in  later  life,  and  may  be  steady  or  vaguely  periodic. 
Of  this  large  group  we  know  practically  nothing,  and  this  should,  I 
think,  be  plainly  Indicated  in  our  terms.  I  believe  then  that  we  should 
distinguish  within  the  so-called  "neurasthenic"  group: 

(a)  Headaches  due  to  constitutional  or  chronic  hyperesthesia. 

{b)  Headaches  due  to  psychic  causes. 

(c)  Headaches  whose  cause  is  absolutely  unknown. 

As  an  example  of  the  type  last  mentioned,  I  recenUy  studied  the  case 
of  a  hearty,  vigorous  Italian  laborer  who  began  to  suffer  from  constant 
headache  in  July,  1908.  In  August  I  saw  him  in  consultation,  but 
oiuld  discover  no  cause  for  his  steady  suffering,  which  now  disabled 
him  from  wort.  I  sent  him  to  the  Massachusetts  General  Hospital, 
where  the  most  careful  study  of  his  internal  viscera,  body  fluids,  eyes, 
ears,  nose,  throat,  and  bony  sinuses  revealed  absolutely  nothing.  Just 
as  we  reached  the  end  of  this  fruitless  search  the  headache — after  nine 
weeks'  duradon — suddenly  ceased  altogether  without  treatment,  though 
quinin,  mercury,  and  potassium  iodid  had  been  proved  ineffectual  by 
thorough  trial  previous  to  his  entering  the  hospital.  Up  to  the  present 
time  (September,  1910)  there  has  been  no  recurrence  of  pain. 

Case  6 
A  housewife  of  forty-sevai  entered  the  hospital  December  23,  1907. 
Since  the  beginning  of  her  menstruation  at  the  eleventh  year  she  had 
noticed  a  fullness  in  the  front  of  her  throat,  which  became  more  promi- 
nent at  the  time  of  her  first  pregnancy  in  her  twenty-sixth  year.  It 
became  smaller  after  delivery,  but  increased  with  the  next  and  with  each 
of  the  succeeding  eight  pregnancies.  Each  time  the  swelling  increased 
more  during  the  pregnancy  than  it  diminished  after  delivery,  so  that  the 
total  effect  has  been  an  increase  of  the  tumor.     It  has  never  caused  any 

discomfort  or  incon^'enicnce. 
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For  the  past  two  ytun  she  has  hud  "  sick  heiidachcs,"  beginiung  eurt> 
In  the  mofning  or  toi^  after  eating,  lasting  twcnly-four  hours,  coming 
about  once  in  two  wcvkA,  until  lately,  when  tht-y  have  begun  to  come 
twice  a  week  and  have  been  accompanied  by  ncn'ousness.  She  feels 
hot  most  of  the  time,  and  pTcfcrs  cold  ueatlicr.  For  ux  months  she  has 
llotici.-d  a  weakness  of  her  hands.  Two  weeks  ago  she  had  the  "grip," 
and  has  sinoc  then  notid-xl  consiUcniblc  shoilnv&s  o(  breath,  amounting 
of  late  to  orthopnea.  She  has  loit  jo  pounds  in  the  last  two  yean. 
The  bowels  have  Itccn  slightly  loose;  the  appetite  excellent. 

rhysical  examination  showed  emadatton,  cyanosis,  a  slight  exoph- 
tiialmijis  (not  previously  nottctd  by  the  [<u  tii-nt ) ,  a  fine  tremor  of  the  hands, 
and  marked  asymmetric  enlargement  of  the  thyroid,  its  greatest  circum- 
ference being  i6{r  inches.  The  heart's  impulse  was  in  the  sixth  inter- 
■pace,  }  inch  outside  the  nii>ple-ltne,  4  incites  to  llie  left  of  mid- 
sternum.  The  action  was  rapid,  ranging  between  100  and  120,  accom- 
{lunied  by  some  irre^ilarity.  Tite  fir^t  sound  was  very  sliarp  at  the 
apex,  and  was  preceded  by  a  presystolic  roll.  The  pulmonic  second 
sound  ivas  much  greater  than  the  aortic  second  sound.  Sjitolic  blood- 
pressure,  175  mm.  Hg.  Shadows  and  movements  of  the  intestinal 
coils  wfcre  TOible  over  the  abdomen.  There  Avas  considerable  tender- 
ness in  the  epigastrium  and  about  the  navd.  The  edge  of  the  liver  was 
felt  3  tnchea  Iwlow  the  cofttul  margin.  There  «-a&  no  ascites,  but  both 
legs  showed  soft  edema  throughout.  The  luukocA'tcs  were  I5t400. 
The  blood  was  olherwiae  nonnal.  The  urine  was  pale,  loio  to  loiain 
specific  gravity,  with  a  trace  of  albumin.  There  were  many  leukocytes; 
no  casts.  The  twenty-four-hour  amoimt  ranged  between  15  and  30 
ounces. 

Discussion. — t.  Wtmt  was  the  nature  of  the  thyroid  tumor? 

3.  Whiit  caused  the  headache? 

3.  Can  any  mson  be  gj^xn  for  her  preferring  cold  weather? 

4.  How  arc  the  characteristics  of  the  urine  cx|»lained? 

5.  Is  there  more  than  one  jxissiblc  explanation  of  the  presystolic 
roll  heard  in  this  case? 

6.  Cnder  what  conditions  arc  intestinal  movements  visible  through 
the  ab<tomiiuU  wall? 

9.  What  diseases  produce  loss  of  weight  despite  good  appetite  and 
fgcstion? 

The  discussion  of  these  questions  will  involve  a  statement  of  the  diug- 
ooals,  prognosis,  attd  treatment. 

Regarding  the  thyroid  tumor,  it  is  clear  that  its  duration  (thirty-six 
years)  excludes  malignant  disease.     We  have  left  the  so-called  "simple 
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grater"  and  "exophthalmic  goiter."  The  case  illustrates  well  the 
tranatioa  from  the  first  to  the  second  condition;  also  the  relation  of  the 
thyroid  to  pregnancy.  From  her  eleventh  to  her  forty-fifth  year  the 
patient  had  no  symptoms  from  her  goiter.  It  was  increasingly  unsightly, 
BOthing  more.  After  the  forty-fifth  year  came  the  familiar  symptoms 
of  hyperthyroidism — loss  of  weight  despite  good  appetite,  a  sense  of 
increased  bodily  beat  corresponding  with  the  abnormally  rapid  roetabol- 
ism;  finally  tachycardia,  tremor,  and  exophthalmos. 

The  only  important  diseases  causing  loss  of  weight  despite  good 
appetite  are  diabetes  (either  form),  Graves's  disease,  and  some  cases 
of  arteriosclerosis.  In  one  of  my  cases  of  Graves's  disease  loss  of 
weight  was  the  symptom  which  brought  the  patient  to  me.  He  wanted 
to  know  why  he  was  losing  weight  despite  an  excellent  appetite.  He 
mentioned  no  other  complaints. 

In  the  present  case  the  emaciation  explains  the  visibility  of  intes- 
tinal peristalsis,  for  emaciation  is  all  that  is  necessary  to  produce  this 
E}'mptom.  In  patients  not  emaciated  such  a  sign  usually  means  in- 
testinal obstruction. 

The  condition  of  the  urine  in  this  case  can  hardly  be  explained 
(as  one  might  at  first  think)  as  a  result  of  renal  stasis  due  to  a  dilated 
heart,  for  the  low  specific  g^a^^ty  and  pale  color  are  the  opposite  of  what 
we  expect  in  renal  staas.  When  taken  in  connection  with  the  abnor- 
mally high  blood-pressure,  these  features  of  the  urine  suggest  nephritis. 
Such  vascular  hypertension  is  unusual  in  Graves's  disease.  The  head- 
aches are  also  much  more  comprehensible  if  we  suppose  that  the  patient 
had  both  nephritis  and  Graves's.  I  have  already  referred  to  the  fre- 
quency of  so-called  "ack  headache"  in  nephritis,  as  well  as  in  brain 
tumor  and  syphilis.    In  simple  hyperthyroidism  headache  is  not  common. 

The  cardiac  signs  suggest,  first  of  all,  a  mitral  stenosis  with  dilata- 
tion of  the  heart,  but  another  possibility  is  to  be  remembered,  namely, 
that  the  dilatation  itself  may  be  the  cause  of  the  murmur.  It  has  been 
repeatedly  noted  of  late  that  not  only  in  connection  with  aortic  regurgi- 
tation (the  so-called  Flint's  murmur),  but  in  any  form  of  cardiac  hyper- 
trophy and  dilatation  affecting  the  left  ventricle,  a  presystolic  roll  may 
be  heard  at  the  apex.  Thus  in  adhesive  pericarditis  and  in  simple 
nephritic  hypertrophy  we  often  hear  such  murmurs.  There  is  no  way 
of  decidii^  in  this  case  whether  or  not  mitral  stenosis  is  present,  but  it  b  a 
good  rule,  often  home  out  by  postmortem  experience,  to  assume  as  few 
lemons  as  can  be  made  to  explain  the  facts.  On  this  principle,  the  diag< 
nosis  of  this  case  should  be  Graves's  disease;  chronic  nephritis  with 
resulting  cardiac  hypertrophy  and  dilatation. 
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The  prognosis  is  for  a  few  months  of  life  iit  best.  In  treatment 
rest  is  the  essential.  Morphin,  followed  by  bleeding,  purgation,  and 
diuretics,  m^y  give  some  relief.    Digitalis  is  not  likely  to  be  effectual. 

Outcome. — The  pulse-rate  steadily  declined  durini;  her  first  week 
in  the  hospital,  and  the  swelling  became  less;  but  on  Jantuiry  i5t  the 
patient  became  noisy  and  mentally  confused,  the  respiration  slow  and 
deep,  the  breath  having  an  amnMHiiacal  odor.  There  were  frequent 
attacks  of  severe  dyspnea.  In  the  next  thirty-six  hours  she  was,  for 
the  most  part,  semiconscious,  but  never  unronstious,  and  was  com- 
fortable except  during  the  attacks  of  dv^nea.  I'ilocarpin  produced  no 
sweating,  and  attempts  to  give  8  hot-air  bath  were  unsuccessful.  It  was 
impossible  to  purge,  as  6he  refused  to  swallow  anything.  Her  heart 
continuod  strong  and  not  rapid. 

She  died  on  the  third  of  January. 

Autopsy  showed  chronic  glomerulonephritis  with  hypertrophy  and 
dthlatioo  of  the  heart  and  general  drojisy;  simple  adenoma  of  the 
thyroid;  obsolete  tuberculosis  of  llie  spleen. 

One  of  the  interesting  points  in  this  case  is  the  existence  of  nephritis 
without  albuminuria  during  the  period  under  obser^'ation.  The  blood- 
pressure  gairx  more  correct  indication  for  diagnosis,  as  is  often  the  case. 

Diagnosis. — Uronic  headache;  chronic  glomerulonephritis;  hyper- 
thyroidism. 

Caae  7 

A  young  woman  of  twenty-five,  a  stiKlent.  entered  the  hospital 
November  7,  1907.  One  of  her  aunts  died  of  consumpdon.  She  was 
Healed  by  Dr.  R.  W.  Lo\-cIt  for  three  years  fur  some  spinal  trouble, 
beginning  with  her  fifteenth  )-car.  When  slic  was  ciglitccn  her  menstrua- 
tico  stopped  and  her  s|>)ci:n  became  enlarged.  She  was  then  treated  for 
some  time  by  Dr.  Franz  I'faff.  T\ro  years  ago  mcnslrualioQ  again 
ceased  during  the  winter.  The  intervals  between  Iter  periods  are  still 
fi^-e  or  six  weeks  long,  and  she  alwaj-s  has  headache  during  the  cata- 
Bttnia.  She  has  l>ecn  overworked  for  the  last  three  years,  and  has 
been  ncr\-ous,  but  has  had  no  actual  breakdown  and  no  hpteric  symjv 
toms;  she  lias  been  es|jedally  tired  most  of  the  tintc  since  the  first  of 
October.    She  lakes  two  cups  of  tea  and  one  of  <;r>fTee  a  day. 

Eight  days  a^  she  found  it  very  hard  to  concentrate  her  mind  upon 
bcr  vrark.  The  next  <lay  she  had  severe  headache,  and  th^it  ni^ht  was 
dtwpleas.  Sax  days  ago  the  headache  became  still  worse,  aiKl  she 
coughed  up  a  little  bWxl  anri  phlegm.  Kver  since  then  she  tins  coughed 
a  little,  but  without  sputa.    Fi^'c  da}3  ago  she  had  photophobia  and  fell 
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tender  lumps  upon  the  back  of  her  head.  That  evening  she  had  chill, 
followed  by  sweating.  Three  days  ago  she  had  another  chill,  and  her 
teeth  and  her  left  ear  ached.  This  time  she  began  taking  aspirin  in 
5-grain  doses  for  the  relief  of  her  headache,  and  found  it  very  eSectual. 
The  last  two  days  her  headache  has  been  less  severe,  but  it  is  still  present 
in  the  back  of  her  head.  She  has  been  slightly  constipated  and  has  felt 
somewhat  weak. 

Temperature,  101.3*'  F-J  pulse,  83;  respiration,  18. 

Physical  examinadon  was  negative,  save  for  a  short,  sharp,  whistling 
systolic  murmur  in  the  pulmonary  area,  transmitted  only  along  the  left 


Fig.  3. — Chart  of  cue  7. 

ade  of  the  sternum.  The  abdomen  was  held  slightiy  rigid  throughout, 
but  was  tympanitic  and  free  from  tenderness.     The  spleen  was  not  felt. 

DiscnsBion.— Certain  features  in  this  case  suggest  that  the  head- 
ache may  be  due  to  tuberculous  meningitis.  The  history  of  consump- 
tion in  the  family  and  of  a  prolonged  treatment  addressed  to  the  spine, 
together  with  the  cessation  of  menstruation  at  her  eighteenth  year,  are 
all  factors  which  make  us  think  of  tuberculosis.  The  photophobia,  too, 
is  a  common  meningeal  symptom. 

Against  meningitis,  however,  is  the  absence  of  any  tuberculous  focus 
now  discoverable  on  physical  examination,  the  absence  of  any  lesions 
referable  to  the  cranial  nerves,  and  the  recent  subsidence  of  the  headache 
without  any  oncoming  coma. 
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Could  this  be  a  neurasthenic  hvacUche,  ao  called?  She  is  at  the  nge 
when  such  things  are  comtnonesi,  and  there  is  a  histor)-  of  ncn'ousness 
and  overwork.  Bui  the  continued  Iwtr  seems  to  me  to  make  this  im* 
possible.  I  do  not  think  there  is  any  good  evidence  that  a  fever  such 
as  is  shown  in  the  accompanying  chart  ever  results  from  neuru&theitia, 
hysteria,  or  any  psvchoneurosis. 

Malaria  is  suggested  by  the  chills  and  (be  hndachc,  but  is  excluded 
by  the  absence  o(  parasites  in  the  blood.  The  lumps  complained  of  in 
the  occipital  regioo  were  not  discoverable  on  physical  examination. 
Had  they  turned  out  to  lie  glandular,  sjiihilis  might  have  been  suspected. 

With  the  exclusion  of  the  above  posubilitics  wc  haw  to  consider 
what  diseases  arc  the  mo«t  fmguent  in  patients  who  have  fever  with  a 
ne);uti\-c  physical  examination  and  a  low  leukocyte  count,  Tlic  answer 
must,  I  think,  be  as  follon-s:  If  the  tevcz  'u  a  short  one,  it  is  generally 
labded  "grip"  under  these  conditions,  thou^  I  prefer  to  call  it  an  un- 
known infection.  If  the  fever  jiersists  for  two  weeks  or  more  without 
the  development  of  pbjrsica]  signs,  typhoid  usiuUy  turns  out  to  be  pn»cnt, 
as  was  the  case  here. 

Outcome.— On  the  right  side  of  the  abdomen  there  developed  later 
two  red  macules  which  deoilorizcd  oo  pressure.  The  course  of  the 
temperature  is  seen  in  the  accompanying  chart.  The  Widal  reaction 
was  positive  at  entnncc.  Blood  otherwise  negative.  The  course  of 
her  illness  was  uneventful,  and  she  was  discharged  well  on  the  seventeenth 
of  D«eml)cr. 

It  is  worth  cmpha^sing  the  fact  that  constipation,  cough,  and  chills 
arc  conunon  symptoms  at  the  onset  of  lyphcnd,  also  that  the  headache 
is  tiaually  eDrlicr  and  more  prominent  than  in  other  infections.  (FtH- 
iha  treatment  of  iliis  case  sec  Apixrndix,  p.  743.) 

Diagnosis. — ^Tyi^ioid. 

Case  8 

A  Ruadan  clerk,  eighteen  years  of  age,  entered  the  hospital  February 
37i  1908.  The  only  history  which  could  be  obtained  from  him  was 
that  two  da)-s  ago  he  fell  downstairs  and  since  then  he  hu  had  a  good 
deal  of  headache. 

Ph}-sical  examination  showed  tlmt  he  was  drowsy,  his  right  pupil 
slighlly  lur>;er  than  his  left,  both  reacting  normally.  His  throat  was  red 
and  sJightly  SK-ollen.  I'hcrc  was  considerable  rigidity  of  his  neck,  but 
no  actual  retraction.  Rotation  and  liackward  flexion  were  normal, 
but  the  hend  could  not  be  bent  forward.  Visceral  examination  was 
entirely  negative,  with  the  exception  of  Kcmig's  sign,  which  was  present 
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on  both  sides.  The  temperature  was  100.3°  F.;  the  pulse,  60;  respira- 
tion, 35.  Fundus  oculi  normal.  Blood  and  urine  normal.  Blood- 
pressure,  145.  Durir^  the  night  he  became  unconscious,  and  the  next 
morning  had  marked  retraction  of  the  head,  unequal  and  unresponsive 
pupils,  a  strabismus,  absence  of  superficial  reflexes,  Babinski's  reaction 
cm  the  right,  and  a  rectal  temperature  of  102.8°  F. 

DiscuBsion. — Concussion  of  the  brain  and  meningitis  were  the  diag- 
noses at  first  suggested  in  this  case.  Any  headache  following  a  fall  cm 
the  head  is  rightly  suspected  as  being  due  to  concussion,  but  there  are 
certain  symptoms  in  this  case  not  thus  to  be  explained,  t.  e.,  the 
inequality  of  the  pupils,  the  rigidity  of  the  neck,  and  the  presence  of 
Kemig'3  sign. 

These  three  signs,  together  with  the  presence  of  fever  and  slow  pulse, 
the  rapidly  developing  coma,  strabismus,  and  Babinslri's  reaction,  all 
point  to  meningitis,  which  was  the  diagnosis  made  at  the  outset 
Acting  upon  this  a  lumbar  puncture  was  done,  and  35  c.c.  of  bloody, 
turbid  fluid  were  removed.  The  examination  of  this  fluid,  however, 
showed  nothing  but  macerated  red  corpuscles,  no  micro-organisms 
either  in  cover-glass  or  culture.  This  speaks  strongly  against  epidemic 
meningitis,  while  the  great  rapidity  of  onset  and  the  absence  of  any 
lymphocytoas  in  the  spinal  fluid  make  tuberculous  meningitis  unlikely. 
The  presence  of  blood  in  the  spinal  fluid  su^ests  cerebral  hemorrhage 
or  fracture  of  the  base  of  the  skull. 

Normal  urine  and  normal  blood-pressure  rule  out  uremia,  and  nor- 
mal blood  excludes  malaria.  Brain  tumor  may  manifest  itself  suddenly 
after  a  long  latent  period  by  symptoms  like  those  in  this  case,  but  the 
absence  of  paralysis,  of  changes  in  the  fundus  oculi,  and  the  presence  of 
the  rigid  neck  and  the  bloody  spinal  fluid  militate  against  this  diag- 
nosis. No  absolute  decision  was  arrived  at  before  death,  which  oc- 
curred on  the  first  of  March. 

Outcome. — Autopsy,  March  ist,  showed  fracture  of  the  base  of  the 
skull,  multiple  contusions  of  the  cerebellum  and  frontal  lobes,  with 
hemorrhage. 

Diagnosis. — Fracture  of  the  base  of  the  skull. 

Case  9 
A  domestic  of  twenty-three  was  seen  March  14,  1908.  She  was 
perfectly  well  until  noon  of  the  day  before,  when  she  was  seized  with 
sharp,  cutting  pain  in  the  forehead  and  a  slight  sore  throat,  with  fever. 
She  went  to  bed  and  slept  well,  but  awoke  with  the  same  headache,  and 
vomited  when  she  got  out  of  bed.    The  headache  has  continued  since. 
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When  seen  at  the  hospit^  the  patient's  temperature  was  102.5"  P-i 
hcf  pulse,  125,  the  skin  hot  unci  dry.  The  pupils  were  equal,  regular, 
and  reacted  nomully;  the  fundus  negative;  the  throat  slightly  reddened 
and  swoUcn;  face  flushed.  The  viscera,  negative.  Leukocytes,  9000. 
Blood  and  urine  were  otherwise  normal.  Blood-pnssurc,  125.  During 
Ibe  first  thirty-six  hour*  of  her  stay  in  ihc  hospital  she  suffered  a  good 
deal  with  headache,  relieved  more  or  less  by  phcnacctin  and  an  ice-bag 
in  the  frontal  region. 

Diteouion. — I  have  known  tuberculous  meningitis  to  manifest 
(bst  by  intense  pain  at  the  rtK>t  of  the  nose,  us  in  thi^  case.  All 
the  ordinaty  symptoms  of  that  disease,  however,  except  headache  and 
fever,  arc  absent  in  this  case.  Typhoid,  malaria,  and  most  other  infec- 
tions are  ruled  out  by  the  negative  phj'sical  examination  and  the  short 
course  of  Ihc  disicasc,  which  was  practically  gone  in  four  days.  On  ihe 
third  day  careful  qucsdoning  showed  that  the  pain  was  limited  to  the 
ttgioD  of  the  frontal  sinuses.  On  the  eighteenth  she  was  able  to  go  Iiack 
to  work. 

Iq  view  of  these  facts  an  infeclioo  of  the  frontal  sinus  seems  the  most 
likely  cause  of  her  headache.  In  some  cases  of  this  disease  the  head- 
ache appears  in  a  characteristic  way  at  the  same  hour  each  morning, 
perhaps  owing  10  the  accumulation  of  secretions  during  the  night. 
Sometimes  the  diagnosis  is  assisted  by  the  sudden  appearance  of  a  nasal 
disdiarge  coinddent  with  the  cessation  of  pain;  in  other  cusc«  ihc  dosie 
limitatioQ  of  the  pain  (o  the  r^on  of  the  frontal  sinuses  is  our  best  dciv 
todiagooais. 

Outcome. — On  the  eighteenth  of  March  she  went  back  to  work. 

D  t  a  gn  OS  1 1 . — Sinuii  tis. 

ClM    10 

A  cook  of  twent\--thr<.-e  entered  the  hmpital  April  Q,  1908.  Mer 
family  history-  and  pa»l  history  were  excellent.  Two  months  ago  she 
Mopped  work  for  a  fortnight  because  of  fatigue  and  persistent  headache. 
Ten  daj-s  ago  the  headache  returned  and  has  pena»ted  since.  It  is 
3e\'erc  in  the  fiontal  and  occipital  regions.  Four  days  ago  she  began 
to  vomit,  and  since  then  has  vomited  about  six  limes  evcr>'  twenty-four 
hours.  Even  water  is  rejected.  There  has  been  no  abdominal  pain, 
but  persistent  nausea.  She  has  had  no  cough  and  no  other  symptoms. 
The  coune  of  the  temperature  is  seen  in  the  chart  on  page  57. 
The  white  cells  were  4400  at  entrance,  4900  on  .April  aoth;  the  Widal 
reaction  alwa>«  ncgalisc;  the  blood  otherwise  ncgati^v.  The  urine 
ranged  bctn-ccn  20  and  30  ounces  in  twenty-four  hours,  with  a  ii>ecilic 
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grsvj^  between  1036  and  ioj6;  u  trace  oi  albumin;  a  few  hyaline  and 
fine  granular  casts.  The  pupils  were  equal  and  reacted  to  light  and 
dUtsnce;  the  funduH  oculi,  normal;  the  cho:$t  und  abdomen  ncKativc, 
save  for  slight  tenderness  and  rigidity  in  the  cpigaiitrium.  During  the 
first  week  she  seemed  rather  h}-Gteric  at  time&,  complained  continually 
of  ht-adachc,  and  was  hungry,  but  no  diapnosis  could  be  made. 

Discussion. — Typhoid  is  suggested  by  the  course  of  the  tempera- 
ture, the  subnormal  leukocyte  count,  and  the  headache.  Indeed,  there 
is  nothing  in  the  Ciisc,  as  here  stated,  positively  to  exclude  typhoid. 
Against  it,  however,  arc  the  long  duration  of  the  headache,  vrhich  is 
usually  gone  after  the  fiKt  ten  days  in  typhoid.  Tlie  persistent  nausea 
is  also  ^-ciy  unusual  in  typhoid.  Per- 
haps the  strangest  symptom,  however, 
is  Ihe  excellent  appetite,  which  is  al- 
most unknoivn  in  a  patient  seriously 
sick  with  tj-phoid. 

The  question  of  hysteria  must  be 
considered.  .^11  the  symptoms  in  tiie 
case  are  consistent  with  this  diagncuns, 
with  one  exception — the  continued 
fever.  There  is,  in  my  opinion,  no 
such  thin(^  as  a  hysteric  fever  of  this 
t)!^.  An  elevation  of  less  than  one 
degree  o\'cr  a  considerable  period  or  a 
sharp  sudden,  short-lived  rise  occurs  in 
hysteria,  but  not  a  perastent  fever  of 
this  type^ 

The  two  diseases  seriously  to  be 
considered  are  cerebral  s>-philis  and 
tuberculous  meningitis.  As  a  mailer 
of  fact,  the  diagnosis  of  syphilis  was  made  in  this  case  by  a  skilled 
neurologist.  The  entire  absence  of  any  history  and  of  any  ^sible  lesions 
of  this  disease  is  not  in  itself  at  all  cxmclusive  against  it,  neither  is  the 
age  of  the  patient,  although  the  (^reat  majority  of  cases  of  cerebral 
syphilis  occur  in  older  persons.  More  important  evidence  against 
syphilis  is  the  subnormal  leukocyte  count,  which  is  distinctly  rare  in 
syphilitic  cases. 

Bpidemic  meningitis  comes  on  more  suddenly,  almost  always  pro- 
duces a  leukocytosis,  and  usually  runs  a  shorter  course.  Ne\-ertheless, 
it  cannot  l>e  excluded  without  an  examination  of  the  spinal  Quid. 

Outcome. — April  32d  lumbar  puncture  was  done,  and  10  c.c.  of 
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dear  pale  fluid  was  obtuioi-d,  ibc  scdimcat  showing  72  per  cent,  of 
lympliMcyles,  28  per  cent,  of  qiithelinl  cells.  In  the  'ITionu-Zeiss  cotitt' 
ler,  this  fluid  showed  42  lymphocytes  per  cmm.  On  ihe  Iwcnty-third 
the  patient  seemed  to  be  restless,  the  left  pupil  slightly  larger  than  the 
n'Kbt.  During  the  forcnoun  the  left  hand  became  flexed.  At  noon,  the 
left  leg  and  the  left  side  of  the  face  became  para!y/«l,  and  the  reflexes 
absent.  Syphilis,  producing  sofiening  from  thrombosis  tn  the  rtKion 
of  the  right  interna]  capsule,  was  suspected.  The  patient  soon  after , 
became  semicomatose.  The  head  was  drawn  shaqJy  to  the  right.  .At 
times  tlie  patient  would  recogniJie  and  talk  with  her  relatives,  and  is  e\'ca 
able  to  mo%-c  the  left  arm  and  lej;. 

On  the  twenty-fourth  knee-jerk  of  the  right  leg  disappeared,  and  a 
pin  could  be  passed  through  tl]e  sktn  of  cJllicr  leg  without  [lain. 

On  the  twenty-fifth  there  was  left  Literal  conjugiitc  deviation  with 
lateral  nystagmus,  more  constant  in  the  right  eye.  Respiration  became 
labored.  Edema  appeared  in  the  hands,  and  the  patient  died  at  noon 
oa  the  twenty-fifth. 

Autopsy  showed  miliar)'  tut>erculosis  of  the  lungs  and  spleen;  tuber- 
culous  meningitis;  tubercular  ukers  of  the  ileum;  tuberculosis  of  the 
retroperitoneal  glands. 

It  should  be  distinctly  stated  that  cases  of  pro\'ed  tulicrculous  menin- 
^tis  have  recovered.  Prol^bly  this  outcome  takes  place  in  less  than  I 
per  cent,  of  the  cases,  hut  it  is  important  to  know  that  it  is  poesible. 

Diagnosis. — Miliary  tuberculosis. 

Case  U 

A  house-painter  of  forty-two  entered  the  hospital  December  4,  1907. 
He  is  in  the  habit  of  taking  three  drinks  of  whisky  a  day,  but  has  had 
no  pre^ious  illness.  A  yt^r  and  a  half  ago  he  began  to  have  headaches, 
vertigo,  cramps,  and  vomiting;  wiis  sick  Utr  tlirec  or  four  da>-s.  He 
wa»  treated  in  the  SonHT\-ille  Hospital  for  five  weeks,  but  did  not  im- 
prove  much,  and  has  been  unable  to  work  since.  He  is  now  troubled 
much  with  occipital  headache,  worse  in  the  morning  and  after  he  has 
been  drinking.  He  now  rardy  N'omils.  Last  night  be  bad  a  no6c)>leod. 
He  has  had  no  abdominal  pain  of  late.  He  has  liad  occasional  night- 
ttrcBis,  but  none  for  two  weeks.    Headache  is  his  chief  complamt. 

Physical  examination  of  the  cliest  is  D^atii-c  except  for  a  short 
^tolic  murmur  at  the  apex  of  the  heart  aiid  accentuation  of  the  aortic 
sccnod  sound.  The  pulse  tenson  seemed  to  be  high.  The  blood-pres- 
sure was  160  mm.  Hg.  On  the  riglit  side  of  the  abdomen,  at  the  le%'cl 
of  the  navel,  a  smooih,  rounded,   slightly  tender  mass  is  felt,    lite 
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patient  subsequently  said  that  he  had  had  blood  in  his  stools  for  fifteen 
or  sixteen  weeks,  averaging  &  gill  a  day.  An  expert  proctoscopic  ex- 
amination showed  no  sufficient  cause  for  this  blood.  On  examination 
in  a  warm  bath  the  tumor  previously  described  was  much  easier  to  feel. 
It  appeared  to  be  about  the  size  of  a  grape-fruit,  and  connected  with 
the  kidney.  The  urine  was  about  30  ounces  in  twenty-four  hours, 
milky,  1013  in  specific  gravity,  the  sediment  containing  a  large  amount  of 
pus,  and  an  occasional  granular  cast.  The  hemoglobin  was  70  per 
cent 

Profuse  bleeding  from  the  rectum  ctmtinued,  and  vomiting  of  large 
amounts  of  green  material  with  a  little  fresh  blood  happened  several 
times.  The  right  lung  was  full  of  coarse  moist  and  dry  riles.  X-ray 
showed  a  shadow,  probably  of  stone  in  the  right  kidney.  The  profuse 
intestinal  hemorrhage  suggested  malignant  disease,  but  no  other  evi- 
dence of  it  could  be  found.  The  amount  of  urine  passed  became 
smaller  and  smaller.  On  the  seventeenth  of  December  the  sputum 
became  bloody  and  the  patient  continued  to  vomit  blood  and  to  pass  it 
by  rectum.  Numerous  purpuric  spots  appeared  on  the  skin.  He 
sweated  profusely  in  the  hot-air  baths  and  seemed  better  after  them. 

Discussion. — Although  the  patient  is  somewhat  alcoholic,  there 
certainly  is  not  enough  evidence  to  make  us  believe  that  whisky  is  the 
cause  of  his  sufferings. 

Lead-poisoning  is  naturally  suggested  by  the  patient's  occupation, 
by  the  history  of  abdominal  cramps,  and  headaches.  If  lead-poisoning 
were  present,  it  might  also  account  for  the  renal  symptoms  and  for  the 
rather  high  blood-pressure.  As  a  matter  of  fact,  the  patient  was  treated 
for  five  weeks  for  lead-poisoning,  and  the  fact  that  he  did  not  improve 
during  that  time  is,  in  itself,  against  the  diagnosis.  More  important, 
however,  is  the  tumor  above  described,  which  cannot  possibly  be  ex- 
plained by  lead.  The  presence  of  this  tumor,  together  with  the  pus  in 
the  urine  and  the  results  of  «-ray  examination,  point  strongly  to  stone 
or  tuberculosis  of  the  kidney.  The  headaches,  pains,  and  sweats  are 
quite  explicable  if  there  is  suppuration  of  tuberculous  or  calculous 
origin  in  the  renal  pelvis. 

We  have  still  to  explain  in  some  way  the  mysterious  hemorrhages 
from  the  rectum,  stomach,  and  respiratory  tract.  The  accentuation  of 
the  aortic  second  sound,  the  blood-pressure,  the  low  specific  gravity  of 
the  urine,  and  its  constantly  diminishing  amount  suggest  a  concomitant 
nephritis. 

Outcome. — Operation  was  considered,  but  postponed,  owing  to  the 
man's  poor  condition.     During  the  last  two  days  of  life  he  passed  practi- 
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cally  no  uriDc  He  was  irritable  and  utLreasoaablc,  his  mind  wandi-rini;. 
He  died  on  the  twenty-second  of  December. 

At  autofisy  the  right  kidney  was  found  to  oootun  a  x-ery  Iv^  stone 
and  several  smaller  ones.  Thrcc-quarten  of  the  organ  was  converted 
into  a  bag  oC  pus,  and  the  remaining  portion  &how«i  as  cystic  degenera- 
tion.   The  left  kidney  showtxi  the  lesions  of  chronic  glomerulonqihritis. 

Diagnoais. — Stone  in  the  kidney  with  abscess  and  nephritis. 

Case  12 
An  dectridan  of  thirty-three  entered  the  hospital  September  lo,  1907. 
He  was  perfectly  well  until  two  weeks  ago,  when  he  began  to  have 
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se\-crc,  shooting  pain  in  the  forehead,  spreading  to  the  rest  of  tlie  head. 
His  face  was  pufTy  and  red  every  forenoon  and  hts  bands  became  swollen. 
Yesterday  he  bcc&me  i>Try  dizzy  and  could  Itardly  see  to  walk,  but  did  not 
fall.    He  lost  three  pounds  in  two  weeks  and  is  thirsty  and  nen-ous. 

The  patient  was  semicomatose  and  answered  no  questions.  He 
moi-ed  restlessly  upon  the  bod  with  his  eyes  shut  and  his  hand  to  his 
hnd.  He  was  not  asleep  or  drunk,  and  there  was  no  evidence  that  he  had 
been  drugged. 

On  eicamination,  the  face  was  distinctly  puffy.  The  muscles  about  the 
eyes  twitched  involuntarily  from  time  to  time.  Fundus  oculi  negaliM. 
The  inciBor  teeth  were  worn  dow-n — the  patient  saj'S  because  be  grinds 
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tiiem  at  night  The  spleea  was  not  palpable.  Physical  examination 
was  otherwise  negative.  Blood-pressure,  loo  mm.  Hg.  Temperature, 
102.6°  F.  White  cells,  3400.  Urine  negative.  The  blood  showed 
no  malaiial  organisms.  The  symptoms  seemed  to  point  strongly  toward 
uremia  at  the  time  of  entrance,  but  the  urine  was  absolutely  negative. 

At  entrance  the  patient  was  put  into  a  hot  bath,  but  collapsed  twenty 
minutes  later,  his  blood-pressure  being  very  low. 

Discussion, — Nephritis  is  suggested  by  the  drowsy  conditicm,  the 
edema  of  the  ^e  and  hands,  and  the  headache.  The  negative  urine 
does  not  necessarily  exclude  chronic  nephritis,  but  the  low  blood-pressure 
and  the  normal  size  of  the  heart  are  strcmgly  against  this  diagnosis. 

firsin  tumor  is  suggested  by  the  headache,  the  vertigo,  and  the 
drowsiness.  Against  it  are  the  negative  fundus  examination,  the  low 
blood-pressure,  the  absence  of  focal  symptoms. 

Migraine  may  produce  symptoms  ^milar  to  those  in  this  case,  but 
cme  almost  never  sees  a  patient  of  thirty-three  in  his  first  attacl^  of 
migraine,  and  this  patient  had  had  no  previous  attacks  like  this. 

There  is  no  evidence  of  reflex  causes.  In  fact,  the  diagnosis  was  Dot 
suspected  untU  the  fall  of  temperature  to  normal  next  morning,  and  its 
subsequent  rise  on  the  succeeding  day  suggested  malaria. 

Outcome. — On  the  fourteenth  he  had  a  chill.  The  blood  showed 
a  number  of  fully  grown  malarial  parasites.  Under  quinin  the  patient 
was  well  within  a  few  days. 

Diagnosis. — Malaria. 

Case  13 

A  Russian  housewife  of  fifty-eight  entered  the  hospital  November  30, 
1906.  She  entered  the  hospital  first  in  April,  1906,  suffering  from 
"interstitial  myocarditis"  with  paroxysmal  tachycardia.  She  was  next 
seen  on  the  thirtieth  of  November;  her  physician  states  that  since  leaving 
the  hospital  she  has  had  attacks  of  tachycardia  every  few  weeks,  the 
attack  usually  lasting  two  days  and  often  accompanied  by  headache. 
Between  attacks  she  felt  well;  her  appetite  was  good,  her  bowels  r^ular, 
there  was  no  loss  of  strength. 

Nine  days  ago  she  began  to  have  constant  headache,  precordial  dis- 
tress, insomnia,  and  anorexia.  There  is  now  no  cough  and  no  dyspnea, 
but  she  feeb  weak  and  tired. 

Physical  examination  showed  slight  pallor  and  marked  pulsation 
m  the  neck.  The  left  border  of  cardiac  dulness  was  six  inches  to  the 
left  of  the  midstemum  in  the  fifth  space,  the  right  border  one  inch  to  the 
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right  of  nudstcmum;  sounds  rapid,  but  regular;  the  first  apex  souod 
sharp;  the  second,  ban-ly  audible;  a  rhythm  like  that  of  the  fetal  h<.-arU 
the  rate  something  over  190L  Ml  the  heart-beats  were  transmitted  to 
the  ivrist,  though  the  tension  was  low. 

Pliysicat  examination  n-as  otherwise  entirely  negative.  During  tba 
first  part  of  her  stay  in  the  Iiospital  the  tachycardia  showed  only  slight 
[emissions,  sometimes  for  a  minute,  sometimes  for  several  houis.  The 
rate  did  not  seem  to  be  affected  by  sleep,  talldng,  or  food.  Digitalis 
had  DO  eSect.  Tincture  of  aconite-  had  no  ciTcct.  Except  for  vctak- 
ncss  and  some  mental  anxiety,  Ilie  [laticnl  scented  well. 

Discussion. — .\Ithougb  the  headache  was  much  complained  of  in 
this  case,  It  was  at  once  tJirovm  into  the  lackground  by  the  general 
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ph)-s)cal  examination,  which  made  tachycardia  prominent.  Our  chief 
pnJjlcm  is  to  interi)ret  tiie  tachycardia  existing  in  this  case,  more  CS)>e- 
ctally  as  regards  prognosis,  which  is  alwaj's  tlie  essential  jioint  in  tacliy- 
cardla. 

Cases  of  parox>'smal  tachycardia  may  l>e  divided  into  three  groups: 

(a)  Those  baling  an  obvious  cxdting  cause. 

(b)  Those  occurring  in  the  course  of  a  chronic  cardiac  disease. 

(c)  Those  of  whose  origin  we  have  no  idea. 

The  first  an«l  the  List  of  Ihesc  )^mif)S  carry  a  good  pro^lOMS.    Fm 
practical  purposes  this  is  the  most  important  point     I  was  once  sum- 
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numed  in  hot  haste  to  the  bedside  of  a  woman  of  forty,  where  I  found 
,the  family  assembled  awattmg  her  death.  The  attending  physician 
thought  she  had  but  a  few  hours  to  live.  Her  pulse  was  210,  her  heart 
action  absolutely  regular  and  of  the  fetal  type,  her  heart  not  enlarged, 
her  breathing  slow  and  easy  in  a  recumbent  position.  The  tachycardia 
had  come  on  six  hours  previously,  during  a  family  quarrel,  the  patient 
being  partly  drunk. 

Vigorous  reassurances  were  given  to  the  family  in  the  patient's 
hearing,  but  without  addressing  her.  Within  an  hour  the  tachy- 
cardia ceased 

I  have  seen  a  similar  attack  in  a  high-strung  young  girl  who  was  in 
the  dentist's  chair  during  menstruation.  The  dentist  was  excessively 
alarmed,  as  the  pulse  was  over  200  and  barely  perceptible,  but  the 
patient  v^'as  as  well  as  usual  next  day. 

Attacks  may  follow  a  gastric  upset  or  come  after  a  surgical  operation. 

Tachycardia  of  this  type  occurring  in  patients  who  have  definite 
signs  or  history  of  cardiac  insufficiency,  whether  from  valvular  or  myo- 
cardial lesions,  are  more  serious,  but  I  have  never  known  a  patient  to  die 
during  or  soon  after  such  an  attack.  The  prognosis  is  that  of  the  under- 
lying lesion,  and  is  not  appreciably  modified  by  the  occurrence  of  tachy- 
cardia. 

Treatment. — Some  cases  are  immediately  relieved  if  the  patient  is 
placed  head  downward  for  a  few  seconds;  others  have  been  known  to 
recover  immediately  after  by  drinking  ice-water  after  emptying  the 
stomach  or  after  moderate  exercise.    Drugs  have  no  obvious  effect. 

Outcome. — On  the  twelfth  of  December  the  tachycardia  ceased 
during  the  night,  and  on  the  sixteenth  she  had  two  days  without  any. 
From  this  point  on  the  attacks  grew  shorter  and  occurred  at  longer  inter- 
vals. There  was  no  evidence  that  they  were  influenced  in  any  way 
by  any  drug  or  other  treatment  given  her,  and  she  left  the  hospital  much 
relieved,  on  the  third  of  January,  though  the  myocardium  still  showed 
evidence  of  weakness. 

DiagnoBiB. — Paroxysmal  tachycardia  complicating  a  chronic  myo- 
cardial insufficiency. 

Case  14 

A  school-boy  eight  years  old  entered  the  hospital  May  r6,  1907. 
Since  early  childhood  he  and  his  brother  and  his  sister  have  had 
vomiting  spells  about  once  a  month.  In  such  a  spell  he  goes  to  bed 
feverish,  vomits  in  the  night,  is  feverish  and  sleepy  the  next  day;  after 
that  he  is  perfectly  well.  It  is  surmised  that  these  effects  are  due  to- 
eating  too  much  candy. 
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Five  days  ago  be  had  headache  and  fever  and  vomited  once.  The 
headache  andjnmt  kait  continued  since,  and  he  has  been  unable  to  go  to 
school.  He  has  had  a  slight  Itxise  cough,  but  no  expectoration.  Last 
night  he  stt^t  poorly  and  complained  of  epigastric  pain.  The  course  of 
the  temperature  is  seen  in  the  accompuiTing  chart  (Fig.  7). 

Physical  examination  of  the  head,  neck,  and  heart  was  negative. 
The  abdomen  was  slightly  distended,  tympanitic,  firmly  held,  and  very 
tender  throughout.  The  child  breathed  ra|)idJy,  with  short,  groaning 
expiration.  He  tau  admitud  to  the  hospital  with  a  diagnosis  0/  aetik 
appendicitis.  'l~he  right  lung  showed  dulneaa 
from  the  apex  to  the  fourti)  rib  in  front  and 
over  the  entire  back,  associated  with  bronchial 
brcaihinK.  increased  \oicf,  and  fremitus. 

Discussion. — I  have  known  several  cases 
like  this  operated  upon  for  appendicitis  owing 
to  the  lack  of  a  thorough  physical  examinabon. 
Especially  in  children  it  is  essential  to  make  a 
thorough  examination  of  the  chest  whenever  the 
presenting  symptom  is  abdominal  pain.  The 
backs  of  tlie  lungs  arc  often  not  thoroughly 
ezanined,  because  we  shrink,  verj'  naturally, 
from  having  a  patient  sit  up  or  even  turn  upon 
hisude;  but  in  a  case  of  this  kind  this  is  a  short* 
I  *  ■ "  i  i  :  i'r y^      sighted  kindness. 

il-H  W  H  T-'J^-  Outcome. — On  tlie  twenty-second  the  tem- 

perature reached  normal  and  the  patient  felt 
finely.  On  the  twenty-fifth  the  lempciaturc 
again  rose,  and  the  white  cells,  which  had  been  35.000  at  entrance,  were 
found  to  be  still  at  approximately  the  same  figure,  with  93  per  cent  of 
polynudear  neulrophilcs. 

When  fever  persists  in  a  case  of  this  kind  and  the  percussion  dulness 
docs  not  dear  up,  one  of  three  posaibjliiies  is  gt-nerally  emertained: 
One  tliinks  of  an  unresolved  fjneuraonia.  of  a  pleural  thickening,  or  of 
postiineumonic  empjrema.  In  nine  cases  mit  of  fen  the  Utter  turiw  out 
to  be  the  true  diagnoais.  UnrcsolN-ed  jincumonia  is  mostly  a  myth.  In 
the  vast  majority  of  cases  it  spdis  empyema.  Pleural  thickening  causes 
DO  such  de\'ation  of  the  leukocyte  count. 

A  needle  introduced  at  the  rii^t  base  dre^v  pus  containing  po)^ 
Duckar  leiikocvtes  and  pncumococci. 

Diagnosis. — Inlccdon  ipost-pneumonic  empyema). 


—Chan  u(  case  i^ 


^^^^^^^^^^^^^^^B          HEADACHE                     ^^^^^^P                           ^M 

^^^^IP                                    Cut  15                                                     ^^H 
^^B       A  little  jpri  of  fifteen,  a  chocolate  dipper  by  trade,  entered  the  hospi-         ^H 
^^H  taX  December  27,  1900,  complaining  chictly  of  headache,  which  she  has          ^M 
^^B  had  for  three  daj-s.    It  has  been  accompanied  bv  some  aching  of  the          ^H 
H       feel,  general  fatigue,  and  weakness.     Her  appetite  has  been  good,  but          ^M 
H        her  food  has  been  frequently  vomited.    She  has  had  to  stay  in  bed  for          ^H 
H        the  pa.it  three  days.    The  course  of  her  tcm]}eraturc  is  seen  in  the  accom-          ^M 
^^^  p(Ui\-in^  chart  (Fig.  &).                                                                                            ^H 
^^m        Physical  examination  showed  good   nutrition,  flushed  face,  heavy          ^M 
^^1  eyes,  pupils  equal  and  reacting,  ton^Is  enlarged  and  red,  a  soft,  sharply     ^^^| 
^^V  localized  s)-stolic  murmur  at  the  apex  of  llic  heart;  the  spleen  palpable     ^^^f 
U        oa  inspiration.    The  Internal  viscera  were  otherwise  negative;  the  firat          ^H 
H         phfthtnx  nf  ihc   riiihl   rinR-fingcr  was  a              ^    ,         ^  -,                             ^B 

H        little  red  and  swollen.    On  the  ulnar  side 
^^^    there  were  a  patch  of  granulation  tissue 
^^K  ukI  a  large  bleb,  from  which  pus  could  be 
^^H  expressed.     From  tlic  hislor}-  and  spleen 
^^V  typhoid  seemed  to  be  the  most  probable 
diagnosis. 

The  Widal  reaction  was  absolutely 
oegative.     \Miiie  cells,    11,000.     There 
was  a   diazo-rcaction  in   the  otherwise 
negatlTe  urine.    The  headache  continued 
very  troublesome. 

On  the  night  following  entrance  the 

patient  compLiined  of  a  httic  pain  in  her 

^^K  right  knee,  the  inner  side  of  which  was 

^^"   found  to  Ije  very   slightly   swollen    and 

B        tender,  not  red  or  hot.    The  next  three 
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B        or  four  days  there  u'as  tlie  same  com- 
^^K  plaint  at  die  same  time  every  night.      The  kne 
^^B  swollen,  and  there  wils  a  suggestion  of  Hoatinj 
^^B        DiEcussion. — In  the  early  days  of  this  c 
^^^    fev'er,  and  nothing  to  show  for  it,  tt  was  probt 
B         definite  diatpiosis.     The  presence  of  the  heart  1 
B        nirdilis.  with  or  without  general  sepsis.    Suci 
B        mon  in  girls  of  this  age.    The  white  count  of  i 
B        this;  the  condition  of  the  ring-finger  favors  il. 
B              Typhoid  seems  more  probable  in  many  rcsp 
B        enlargement  of  the  spleen  especially  favor  that 
B        reaction  would  be  generally  considered  confirn 

Fig.  S.— Clun  of  MM-  1$. 

e  gradually  became  more 
;  of  the  patella, 
ase,  with  headache,  high 
tbly  im]K>s.<iible  to  make  a 
nurmur  suggests  an  endo- 
i  infections  are  wry  com- 
t,ooo  is  somewhat  against 

eels.     The  history  and  t!ic 

diagnosis,  and  the  diazo- 

latop.'  e\'idcncc,  while  the 
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absence  of  (be  Widal  nactioa  by  no  means  excludes  typhoid.  In  fact, 
the  only  decided  evidence  agunst  typhoid  during  the  curly  days  o(  ber 
illness  was  the  leukocyte  count. 

The  headache  and  splenic  enlargcnKtit  are  quite  consistent  \\ilh 
malaria,  but  Ihc  time  of  year  makes  this  unlikely  and  the  blootj  examina- 
tion excludes  it. 

With  tbo  appearance  ol  pain  in  and  about  the  right  knee  thirty-six 
hours  after  entrance  a  new  croj)  of  po&siliilities  »pnngg  up.  Rheumatic 
arthritis  or  gonorrheal  arthritis  comes  first  to  mind.  The  fact  that  only 
one  joint  is  invohcdis  agnln&t  ordinary  "rheumatism,"  and  in  anytypc 
of  arthritis  we  should  expect  more  [tain  when  the  fever  and  constitutional 
mani flotations  arc  as  marked  as  in  this  ca*e. 

I  bB\'c  recently  seen  a  case  of  trichidasis  with  symptoms  a  good  deal 
like  those  In  this  case,  and  atisolutdy  without  eosinof^iilia  during  the 
6rst  week  under  observation.  In  thts  case  the  diagnosis  was  made  by 
finding  the  trichindla  embryo  in  the  peripbcial  blood. 

Osteomyelitis  should  always  be  considered  in  a  case  presenting  the 
symptoms  here  dcscril)ed.  It  is  not  at  all  unusual  to  ha\'c  the  fever  :Lnd 
constitutional  manifestations  pmxdc,  by  a  con.<Hderablc  inter^ul,  any 
locattatton  of  titc  process.  We  get  strongly  the  impression  that  the 
inlcctinn  is  first  general  and  later  local. 

Occasionally  we  sec  a  case  beginning  exactly  lilce  this  one,  but  going 
on  to  rapid  recovery  n-ithout  ever  presenting  symptoms  any  more  defiiute 
than  those  here  described.  We  have  then  to  be  content  with  sunnising 
that  some  low-grade  infection  has  been  overcome. 

Outcome. — On  January  2d  the  temperature  was  still  high,  and  the 
knee  intermiitcnily  juinful.  .\l  times  the  pittient  awoke  from  sound 
sleep  complaining  bitterly  of  knife-like  |>3in  in  her  knee,  llic  swelling 
iBcreued  o%'er  the  inner  condyle  of  (lie  femur,  where  titere  was  also  tlia 
greatest  tenderness.  There  was  no  cording  uf  the  veins,  no  glandular 
enlargement  or  icndemL'Sft,  no  edema  of  the  leg, 

January  641):  "T1»c  swelling  of  the  knee  has  been  incrca^ng.  The 
whole  leg  is  non'  somcwitat  swollca.  At  the  knee  it  n)casure$  i)  inches 
more  in  circumference  than  the  left.  The  patella  now  Soals.  Leuko- 
cyte count  ii  atyv/  16,000.  M  entrance  it  was  only  11,000.  The  tem- 
perature is  also  lower,  and  in  the  past  two  days  there  has  been  some  de* 
crease  in  the  sn'clling.  There  was  a  diazo-rcaction  in  the  urine  at  the 
time  of  cntntncc,  and  this  has  persisted  since. 

"Januar)-  9th:  Pain  in  and  srouitd  the  knee  has  been  vcr>'  severe  in 
the  last  llipee  days.    The  leukoo-te  count  is  now  19,300." 

Tanuary  loth:  Indsion  over  the  outer  condyle  of  the  femur  liberated 
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two  ounces  of  greenish  staphylococcus  pus.  Three  perforations  were  found 
in  the  periosteum  at  the  lower  end  of  the  femur,  with  pus  all  around  the 
bone.  The  bone  was  opened  and  pus  found  in  the  lower  epiphysis  and 
the  lower  end  of  the  shaft.    Convalescence  normal. 

Diagnosis. — Staphylococcus  infection  (osteomyelitis). 

Case  16 

A  laborer  of  thirty-six  entered  the  hospital  September  25,  1906. 
For  three  years  he  has  complained  of  indefinite  stomach  symptoms. 
For  ^xteen  months  these  symptoms  have  been  more  marked,  but  have 
not  amounted  to  actual  pain,  though  they  have  been  severe  enough  to 
prevent  his  working ;  there  has  been  no  vomiting.  During  these  sixteen 
months  he  has  had  fairly  constant  headache,  not  localized,  not  very 
severe,  but  often  accompanied  by  vertigo.  A  year  ago  he  was  so  sick 
that  he  was  in  bed  four  months,  after  which  he  was  much  improved,  and 
has  not  been  in  bed  since. 

His  bowels  move  from  one  to  three  times  a  week,  and  only  with 
purgatives  or  enemata.  He  has  no  appetite  and  has  lost  about  thirty 
pounds.  He  has  had  many  doctors,  many  diagnoses,  and  much  treat- 
ment   He  denies  alcoholic  excess  and  venereal  disease. 

Phy^cal  examination  shows  slight  irregularity  and  sluggish  reactions 
in  the  pupils;  the  left  is  larger  than  the  right,  and  there  is  right  external 
strabismus.  There  is  a  well-marked  tremor  of  the  tongue  when  pro- 
truded, and  at  times  his  lips  are  tremulous,  as  are  his  hands.  The  edge 
of  the  liver  is  palpable  on  deep  inspiration.  The  knee-jerks  are  lively, 
Achilles  jerk  normal.  White  cells,  12,000;  urine  normal.  Gastric 
examination  with  the  stomach-tube  showed  the  lower  border  of  the 
organ  reached  two  inches  below  the  umbilicus;  its  fimctions  and  secre- 
tions appeared  to  be  normal.     Visceral  examination  otherwise  negative. 

Under  daily  lavage  and  Zander  treatment  with  vibrations  he  showed 
some  improvement.  He  took  a  good  deal  of  exercise  and  gradually 
acquired  a  good  appetite. 

Discussion. — ^The  questions  which  we  naturally  ask  ourselves  in 
this  case  are  as  follows: 

1.  Can  this  be  a  "neurasthenic"  headache? 

2.  Can  it  be  due  to  eye-strain? 

3.  Has  it  any  connection — (a)  With  the  gastrectasis  or  (ft)  with  the 
pupillary  changes? 

A  "  neurasthenic  "  headache — i.  e.,  one  of  unknown  cause  and  benign 
outcome — ^is  suggested  by  the  long  course  of  the  symptoms,  by  the  ab- 
sence of  fever  and  visceral  lesions,  and  by  the  apparoit  nervousness 
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rouiifcsl  in  tremltlin)*  of  the  lips  and  hnnds.  Hut  af^nst  this  hypothesil 
is,  in  thi-  first  place,  the  fact  thai  he  is  a  day-laborer  and  has,  therefor^ 
no  ri>;hl  to  such  troubles  unless  under  the  tnHucnce  of  alcoholism  or  »onic 
scvxTC  and  obvious  mental  strain.  Further,  this  hypolhi»is  dots  nol 
explain  the  irrq^hrity  and  sluggishness  of  the  puptb  nor  the  tremor  of 
the  ton){ue. 

Eye-strain  causes  chronic  hcadiiche,  and  the  strahismus  here  present 
RliKhl  well  be  a  fa  raring  cause.  How  long  that  strabbmus  has  cxi^li-<j  (be 
jiatient  has  no  iflcn,  but  it  !:<  certainly  a  veri.-  old  affair  as  nimixtred  with 
the  headache.  Again,  it  is  inherently  unlikely  that  a  day-laborer  sliould 
begin  (o  suffer  from  eye-strain  at  thirty-three  The  point  could  only  be 
(Iclinitcly  setllnd  by  a  more  accurate  examination  of  his  eyes. 

Dementia  paralytica  is  di&tirtctly  su^i'sted  by  tlic  association  of 
pupillary  defects  with  the  tremor  of  the  tongue  and  lipn  and  the  chronic 
headache.  The  aI>M:ncc  of  a  syphilitic  history  docs  not  exclude  the 
existence  of  that  disc^isc.  We  mi^lit  expect  more  change  in  the  reflexes 
and  more  ob^itMis  mental  symptoms,  but  these  are  by  no  means  neces- 
sary. The  dia^osis  could  be  made  much  more  certain  in  case  the 
Spinal  fluid  obtained  by  lumbar  puncture  contained  an  excess  of  cells 
with  a  h-mphocytoftis. 

Outcome.— By  the  elevcntlt  of  October  his  stomach  ceased  to  trouble 
him,  but  be  showed  u  marked  lack  nf  initiati\'e;  he  was  [terfeclly  content 
to  sit  and  gaze  absenl-mirwledly  at  nothing  in  jiarticular.  He  expressed 
liimself  as  greatly  improved,  and  bad  gained  a  cou|)tc  of  [lounds.  it 
was  subsequently  ascertained  that  he  had  been  in  an  insane  asylum  in 
November  and  Dev-cmU-r,  1905.  Tltere  they  obtained  a  history  of  con- 
vubive  attacks,  said  to  be  brought  on  by  eating,  and  characterized  by 
twitching  of  l>oth  arms,  with  numbness  of  hands,  occurring  thiily  for 
about  a  week  and  lasting  something  less  than  an  hour.  During  these 
attacks  he  nas  sometimes  unconscious,  luid  after  coming  out  of  them, 
failed  lo  recognize  people  for  a  considerable  time. 

While  at  the  asylum  his  ejies  showed  tj'pical  Argyll -Rol>erlson 
pupils.  The  knce-jciks  were  exaggerated,  and  there  was  a  Uabinski 
reaction  on  the  left,  with  marked  incoUnlination  of  ttic  u)»]>er  extremities 
and  in  tlie  gait,  l-jiamination  of  the  eyes  was  entirely  negative.  Men* 
tally,  he  5een>cd  more  cheerful  than  the  situation  justified. 

Diagnosis.- -Dementia  paralytica. 

Cass  17 

.\  widow  of  sc^■enty-three  was  st-cn  March  8,  1007.  She  had  a  fall 
at  twcaty-one,  was  hurt  inwanllv  and  doctored  for  ten  years.    Site  had 
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"brain  fever"  at  twenty-four,  and  was  four  months  in  bed.  Ten  years 
ago  she  had  an  attack  similar  to  the  present  one,  but  less  severe.  She 
has  become  very  nervous  in  the  last  few  years.  Six  weeks  ago  she  was 
taken  with  sharp  pain  in  the  eyes,  spreading  later  to  the  top  of  the  head 
and  the  left  side  of  the  feice,  sometimes  shooting  along  the  jaws  or  behind 
the  ears.  The  pain  has  been  steady  durii^  these  weeks — at  times  sharp 
enough  to  make  her  cry  out.  Light  hurts  her  eyes.  Cold  increases 
the  pain,  and  her  jaw  is  so  painful  that  she  cannot  chew. 

Physical  examination  showed  obesity,  but  was  otherwise  negative. 
When  the  patient's  attention  was  turned  from  herself,  she  seemed  to 
be  perfectly  happy.     One  night  she  kept  the  whole  ward  awake  because, 
of  an  indefinite  fear  that  something  was  going  to  happen  to  her. 

Discussion. — In  this  case,  as  in  the  last  one,  dementia  paralytica 
is  suggested,  but  there  is  really  very  little  to  support  that  supposition. 
The  tremors  and  pupillary  signs  present  in  the  last  case  are  quite  absent 
here. 

Although  the  pain  here  started  in  the  eyes,  there  is  nothing  else  in  the 
case  to  suggest  eye-strain,  and  as  the  suffering  has  not  been  closely  lim- 
ited to  the  region  of  the  frontal  sinuses,  we  have  no  good  reason  to  sup- 
pose any  inflammation  there. 

In  genuine  neuralgia  we  cannot  ease  the  pain  by  diverting  the  pa- 
tient's attention. 

On  the  whole,  the  headache  seems  to  be  one  of  that  large  class  of 
mysteries  from  which  we  divert  our  attention  because  we  are  unable  to 
give  them  a  name  and  because  they  pass  off  fairly  quickly.  No  doubt 
in  this  case  the  psychic  condition  was  in  some  way  an  important  cause. 

Outcome. — On  examioation  by  an  eminent  alienist  she  showed  no 
proof  of  insanity,  but  was  believed  to  be  a  nervous,  hypochondriac, 
weak-minded  old  lady.  Magnesium  sulphate,  i\  ounces  daily,  seemed 
to  do  her  good.  She  was  easily  controlled  by  reason  and  by  appealing 
to  her  better  nature.  Since  the  first  night  when  she  raised  the  roof  for  a 
time  she  had  no  bursts  of  temper  or  loss  of  self-control.  The  pain 
did  not  seem  to  mean  much,  and  she  was  discharged  on  the  nine- 
teenth. 

Diagnosis. — Headache  of  unknown  origin. 

Case  18 

An  Irish  housewife  of  twenty-three  entered  the  hospital  April  30, 
1907.  She  was  confined  eighteen  daj-s  ago,  the  labor  being  accompanied 
by  a  large  loss  of  blood.  At  the  end  of  a  week  she  complained  of  a 
severe  pain  in  the  side  of  her  face;  later  in  the  other  side  as  well,  but  was 
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able  to  get  up  and  take  care  of  the  baby.  l^»t  oight  the  doctor  found 
her  in  a  iJight  stupor,  which  has  incrcaM.-d  durin;>  toHtuy.  The  couree 
of  the  tcmiwriiture  is  seen  in  the  accompanying  ctuirt  (Kig.  9). 

The  patient  wus  sc-miconiatoee,  hud  considerable  pigmentation  of 
the  face  and  neck,  normal  pupil»,  tuitching  right  eye-brow,  jMibe  of 
high  tension,  viscera  othcrvi-ise  negative;  rellcxrs  nonnal;  urine  normal; 
red  cells,  ^,832,000;  while  cells,  10,000,  with  76  per  ciait.  poljuudcars. 
By  May  id  Kemig's  sign,  photophobia,  and  marked  slirfncsH  of  the  m-ck 
bad  developed.  The  patient  moaned  continuously,  and  hud  licadache 
unless  she  was  kept  under  morphia. 


Pif.  9.  -  ctam  "(  «*■  18. 

DiscussioB, — Any  headache  near  tlic  time  of  parturition  naturally 
suggests  uremia  or  some  rcbled  autointoxication,  but  in  this  case  nothing 
was  found  in  the  examination  of  the  urine  or  of  the  heart  to  support  these 
ideas. 

Cerebral  hemorrhage  or  embolism  is  not  uncommon  near  parturition, 
but  would  probably  have  a  more  sudden  onset  and  prfKluce  iwralyss 
or  aphasia. 

Cerebral  tumor  shouJd  be  considered  and  cannot  Iw  ejccludod  with- 
out an  examination  of  the  fundus.  The  atiscnce  of  focal  symptoms 
and  the  f»r«cnce  of  Kemig's  sign,  photophobia,  and  retracted  hcxid 
militate  againnt  it 

Moiingilts  is  left  as  the  most  plausible  diagnosis,  though  the  tetn- 
pcrature-chart  and  the  fcukoc>'te  count  are  against  it 
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Outcome. — On  lumbar  puncture  a  clear  fluid  spurted  eight  inches 
through  the  cannula;  immediate  and  great  relief  followed.  The  patient 
ceased  moaning  and  went  to  sleep,  A  sediment  of  the  fluid  thus  ob- 
tained showed  very  rare  leukocytes  or  degenerate  mononuclear  cells 
and  a  few  Gram-decolorizii^  bacteria  not  characteristic.  Cultures 
remained  sterile;  urine,  normal.  After  the  lumbar  puncture  the 
pupils,  which  were  previously  inactive,  became  normal,  the  Kemig 
sign  less  marked,  and  the  head,  though  still  stiS,  was  not  retracted.  By 
the  thirteenth  of  May  there  was  marked  improvement.  The  tempera- 
ture, as  seen  by  the  chart  on  p.  70,  was  entirely  normal.  Less  mor- 
phin  was  required  to  control  the  headache.  Consciousness  returned 
on  the  ninth  of  May.     May  13th  she  fed  herself. 

Mayi9th:  Marked  improvement.   Sitsupdaily.   No  stiffness  of  neck. 

May  28th:  Red  cells,  4,380,000;  leukocytes,  4000;  hemoglobin,  65 
per  cent. 

May  29th:  The  patient  anxious  to  go  home  and  is  discharged. 

Just  what  type  of  meningitis  was  present  could  not  be  determined. 
At  the  present  day  an  injection  of  Flexner's  antimeningeal  serum  would 
probably  be  indicated,  despite  the  dubious  results  of  this  lumbar  puncture. 

Diagnosis. — ^Meningitis. 

Case  19 

A  married  woman  of  thirty-five  entered  the  hospital  December  9, 
1897.  She  had  septicemia  after  the  birth  of  her  baby,  six  years  ago. 
She  has  never  been  quite  as  well  since.  For  three  weeks  she  has  had  a 
little  cold  in  her  head  and  a  little  headache,  gradually  getting  worse, 
until  four  days  ago,  when  she  went  to  bed.  Three  days  ago  she  began 
to  have  severe  "neuralgic"  headache,  localized  just  above  the  left  eye. 
She  has  had  a  hard,  dry  cough,  which  is  now  somewhat  better;  and  for 
three  days  there  has  been  some  pain  in  the  left  chest  on  full  inspiraticm. 

Physical  examinadon  showed  the  evidences  of  intense  suffering  from 
headache,  marked  tenderness  at  the  exit  of  the  left  supra-orbital  nerve, 
and  less  marked  tenderness  over  its  distribution.  There  is  considerable 
voluntary  spasm  of  the  right  rectus  abdominis.  The  temperature 
is  100.5°  F.;  pulse,  90;  respiration,  35;  white  cells,  14,000;  urine,  nor- 
mal. Freeing  the  supra-orbital  nerve  with  ethyl  chlorid  gave  no  relief. 
Morphin  in  J-grain  dose  eased  the  pain,  but  soon  after  she  became 
hysteric,  noisy,  apprehensive,  and  almost  delirious.  She  sat  up  in  bed, 
trembling,  breathii^  rapidly,  with  widely  dilated  pupils,  said  she  could 
not  get  her  breath,  and  wanted  something  to  counteract  the  effect  of  the 
morphin. 
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Discussion.— The  problems  presented  by  this  case  are: 

t.  U  the  heackiche  due  to  neuralgia,  to  frontal  sinusitis  or  to  soma 
other  cause  i* 

3,  What  is  the  signilicance  of  the  thonck  pain  and  of  the  abdominal 
spasm? 

3.  What  was  (he  nature  of  (he  acute  attack  foltowing  the  admini^tra- 
tion  of  moqihin? 

The  fact  thai  do  relief  was  afforded  by  fretxinfc  the  supra-orljital 
ncntr  argues  against  neuralgia.  Sinusitis  b  madt;  more  likely  by  the 
direct  sequence  of  the  sym]i((itns  upon  a  cold  in  llie  head.  There  is 
nothirif;  in  the  history  to  suggest  any  other  diagnosis. 

Regarding  the  cause  »f  the  thoracic  pain  and  the  alxlominal  spasm, 
vit  must  say,  in  the  tight  of  the  outcome,  "ignoramus."  It  should  be 
said  with  emphasis  that  in  almost  ev-ery  carefully  studied  case  (here  are 
one  or  two  facts  like  these  which  siniy  acrces  the  clinical  field  quite  wild 
and  untamed,  and  never  submit  to  any  rational  exjtlanation.  If  a  case 
does  not  manifest  some  such  symptom,  but  r«:ls  itself  oQ  like  a  text- 
book account,  I  alwa>'s  suspect  that  it  is  carelessly  reported. 

At  ihc  lime  of  the  acute  attack  above  described  meningitis  was  sus- 
pected on  account  of  the  asstxiaiion  of  the  mental  symj^toms  and  head- 
adic,  but  there  was  at  no  time  an>'  fever,  and  the  results  of  treatment 
(see  bdoMi)  made  it  obvious  that  it  v^-as  one  of  tho»c  scmihj'sti.Tic  attacks 
of  excitement  which  not  infrequently  follow  the  admioi&tration  of  mor- 
phin  in  idiosyncratic  individuals. 

Outcome. — She  was  reassured  in  regard  to  her  breathing,  and 
given  common  salt  in  water  to  counteract  the  mor]^in,  after  which  she 
was  quiet  for  tlic  re^t  of  the  night.  The  next  morning  the  |>ain  bad  al- 
most disappeared.  The  tem{)eraturc  was  normiil,  and  on  the  third  day 
she  was  allowed  to  go  home. 

Diagnosis.— Sinusitis. 


Case  20 

A  hrmcr  of  thirtj'-fn-e  was  seen  October  8,  igo6.  About  Augxist  ist 
be  b<^^  to  liave  eruptions  dcMnilx-d  as  resembling  giant  urticaria  in 
\MOUS  pails  of  his  body.  He  had  prc\iausly  been  treated  for  an  attack 
of  angioneurotic  edema.  In  the  middle  of  .August  be  had  smothering 
Bensatkms  in  his  chest,  which  lasted  from  one  to  three  hours,  Tho 
coagubtion  time  of  his  Uood  was  then  two  minutes. 

Four  artd  a  half  days  ago  he  l>egan  to  have  headache,  which  has 
grown  rapidly  wofsc.  Two  days  ago  he  had  a  chill  at  3  p.  u.,  aitd 
jrtstsday  one  at  7  p.  h.    Fever  has  been  continuous  since  the  onset. 
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The  bowds  haw  mov-etl  but  ooce  in  three  days.  He  Jms  lost  much 
money  of  late,  but  says  he  does  not  worr)-  about  it. 

Phy-sJcal  examination  showed  paljjable  glands  in  the  ncclt,  a.\iUa;, 
and  groins.  Kxamination  of  the  chest  and  abdomen  was  ncgativ'e. 
The  blood  showed  no  Widal  reaction. 

Discussion.— The  questions  which  naturally  present  Ihemselveg  m 
this  ca*c  are: 

r.  Can  the  headache  and  fc\'er  Iw  due  to  some  of  the  urticarial  group 
of  lesions,  which)  as  vn  know,  arc  sometimes  associated  with  fc\'er  and 
sometimes  manifest  themselves  in  the  internal  organs  (respiratory 
and  gastro-inlestinal  tracts)?    The  smothering  sensations  complained 


Fig.  la.— Chart  of  ciuw  ao. 

of  In  August  may  ha™  indicated  the  involvement  of  the  respiratorj-  tract 
by  lesions  of  the  urticariiil  group. 

3.  Can  financial  worry,  owing  to  his  money  losses,  account  for  hb 
symptoms? 

3.  What  is  the  significance  of  the  general  glandular  enlargement? 
leukemia?  B)7)hilis? 

In  relation  to  the  first  question  it  must  be  said,  first  of  all,  that 
urticaria]  or  erythematous  lesions  almost  never  occur  on  mucous  surfaces 
and  serous  membranes  alone.  If  the  fc\-er  and  headache  were  of  this 
l>-pc,  Ihero-ought  to  be  some  external  lesion. 

Ncitiier  worr)-  nor  any  other  psychic  event  produces  a  fever  like 
that  here  shon-n. 
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The  text  sutcs  ihat  glands  are  palpable  in  the  neck,  uilUc,  and 
groins,  but  this  is  far  from  indicating  that  the  tclands  arc  now  in  a  dis- 
eased condition.  GLukIx  arc  imtlijable  in  health  id  a  Lnrge  majority 
of  adults  in  one  or  more  of  the  abo^e-mentioncd  situations.  Neverthe- 
less, the  possibility  of  leukemia  cannot  thus  be  dismissed,  I  recently 
s*w  a  leukemic  ctse  with  signs  much  like  those  here  described,  and 
with  a  total  leukocyte  count  nearly  the  same,  tlie  difTcrcntial  coiuit,  how- 
ever,  shovi'tng  95  i>er  cent,  of  lymphocytes.  As  a  matter  of  fact,  this 
examination  was  made  in  the  case  h,ere  under  discussion,  but  the  blood 
was  wholly  normal. 

Genera]  glandular  enlargement  certainly  suggests  syphilis,  but  such 
cnlargenivnt  was  not  present  in  this  otsc,  the  glands  being  no  bigger 
than  normal.  There  is  nothing  else  in  the  case  to  suggest  s)'philts, 
though  a  fever  of  this  type  is  (luitc  coin[>atitiIc  with  sypliilis. 

The  suggestion  of  malaria  (chills)  was  promptly  negatived  by  the 
blood  examination. 

The  dinicil  picture  then  is  that  of  a  jcver  with  nothing  to  show  for 
it.  This  makes  us  suspect  typhoid,  esiKtially  in  October.  The  absence 
of  Widal  reaction  at  ihi.*  stage  of  ihc  fever  is,  of  course,  not  e\idence 
against  typhoid.  Still  the  diagnc«b  is  not  certain.  Is  there  any  way  at 
making  it  more  certain?    Blood  culture  should  certainly  l>c  undertaken. 

Outcome. — A  blood  culture  showed  a  badltus  ^ving  all  the  reactioos 
oC  the  typhoid  organism,  ^MIite  cdls,  6000.  The  Wlda]  reaction  did 
not  appear  until  the  seventeenth,  'f'hc  course  of  the  fever  was  une\'cnt- 
(ul.     He  was  discharged  well  on  the  eighth  of  November. 

'Iliis  case  well  illustrates  the  value  of  blood-cultures,  which  arc  most 
likely  to  l>c  positiie  at  the  rery  time  when  the  Widal  reaction  oftcnot 
(ails  us,  viz.,  at  the  beginning  of  the  disease. 

For  the  treatment  of  (his  case  see  Appeiulix  B. 

Diagnosis.— Typhoid. 


C«*e  21 

A  sailor  of  twenty-seven  entered  the  hospital  No%-cmbcr  36,  1906. 
He  has  lost  one  sister  of "  mcningiiis."  i^ix  months  ago  he  had  mabria, 
with  chilh  ewry  second  day  for  three  weeks.  He  has  not  felt  perfectly 
well  tmtx.  He  denies  x^ncreal  disease.  Two  weeks  ago  he  began  to 
have  slight,  throbbing  headache,  with  blurring  of  eyes  and  general 
fatigue.  Three  days  later  he  felt  fe\-erish,  tjght  days  ago  the  head- 
ache liecame  severe  enough  to  cooline  him  to  Ixxl,  where  he  has  l>cen 
since.     His  appetite  has  been  poor.     Vomiting  has  been  frc(|ucnt     lie 
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has  tost  much  wdght  and  strength.     The  course  of  the  lovet  is  seen  in 
the  accompanying  chart  (Fig.  1 1). 

On  ph)'sical  examination  the  right  pupil  was  found  to  be  slightly 
larger  than  the  left;  both  reacli'd  normally;  heart  and  luogs  normal, 
except  that  respiration  at  the  left  apex  was  rather  harsh,  with  slight 
dutness.  A  tare  sibilant  r&le  was  heard  over  this  area.  White  cells, 
S300;  i>oIyiiudcar  cells,  80  per  cent.;  there  were  no  malarial  parasites. 
Widal  reaction  negative,  November  26th,  aylh,  and  December  1st. 
Tbe  urine  was  normal;  fundus  oculi  perfectly  nor- 
mal; sputa  negative;  stools  normal. 

Discussion. — Naturally,  our  first  thought  is  of 
typhoid,  but  after  ten  days  of  fever  the  lcm|wraturc 
shoidd  be  higher  in  typhoid,  unless,  indeed,  we  are 
dealing  willi  one  of  Ihc  rare  abortive  cases  which 
finish  themselves  up  within  ten  days,  so  that  we  are 
bere  seeing  only  the  tall  end  of  the  disease,  .\gainst 
this,  however,  militates  very  strongly  the  total 
leukocyte  count  (almost  always  subnormal  at  this 
stage  of  typhoid),  and  especially  the  high  [>ercentage 
of  polynuclcar  cells,  which  is  practically  unknown 
under  these  conditions. 

The  history  of  a  previous  malaria  makes  that 
disease  worth  a  moment's  consideration,  but  as  this 
mdindual  has  not  been  out  of  a  temperate  climate 
for  many  months,  it  is  practically  Impossible  that  he 
should  have  acquired  an  estivo- autumnal  malaria, 
which  is  the  only  type  com)>alibIe  with  a  fever-curve 
like  that  shown  below.  The  patient's  occupation  brings  syphilis  to 
our  minds  as  a  possibilily,  but  there  is  nothing  else  about  the  case  to 
support  this  supposition. 

Brain  tumor  often  produces  a  remarkably  slow  pulse,  such  as  is  seen 
in  this  case,  but  there  is  notliing  else  about  the  patient  to  verify  this 
hypotbcas.  The  fact  that  the  patient  is  obviously  sick  and  yet  has  a 
very  slow  pulse  directs  our  attention  still  further  to  the  possibility  of  a 
brain  lesion.  Can  he  be  sulTerinR  from  tuberculous  meningitis?  Tliere 
are  no  disturbiinces  of  (he  cranial  nerves  nor  retraction  of  the  head,  and 
no  Icukocyto^s,  but  the  lung  signs  suggest  a  possible  tuberculosis  there. 
Lumbar  puncture  should  certainly  be  done  unless  further  evidence  soco 
appears  to  clear  up  the  diagno»s. 

Outcome. — On  the  twenty-eighth  slight  stiffness  of  the  neck  on 
forward  bending  was  noticed;  otherwise  there  was  no  change. 


Fig.  I  l.^-Cluirl  of 
cue  ai. 
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On  (be  iwenly-nintli  he  became  slighlly  delirious,  and  in  the  cveiUag 
required  restraint  and  refused  tu  SMallow. 

On  the  first  of  Dvcemlicr  he  bcramc  comatose,  and  the  stifTncas  o( 
his  neck  disappean-d.  On  the  third  of  DweiiibiT  he  diw).  Autopsy 
showed  general  miliary  tuberculosis  and  tulwrrculosis  of  the  mesenteric 
and  retropcriloncal  glands. 

Diagnosis.— Miliar)'  lulxrculosis. 

Cue  22 

A  bricklayer  of  sixty-four  cnten-d  ihe  hospital  May  15.  1908.  Three 
uncles  u[K)n  his  father's  side  died  of  consumption;  his  family  history 
is  otherwise  good.  Ife  takes  from  a  pint  to  a  quart  of  whisky  a  day; 
has  had  gonorrhuk  many  times:  had  chancre  fourteen  years  ago.  for  which 
he  v»i  treali-d  three  years.  He  was  down  South  at  the  lime  the  present 
illness  began,  two  weeks  ago;  he  does  not  seem  to 
know  exactly  how  he  got  there.  He  has  U-cn  in 
bed  for  a  week  and  a  half.  com]>laining  of  nothing 
but  headache  iind  poor  appetite. 

On  ejamination,  his  pupils  arc  equal,  regular, 
and  react  nofmally.  His  temiicralure  is  as  seen 
in  the  acconi|Minyin^  cliart.  if  is  tongue  is  co\'ercd 
with  a  thick,  dry  coat.  The  heart-sounds  are  faint. 
A  faint,  8>-8tolic  murmur  is  heard  all  over  the  pre- 
cordia,  transmitted  into  the  axilla.  The  aortic 
second  sound  is  slightly  accentuated;  heart  not  en- 
larged; the  arteries  jxilpable.  In  the  lower  half  of 
the  right  lung,  behind,  slight  dulness.  diminished 
breathing,  many  medium  and  coane  crackling  rJilcs; 
aMomen  and  rctlexcs  normal;  white  cells,  13.600; 
urine  normal ;  ^\'idal  reaction  ncgalixT. 

The  patient   was  sent   in   with   a  diagnosb  of 
typhoid  fe^er,  liut  showed   at  entrance  only  head- 
ache and  bronchitis  in  an  alcoholic  subject. 
May  iqih :  The  hospital  record  slates  that  lie  does  not  need  hosiJiial 
treatment,  and  will  be  sent  home  in  a  day  or  two. 

May  aist:  On  the  morning  mit  he  seemed  ■■dojKry":  for  the  past 
two  nights  he  has  complained  of  severe  headache.  At  11  P.  u.  May  list, 
he  was  found  unconscious. 

Discussion.— The  family  history,  the  presence  of  lesions  suggestive 
of  a  pleurisy  at  the  hase  of  Ihe  right  lung,  suggest  the  possibility  of  a 
tuberculosis  with  iovolv-ement  of  the  meninges.    This  could  only  be 
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partially  excluded  by  lumbar  puncture,  and  must  remain  a  possibility 
in  the  diagnosis  of  this  case. 

Headaches  with  nocturnal  exacerbations  suggest  syphilis,  especially 
in  a  patient  who  has  certainly  had  that  infection  in  previous  years.  It 
is  impossible,  however,  to  go  beyond  suspicion  unless  we  can  get  further 
evidence,  such  as  disturbances  of  the  cranial  nerves,  of  the  reflexes,  a 
positive  Wassermann  reaction,  or  other  syphilitic  lesions. 

The  history  naturally  suggests  alcoholism  ("wet  brain"),  but  in  the 
absmce  of  any  sign  of  delirium  tremens  this  seems  unlikely,  since  the 
amount  of  alcohol  consumed  in  the  last  trai  days  has  been  almost  nil. 

Typhoid  and  other  infections  disappeared  from  consideration  when 
the  temperature  fell  to  normal  and  stayed  there. 

Can  the  diagnosis  be  malaria?  The  patient  has  recently  come  from 
a  malarial  country,  where  he  may  have  acquired  a  type  of  the  infection 
not  characterized  by  the  familiar  tertian  or  quotidian  chills  seen  in  tem- 
perate climates.  In  a  case  very  similar  to  this,  occurring  in  a  drummer 
who  had  recently  returned  from  a  southern  trip  complaining  of  fever, 
headache,  and  prostration  without  chills,  I  foimd  large  numbers  of 
estivo-autunmal  "rings"  in  the  red  cells.  The  present  case,  however, 
showed  no  such  evidences  in  the  blood. 

It  is  much  to  be  regretted  that  we  made  no  measurement  of  blood- 
pressure  in  this  case.  An  elevated  pressure  would  support  the  sup- 
portion  that  some  brain  lesion  (tumor,  hemorrhage,  softening,  or 
meningitis)  existed.    As  it  was,  no  diagnosis  was  made  during  life. 

Outcome. — In  the  evening  the  pupils  ceased  to  react;  the  left  arm 
and  leg  were  cooler  than  the  right;  Babinski  on  both  sides;  abdominal 
reflexes  absent;  no  paralysis  made  out.    He  died  on  the  twenty-second. 

Autopsy  showed  subdural  cerebral  hemorrhage;  hemorrhage  into 
tegmentum  of  epencephalon ;  arteriosclerosis;  atheromatous  endocarditis 
of  the  aortic  valve;  fibrous  endocarditis  of  the  mitral  vah'e;  hypertrophy 
of  the  heart;  syphilitic  cirrhosis  of  liver;  bronchopneumonia;  acute 
fibrinous  pleuritis;  congenital  cyst  of  kidney;  round  ulcer  of  stomach; 
fibrocalcareous  tuberculosis  of  the  lungs;  chronic  pleuritis;  subcapsular 
hemorrhage  of  kidney. 

Diagnosis. — Cerebral  hemorrhage. 
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CHAPTER   III 
LUHBAR  PAIN 

Some  years  ago,  when  I  was  doing  a  good  deal  of  work  on  the  blood, 
I  was  asked  to  substitute  as  visiting  physician  to  a  convalescent  home 
intended  primarily  for  tired  domestics  and  shop-girls.  The  matron 
met  me  with  that  patient  and  respectful  expression  which  long  service 
under  many  enthusiastic  young  phy^cians  produces  in  some  nurses. 
"I  hear,"  she  said,  "that  you  are  specially  interested  in  the  blood. 
Dr.  R.,  the  gynecologist,  who  was  visiting  last  autumn,  found  that  all  the 
patients  were  gynecologic.  When  Dr.  C.  visits  us  in  summer,  he  finds 
them  all  nose  and  Ikroat  cases — that's  his  specialty.  Now  that  you  are 
to  visit  us,  I  suppose  they  will  all  turn  out  to  be  bhod  cases." 

It  must  be  explained  that  there  was  no  election  on  the  patients'  part. 
They  did  not  seek  the  institution  because  they  heard  that  Dr.  X.  (a 
specialist  in  their  particular  trouble)  was  on  duty.  They  were  sent 
there  by  a  variety  of  other  physicians  who  had  no  knowledge  of  the 
interests  of  the  different  attending  specialists. 

Now,  in  a  similar  way,  we  may  explain,  I  think,  the  various  interpre- 
tations of  backache  given  by  different  physicians,  each  according  to  his 
point  of  view.  To  the  gynecologist  backaches  are  usually  gynecologic 
symptoms;  to  the  orthopedist,  they  result  from  sacro-iliac  disease  or 
p(»tural  strain;  to  the  neurologist,  they  represent  one  phase  of  habit- 
pain  due  to  a  psychoneuroUc  make-up.  There  are  stomach  specialists 
who  explain  backache  as  a  result  of  malnutrition,  gastroptosis,  or  consti- 
pation (loaded  colon). 

SoitgoesI  The  onethingwhich  remains  unchanged  is  the  backache. 
"When  we  find  15  or  20  drugs  recommended  for  one  disease,  we  are  in- 
clined to  believe  that  none  of  them  has  much  value.  Similarly,  when 
we  find  many  and  various  explanations  for  one  condition,  it  is  natural 
to  doubt  whether  any  of  them  are  true. 

The  one  thing  clear  about  the  obscure  backaches  called  "  functional," 
"postural,"  "uterine,"  "sacro-iliac,"  etc.,  is  relief  by  mechanical  com- 
pression exerted  about  the  pelvis  and  lower  lumbar  region  by  means  of 
corsets,  plaster  strapping,  belts,  or  plaster-of-Paris. 

In  many  cases  a  strong  neurotic  element  can  be  traced — the  mental 
or  nervous  weakness  acting  on  the  back  through  a  reduction  of  muscular 
tone.    Flabby  mind,  flabby  muscles,  vmsupported  joints,  pain.    Doubt- 
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ks6  Any  o[  thiav  factors  (and  probably  \'arious  others)  may  so  "activate" 
the  mt  that  in  various  u-a)'s  the  Inick  may  be  made  to  ache.  1  do  not 
think  that  any  one  knovrs  much  about  it. 

On  the  gvnccologic  side  the  most  careful  &tiidy  of  luckache  (and 
other  pains)  in  relation  to  pelvic  disease  is  that  rcponcd  by  Dr.  C.  T. 
Dercuni,'  of  Philadelphia,  in  which  »hc  shows  statislically  what  I  ha^'c 
loQf;  believed  from  unrecorded  but  fairly  extensive  ot>servations  in  the 
Women's  Mtdical  Clinic  of  the  Massachusetts  General  Hospital,  vu., 
that  there  is  no  ty|>e  of  liackachc  or  other  "rcilex"  pain  which  can 
reasonably  be  referred  to  pelvic  disease.  All  tyiics  of  pain  in  the  back, 
head,  and  extremities  occur  with  e(|ual  frequency  with  and  without 
pelvic  diseaM'.  AU  tyixs  of  pelvic  disease  exist  with  and  without  back* 
ache.  ICvcn  deep  scaled  cancerous  ^owths  may  Ite  latent  and  symptom- 
less for  many  months. 

The  tables  on  page  83  from  Dr.  Dercum's  article  show  to  my  satis- 
tactioa  the  mutual  indejiendence  of  biickaclie  and  ])elvic  disease. 

Aside  from  this  huge  Ki^up  of  liackachcs  cured  by  mechanical  sup- 
|>ort  and  lateral  compreasion  of  (he  |)ehis,  but  explained  in  many  wa>'8. 
u  gyiHcolottic,  rtcurasthenic,  or  functional,  as  sacro-lliac  strain  or  as 
Idh  of  tialance.'  etc.,  \vv  have  two  othtrr  affections  which  I  hav-c  found 
It  caon-nier.t  to  bracket  with  it  under  the  clumsy  title  of  the  orthofedk 
group  of  backaches.    Tlieac  disease*  arc: 

I.  Lumbago. 

a.  Hypertrophic  sfxtndylitis. 

These  may  l>e  f or  a  time  indistinKuiiJiablc  from  each  other  and  from 
the  larger  and  valuer  RTOup  alx>vc  referred  to. 

The  "kiilney  group"  of  causes  for  hiickache  is  a  term  which  I  shaO 
use  thrmi};hout  this  chapter  to  denote  the  "surgical"  diseases  in  or  netr 
the  kidney:  tuberculosis,  stone,  neoplasm,  abscess,  cystic  degeneration. 

The  " prtifure  group"  refers  to  diseases  which  in\x)lvx*  a  progressive 
compression  of  the  luroliar  cord  or  its  nerves:  aneurysm,  neo^ilasm, 
vertel>nl  tuberculosis. 

Some  of  the  commonest  causes  of  lumbar  (uin  will  not  be  discussed 
In  any  detail  here.  Probably  more  persons  cx)>ericnce  such  discomfort 
AS  a  result  of — 

(d)  Fatigue  and  simptr  Wfarinrts  than  from  any  other  sirtj^le  cause. 
The  patient  usually  finds  this  oiit  when  the  {lain  ({ocs  off  after  a  rest. 


'  The  Ncrrav*  Diwnlm  ui  Wonni  SSmulUing  Pdvir  Dimie:  An  AiuItvs  of  591 
Caiw*,  Jour.  Amrr.  Mrd.  Aunr..  Marrh  ij,  iqoo.  P-  I^A. 

'  Rcyooldi  >ih1  Lovclt.  An  EjqMficicntal  Slutlj'  of  C«TU{n  PlutM  a(  Chnmk  ll»dc- 
c,  Jour.  AmO-  Med.  .\woc..  Uarch  it>,  igio.  p.  rojj. 


Causes  of  Lumbar  Pain 


1.  FATIGUE   AND    DEFECTIVE    BALANCE    ("FUNCTIONAL 

BACK  "I 

2.  CHILDBIRTH 

3.  INFECTIOUS  DISEASES 

4.  POSTOPERATIVE 

6.  SACRO-ILIAC  DISEASE  I  ^^^^^^^^^^^^ 

(NON-INFECTIOUS)     J  ^^^^^^^^^^^^ 


6.  LUMSAOO 

7.  HYPERTROPHIC  1 

ARTHRITIS         ) 

8.  HERPES  ZOSTER  1 

("SHINGLES")     ( 

9.  INFECTIOUS  ARTHRITIS! 

OF  SPINE  J 

10.  ACUTE  SPRAIN   OF  THE! 

BACK  / 

11.  RENAL  STONE 

12.  SPINAL  TUBERCULOSIS 

13.  RENAL  SUPPURATION 

14.  PERINEPHRIC  ABSCESS 

15.  RENAL  TUMOR 

16.  CANCER  OF  THE  SPINE 

17.  RETROPERITONEAL! 

TUMOR  i 


CASES  TOO  MANV 
*N0  TOO  VftOUELY 
ENUWERABLE  f^OK 
GRAPHIC  REPRE- 
SEMT4TI0N 


711 
549 
351 

214 

178 

14ft 

109 
72 
6fi 
26 
16 
6 

S 
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TABLE    I. 

Location  of  Pais  o.  Tcnd^bs.                            ^J^  d^'^^. 

Both  groins  (so-called  ovarian  tenderness) 70  14 

Lefl  groin  (so-called  ovarian  tenderness) 40  14 

Right  groin  {so-called  ovarian  tenderness) lo  3 

Under  both  breasts  (inframaminary  tenderness) 2  o 

Under  left  breast  (inframaramary  tenderness) 16  a 

Under  right  breast  (infiaroamniary  tenderness) i  o 

On  either  side  of  llie  spine  in  the  cervical  region 3  I 

On  either  side  of  Ihe  spine  in  Ihe  dorsal  region 14  3 

On  eilher  tide  oj  the  itnne  in  the  lumbar  region 9  4 

Over  tlie  lacrum 14  3 

At  Ihe  end  of  the  coccyx 10  3 

Above  the  spines  of  the  scapula 4  o 

Clavus  hystericus 5  3 

Deep  inlrapelvic  pain  (hysteric) 10  o 

Painful  areas  on  mucous  surfaces,  vagina,  vulva,  rectum,  and 

tongue 4  o 

Limbache  (legs,  thighs,  arms,  and  shoulders) 40  3 

Sacral  backache 6a  10 

Litmbar  bactachr a  7 

Headaches,  vertical 3  o 

Headaches,  diffuse 6  a 

Headaches,  frontal  and  occipital 35  3 

Headaches,  occipital *6  J 

Headaches,  frontal 16  3 

Hysteric  vomiting 3  o 

Hysteric  pain  in  one  eye  during  menstruation i  o 

Hysteric  globus g  o 

Disturbed  sleep 18  "        5 

Insomnia 3  o 

Gaitro-inteslinal  disturbances  of  nervous  origin,  such  asco.nstipa- 
tion,  flatus,  gastric  distress,  diminisbed  secretions,  and  ano- 

reria 96  ta 

TABLE    II. 

pATBOtooic  CoHprnoK.  hyitenc  or  Deunsthcmc 

AtmL  Praent 

CyKic  degeneration  of  ihe  cervix 3  o 

Tubo-ovarian  inflanmtations  and  exudates 33  34 

Fibroid  growths,  including  one  weighing  r7  pounds ir  4 

Cervical  and  perineal  laceratfons 39  ai 

Dysmenorrhea 7  »3 

Anteflenons 34  aS 

Retropositions 44  36 

Splanchnoploas  (relaxation  of  uterine  supports) ig  3 

Lacerations  that  were  repaired 1  e 

Where  both  ovaries  had  been  removed 9  o 

Where  one  ovary  had  been  retnoved 1  o 

Where  the  appendix  had  been  removed 4  o 

Cardooma  (no  rtervous  symptoms  found  in  any  case  of  car- 
cinoma)    9  o 

Pelvic  organs  normal o  181 
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Sometimes,  howcvefi  the  fatigiic  has  become  cumulatJ\'e,  and  is  so 
chronic  thai  it  ha&  developed,  ii&  it  were,  into  s  member  of  ihe  household. 
Its  source  and  origin  may  haw  been  forgotten,  and  come  to  lifjht  only  after 
close  questioning  or  a»  it  resuJt  ot  a  therapeutic  test,  vix.,  a  thorough  rest. 
In  persons  of  high-strung,  hypenensitiw,  and  neurotic  tcm|>cramcnt, 
these  simple  fatigue  pains  merge  into  what  may  be  called — 

(fr)  The  piyckonturolk  backatfies,  which  have  certain  character- 
istics worth  noting  here.  Paim  of  this  type  are  often  confined  to  the 
rc^on  of  the  coccyx,  and.  unfortunately,  they  are  apt  to  lead  the  patient 
into  the  hands  of  some  {cn.id  and  eager  surgeon,  who  speedily  docs  an 
operation  on  Ihe  coccjTt.  If  Ihe  oiwraiion  is  followed  by  prolonged  rest 
with  h>'pcmutrition  and  a  considerable  amount  of  reeducation  given 
consciously  or  unconsciously  by  the  surgeon  or  his  assistant,  the  patient 
may  r«co\xr,  but  Ihe  credit  is  falsely  qivvn  to  the  operation,  which  would 
have  been  quite  useless — as.  in<]eed.  it  often  proves — without  the  nutri- 
tive and  educational  influences  linked  to  it 

Another  type  o(  psychoneurotic  bukache  makes  the  patient  ab- 
nonDoUy  conscious  of  the  whole  length  of  his  venetmil  column,  which  is 
affected,  not  only  by  pain,  but  by  a  variety  of  paresthesiae,  tingling,  Mn- 
salions  of  heat  or  cold,  scnations  of  pressure  or  crawling.  This  X\yc  of 
trouble  may  arise  without  any  obvious  reason,  but  it  is  also  often  met 
with  following  some  accident,  whence  the  term,  "railway  spine."  In  the 
VMt  majority  of  these  cases,  howe\-cr,  the  accident  lus  served  merdy 
to  direct  the  |>3ticnt's  attention  to  a  certain  part  of  the  body,  in  this  case 
Ihe  sjiinc,  and  also  to  perturb  his  moral  consciousness  through  the  ex- 
pectation of  damages  and  court-room  scenes. 

.A  third  type  of  p3>xhoncurotic  backache,  to  which  further  reference 
will  be  made  belo^v,  is  recognizable  by  its  obvious  connection  with 
psychic  and  especially  emotional  states.  .\  defiressJng  emotion  will 
produce  it,  a  joyful  event  will  cure  it;  but  one  must  beware  of  doing  the 
(talicni  injustice  by  dubbing  Ihe  i-ain  imaginan,-  or  iinrr.il,  citln-r  in  this 
or  any  other  type  of  jAychoneuroiic  trouble.  \\'hat  the  facts  show  is 
that  a  certain  direction  and  morbid  concentration  of  attention  is  fol- 
lowed by  {lain,  and  that  a  nen  habit  of  life,  physical  and  mental,  leading 
to  a  more  profitable  direction  of  attention,  is  followed  by  relief.  The 
most  plausible  byjiothesis,  and  also  the  most  useful  one,  because  the 
roost  helpfully  comprehensible  to  the  jiiitient,  is  that  whidi  assumes 
the  following:  Numberless  physiologic  changes  arc  occurring  c%'cry 
moment  in  every  part  of  our  anatomy — Ihe  circulation  of  Wood,  the 
distention  and  contraction  of  b!ood-\x-sscls,  the  movements  of  lympb- 
cuncnts,  the  varying  teit»ion  and  jiressureof  muscular  masses,  ligament- 
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ous  strands  and  fasciae — all  these  and  presumably  many  other  phenom- 
ena go  on  very  busily  but  quite  unconsciously  when  our  minds  are  normal; 
but  when  attention  gets  caught  and  concentrated  upon  the  spine  or  the 
coccyx  or  the  back  of  the  neck,  and  when  the  patient  has  made  a  mental 
picture  of  the  organ  which  he  supposes  to  be  diseased  ("  the  base  of  the 
brain,"  "the  whole  spinal  cord,"  "the  outlet  of  the  stomach,"  "the 
left  ovary"),  then  this  unfortunate  begins  to  be  aware  of  physiologic 
processes  normally  unfelt.  This  very  awareness,  through  the  forma- 
tion of  brain  habits  and  possibly  also  through  vasomotor  influences 
acting  upon  the  points  supposed  to  be  diseased,  reinforces  and  increases 
the  sensations  referred  to  this  point  imtil  they  finally  attain  the  dignity 
of  pain,  which  ultimately  becomes  a  habit  ("habit  pain"). 

I  shall  not  try  to  exemplify  in  any  detail  this  t_\'pe  of  pain,  thoi^h  it 
is  one  of  the  most  common  in  the  practice  of  all  busy  physicians. 

(c)  Lumbar  pain  due  to  parturition  is  only  rarely  mistaken  for  any 
other  variety,  and  offers,  as  a  rule,  very  little  diagnostic  difficulty. 
Obviously,  it  is  one  of  the  commonest  of  all  such  causes. 

(d)  Backache  from  infectious  disease  of  any  type,  from  a  simple 
cold  to  the  severest  septicemias  and  pneumonias,  is,  I  suppose,  the  next 
commonest  variety.  Occasionally  this  type  offers  some  difficulties  in 
diagnosis,  examples  of  which  will  be  considered  later.  In  the  great 
majority  of  cases,  however,  the  presence  of  fever,  headache,  and  widely 
distributed  pain  in  other  parts  of  the  body  enables  us  to  identify  infec- 
tious backache  without  much  difficulty. 

(e)  Postoperative  backache  appears  usually  about  twenty-four  hours 
after  the  operation,  and  is  troublesome  for  the  next  two  or  three  days. 
Though  often  associated  with  gaseous  distention  of  the  lower  bowel, 
there  seems  to  me  to  be  no  good  reason  to  believe  that  the  dist«ition 
causes  the  pain,  since  similar  distention  is  so  commonly  present  in 
typhoid,  pneumonia,  and  other  infectious  diseases  without  any  back- 
ache. The  postoperati\e  lumbar  pain  seems  to  be  more  common  after 
prolonged  operatjons  in  which  the  patient's  back  rests  upon  a  flat  table, 
so  that  the  normal  spinal  curvature  is  no  longer  maintained  by  muscular 
tone,  which  the  anesthetic  relaxes.  Pressure  by  the  surgeon  or  his 
assistant  upon  the  patient  during  operation  may  contribute  to  the 
result.  If  this  explanation  be  correct,  the  backache  should  be  prevented 
by  padding  or  curving  the  surface  of  the  table  to  correspond  with  the 
normal  lumbar  curve  of  the  spine. 

The  types  of  lumbar  pain  next  to  be  discussed  all  differ  from  those 
above  mentioned  in  two  important  respects:  those  listed  so  far  have 
been  far  commoner  than  those  still  to  be  mentioned,  and  far  less  depend- 
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enl  upon  direct  pbyucal  examination  for  their  recognition.  It  is  (or 
this  LitlcT  reason  that  dJaf^oelic  difliicultics  are  far  commoner  iji  the 
still  remiiining  groups  already  mentioned  on  p.  80, 

(f)  The  OrlhcpedicCroup. — What  was  almost  uni^'e^sall)' called  lum* 
bago  ten  years  ago  has  now  been  »filit  u])  into  tliree  main  »ubl)'^ics  ol 
disease:  spinal  ostco-artliritis.  sacro-iliuc  disease  (non-tuberciilous), 
and  a  residue  still  known  under  the  name  of  luml)ago.  Despite  ibc 
important  didcrcnccs  which  have  now  been  demonstrated  and  hara 
givm  rij«  to  this  £v]jiara(ion,  titese  three  diseases  are  still  loosely  boitml 
tof^olhcr  by  the  fact  that  thdr  ireatiiient  is  vcr)-  similar.  It  is,  however, 
aJlogdher  for  reasons  of  convenience  in  the  discussion  of  diflcrcaliaJ 
dtai;nosis  that  1  haA-c  linked  than  together  uitdcr  the  title  of  the  orthopedic 
grouj).  They  differ  shariily,  both  in  pro^nfisis  and  treatment,  from  all 
the  tN'pes  of  discaw  abo\'v  referred  to,  as  well  as  from  those  next  to  be 
descril>ed. 

{g)  The  pressure  g;roup  of  diseases  causing  lumbar  pain  includes 
%'crtebral  tubercuIosi:i  (Pott's  disease),  aortic  aneurysm,  and  neojilasm 
in  or  near  the  spinal  column.  I  am  quite  avv^re  that  this  term  has  no 
otha  merit  than  that  of  convenience  for  discussion,  since  in  two  mcmliera 
of  the  lumbaf^  K^up  pressure  is  also  the  cause  of  the  pain. 

(h)  The  kidfwy  group  o(  causes  for  lumtxir  fiain  includes  renal  stone, 
tuberculosis,  ncopbsms,  hematogenous  infection  of  the  kidney,  and  jiani- 
ncphritic  abscess  as  its  chief  members.  Among  the  rarer  causes  for 
lumbar  pain  may  also  be  mentioned  reruU  infarct,  hydronet^hrosis, 
pyonephrosis,  and  cystic  kidney. 

(1)  /.HwAar  neuralgia  or  tifurilis,  dearly  recognizable  only  in  the 
presence  of  tl»c  vwictilar  eruption  (herpes  rjo&ier  or  shiitgles),  is  a  com- 
paratixtiy  rare  cause  for  lumbar  pain.  Of  about  equal  niily  as  a  cause 
ot  such  pain  is — 

(/)  ChoMithiash. — Perhaps  one  case  of  gall -atones  in  a  hundred  shows 
itself  by  pain  starting  in  the  back  and  iivorking  toward  the  ^dl-bladdcr 
instead  of  in  the  opposite  direction,  as  is  usital. 

With  lumbar  pain  or  tenderness  due  to  ulcer  or  caitcer  of  the  stomach 
or  bowd  1  ha^*?  liad  no  eJcperience,  though  I  h*ve  asked  and  examined 
for  such  pain  many  times.  Schmidt*  mentions  very  specifically  that  in 
lead-poisoning  sharp  lumbar  pain  is  occasuonally  as.<K)ciated  nith  the 
ordinary  abdominal  colic. 

To  in\-estigate  the  cau&e  of  lumbar  pain  It  is  well  to  ask  the  follow- 
ing questions: 

'  Piin,  It*  Cainaii<4i  «iul  tK^nostk  Slgni&anM,  by  Ruckitph  ScfaaUt,  tnniUtloB 
pabbkd  tqr  Upfiwott. 


LUMBAR  FAIN  S? 

(i)  Is  it  unilateral  (diseases  of  the  renal  group  especially)  or  bilateral? 

(2)  Is  it  of  long  duration?  Chronic  lumbar  pain  points  especially 
to  the  psychoneuroses  and  to  the  pressure  group  of  causes. 

(3)  Is  it  made  much  worse  by  stooping  or  sidewise  bending?  This  is 
the  characteristic  of  the  lumbago  group  and  of  many  psychoneurotic 
cases,  while  diseases  of  the  pressure  group  and  the  kidney  group  are  not 
thus  characterized. 

{4)  Is  the  lumbar  region  sensitive  to  pressure  or  percusdon?  Such 
sensitiveness  is  especially  common  in  diseases  of  the  renal  group,  but  if 
localized  over  the  sacro-iliac  joint,  it  often  points  to  disease  there. 

(5)  Does  pain  radiate  along  the  course  of  the  intercostal  nerve? 
This  occurs  especially  in  the  lumbago  group  and  the  pressure  group. 

(6)  Does  the  urine  contain  blood  or  pus? 

EXAHINATION  OF  PATIENTS  WITH  LUHBAR  PAIN 

Incredible  though  it  seems,  there  are  physicians  in  practice  to-day 
who  do  not  hesitate  to  treat  lumbar  pain  without  stripping  the  patient 
so  that  the  naked  back  can  be  examined.  I  have  known  a  case  of 
herpes  zoster  to  be  treated  for  "  rheumatism  "  (salicylates,  alkalis, 
vegetable  diet,  etc.)  simply  because  the  vesicular  eruption  was  unknown 
to  the  patient  and  had  never  been  looked  for  by  the  physician. 

Osier  mentions  a  case  of  aneurysm  of  the  descending  thoracic  aorta, 
which  presented  as  a  pulsating  tumor  near  the  angle  of  the  left  scapula, 
quite  undiagnosed  through  many  weeks  of  treatment  for  lumbago  and 
neuralgia.  The  attendii^  physician  had  never  examined  the  exposed 
back,  presumably  because  the  patient,  being  a  male,  wore  clothes  which 
opened  in  front  and  did  not  offer  to  remove  them. 

Once  we  have  formed  the  habit  of  examining  the  naked  back,  we 
should  note  especially: 

(a)  Is  the  spine  rigid  locally  or  throughout?  (Allowance  must  be 
made  for  the  moderate  rigidity  of  normal  old  age.) 

(6)  Is  there  any  tenderness  over  the  spinous  processes? 

(c)  Is  there  any  duhiess  on  percussion  of  the  bases  of  the  lungs? 
(Renal  abscess  or  neoplasm  may  push  up  the  diaphragm  and  encroach 
upon  the  thoracic  space.) 

(d)  Does  the  patient  stand  or  walk  with  a  list  to  one  side? 

(e)  Has  he  any  fever? 

Case  23 

A  Swedish  tinsmith,  twenty  years  of  age,  of  excellent  family  history, 
past  history,  and  habits,  entered  the  hospital  on  the  twenty-fifth  of  June, 
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190S.  On  June  7th,  wliUe  sitling  in  a  chair  u|)an  his  piazza,  be  had  a 
sudden  attack  of  sharp  pain  in  the  right  lower  back.  This  pain  con- 
tinued severe  for  the  nczt  «x  da.vs,  aod  on  the  day  after  its  onset  he  txgan 
to  be  short  of  breath  on  slight  exertion.  A  dr>'  cough  began  at  the  same 
tunc,  and  has  persisted  since.  fli»  api>ciite  Ims  been  poor,  but  he  baiS 
not  been  in  1>ed.    He  has  had  no  constipation  or  ntlicr  symptoms. 

When  tirst  seen,  his  temperature,  pulse,  and  rcs|>iratioa  were  normal. 
His  heart's  apex  was  t  j  inches  to  the  left  of  the  nipjilc-line  in  the  lifth 
space,  the  right  border  of  cardiac  dulnc«s  two  inclH's  to  iliv  left  of  the 
miditiimum  line  in  the  fourth  sjuice.  The  Iicart-siounds  were  of  good 
quality,  and  there  were  no  murmurs.  The  ujipcr  part  of  the  right  chest 
was  lightly  dull  as  low  u  the  third  rib.  Below  this  there  was  tjmtian)' 
extending  two  inches  to  the  left  of  the  midstemal  line,  bdow  the  coSUl 
margin,  and  to  the  midrllc  of  the  right  axilla.  Tactile  fremitus  was 
diminbhed  over  this  area,  and  brcatli-sounds  distant  or  altogether 
absent,  except  at  the  right  apex,  where  the  voice  sounds  were  in<:rca.4ed 
and  the  breathing  was  broncho\'csicuUir. 

In  tlic  back,  with  the  [aticnt  silting  up,  there  was  relalivp  dulness 
down  to  a  point  t  {  inches  below  the  on^c  of  the  scapula,  the  line  ot 
resooance  rising  from  that  point  oliliqudy  across  the  axilla  to  the  Icvd 
of  the  third  rib  in  front.     Below  tbts  there  was  tympany. 

Over  the  dull  area  in  the  back  fremitus  is  dimiimhed,  and  at  the 
extreme  base  absent.  f)thcrwisc  the  signs  arc  the  same  as  in  the  corre- 
Sfmnding  area  in  llic  front.  Tlicre  nre  tio  rales,  no  friction  or  other  ab- 
normal sounds. 

Phjrslcal  examination  is  in  other  resjiccts  negative.  The  blood  and 
urine  are  normal. 

Diicussioo.^As  we  read  the  »gnsscldown  in  this  case,  pneumo- 
thorax is  naturally  our  first  thought.  But  can  pneumothorax  occur  so 
•udilenly  in  a  person  of  excellent  health  and  wiihoul  any  of  the  known 
causes  of  pneumothorax  (])hthbis,  trauma)?  Let  us  consider  the  other 
possibilities  before  unswi-ring  this  <(uestton. 

Pain,  dyspnea,  and  cough  suggest  pneumonia,  but  the  absence  of 
fever  and  of  any  Evidence  tliut  the  [aticnt  has  had  and  itassed  a  crisis 
exclude  this. 

A  sharp  thoracic  ])Htn,  followed  by  dv-spnea  and  cough,  constitutes 
the  ordinary  onset  of  pleurisy,  but  the  phj-sical  sigt»  of  this  case,  especially 
the  tympany  at  the  Iwsc  of  the  chest,  together  widi  tlie  absence  of  the 
friction  sounds,  exclude  this. 

Passing  to  other  possible  explanations  of  the  tympanitic  resonance 
just  referred  to,  we  think  of  emphysema;  but  this  cannot  be  so  kxmlized. 
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and  is  never  of  sudden  onset.  The  presence  of  gas  below  the  diaphragm, 
either  in  the  bowel  or  in  an  abscess  cavity,  would  explain  many  of  the 
signs  in  this  case;  but  there  is  no  history  of  any  previous  abdominal 
symptoms,  such  as  usually  lead  to  the  so-called  subphrenic  pyopneumo- 
thorax. There  has  been  nothing  to  suggest  appendicitis,  perforating 
gastric  ulcer,  or  hepatic  abscess.  There  are  not  enough  fever  and  con- 
stitutional disturbance. 

We,  therefore,  return  to  the  first  supposition,  viz.,  pneumothorax. 
Investigation  of  any  large  number  of  cases  of  this  disease  shows  that 
its  symptoms  may  be  either  stormy  and  virulent,  or  so  mild  as  to  be  prac- 
tically negligible.  Twice  I  have  seen  pneumothorax  (proved  to  be  such 
by  the  liberation  of  air  through  puncture)  in  patients  who  felt  practically 
well  and  were  examined  almost  by  chance.  This  means  that  the  cause 
present  and  leading  to  the  vast  majority  of  all  cases  of  pneumothorax — 
namely,  tuberculosis — may  be  absolutely  latent  and  symptomless. 
This  is,  of  course,  a  well-known  fact,  but  the  sudden  appearance  of  a 
tuberculous  pneumothorax  brings  the  truth  home  to  us  in  a  startling 
way. 

Outcome. — The  patient  was  given  3  milligrams  of  tuberculin  after 
five  days  of  normal  temperature,  and  the  temperature  thereafter  rose  to 
101°  F.  and  was  accompanied  by  headache  and  malaise. 

The  patient  was  accordingly  transferred  to  a  sanatorium  for  tuber- 
culosis. 

The  pr(^osis  in  a  case  of  this  kind  and  the  treatment  are  those  of 
the  underlying  process — phthisis.  The  advent  of  pneumothorax  does 
not  render  the  outlook  much  graver.  In  the  great  majority  of  cases  the 
air  is  readily  absorbed,  and  no  special  treatment  need  be  directed  to  it. 
If  the  air  persists  in  the  chest  unchanged  for  a  number  of  weeks,  or  if 
its  amount  is  so  large  as  seriously  to  embarrass  the  action  of  the  heart 
and  lungs,  it  may  be  removed  by  puncture,  after  which  it  may,  or  may 
not,  reaccumulate. 

Diagnosis. — Tu  berc  ular  pneumothorax. 

Case  24 

A  stationary  fireman  of  fifty  entered  the  hospital  November  9,  1901. 
Se^'en  years  ago,  following  an  injury  to  his  left  elbow,  the  joint  gradually 
grew  sliBer,  and  he  was  told  that  there  was  a  growth  of  bone  there. 
He  came  to  the  out-patient  department  for  treatment,  and  the  elbow 
was  baked  daily  for  fi\-e  weeks,  with  considerable  benefit,  but  he  has 
never  been  able  fully  to  extend  the  arm  since  that  time. 

Three  weeks  ago  he  began  to  have  shooting  pains  across  the  small 
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of  his  beck,  brouffht  on  by  any  motion.  Three  daj-s  iff*  ihesc  pains 
l)«mne  so  scvt-re  ihat  he  cmild  scarcely  move.  The  pain  now  starts 
in  the  snuill  of  ttic  hack  ami  extends  down  the  left  Icf;  as  far  as  the  anUe. 
Three  duys  in  l>ed  has  given  him  no  nlicf, 

Ph%'sJcal  examination  showed  well-marked  Ileberden's  nodes  on  the 
fingers.  The  ph)-8»cal  examination  wiis  otherwise  nefinttve.  except  that 
the  left  ellKtw  could  not  (>e  flexed  I>eyond  So  dcRrecs  or  extended  beyond 
45  d^ree^  There  n-as  lenderncf^  uloni;  the  luick  of  the  left  thigh  from 
the  popliteal  s)>ace  to  the  sacrum,  also  over  the  Achilles  tendon,  pressure 
on  which  caiiM^  ]a\n  to  shoot  up  the  thigh. 

So  long  as  the  patient  remained  atisnlulely  qutct  he  was  comfortable, 
but  coughing,  sncedng,  any  mo^vment  of  the  leg  or  body  caused  pain  to 
shoot  from  the  sacrum  to  the  foot.  Fixation  with  a  ham  splint  afforded 
no  relief,  nor  did  the  applicaticm  of  cold  along  the  nerve.  T)r\if&  were 
without  cdecL  Heat,  on  the  other  hand,  relieved  him  somewhat. 
Tight  criss-cross  strapping  of  the  lower  Inek  and,  later,  a  supporting 
bell,  ga\-c  still  more  n'lief,  alihouKh  numbness  of  the  thigh  and  calf 
develo[>ed  as  the  pain  dimini»h{-d. 

DiscoBSton. — The  great  majority  of  cases  of  pain  in  the  back  fall 
into  three  groups: 

1.  The  infectious  group. 

3.  Tile  ortho|iedic  group. 

3,  The  renal  group. 

The  6i«  and  the  last  of  these  may  be  excluded  by  the  absence  of 
tcvKi  and  of  urinary  signs.  U'ilhin  Uie  group  nhich  I  have  called  ortho- 
pedic fall  chidly  lumbago,  sacro^iliuc  strains  and  displaccmcnis,  spinal 
osteo-arthritb. 

Lumbago  is  pretty  definitely  excluded  by  the  long  duration  of  the 
disease,  .\ftcr  three  weeks  of  pain  wv  must  lind  some  other  cause, 
espedaUy  as  the  [lain  is  no  longer  confined  to  the  lumbar  muscles,  but 
extends  down  the  left  leg. 

Sacroiliac  disease  (strain,  sprain,  displacement,  or  pinching  of  joint 
fringes)  should  cause  the  (latient  ta  stand  with  a  list  to  one  side,  and 
should  pnxltice  tenderness  over  the  sucro-iUac  joint,  together  with  [tain 
increased  when  the  leg  is  raised  witliout  t>ciKling  the  knee.  Direct 
pby^cal  exERiination  of  the  sacro-iliac  joint  usually  reveals  nothing  in 
these  casa  except  localiied  tenderness.  In  iIuk  ca»c  tlie  above  tests  were 
all  native. 

Spinal  osteo-orthritis  is  favored  by  the  age  of  the  patient,  and  by 
the  presence  of  simitar  joini  outgrowths  elsewhere  (elbow  and  fingers). 
Pain  on  coughing  and  sneezing  is  also  rather  characteristic  of  oftico- 
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arthritic  processes,  because  they  so  often  involve  the  costovertebral 
joints,  which  have  to  move  sharply  and  suddenly  when  we  cough  or 
,  sneeze.  This  symptom,  however,  also  occurs  in  all  the  orthopedic 
group  of  diseases  above  referred  to. 

Malignant  growths  in  or  near  the  spinal  column  might  account  for 
all  the  symptoms  here  present,  and  can  only  be  excluded  by  a:-ray 
examination  or  by  the  outcome  of  the  case. 

Outcome. — X-ray  showed  osteo-arthritic  outgrowths  in  the  lower 
lumbar  region.  By  December  5th  he  was  able  to  walk  about  with 
crutches,  and  by  the  eleventh  he  was  able  to  go  home  very  much  relieved. 

Diagnosis. — Hypertrophic  spinal  arthritis. 

Case  25 

A  motorman  of  twenty-four  entered  the  hospital  August  19,  1907. 
His  habits  and  previous  history  were  good,  but  for  the  past  two  weeks 
he  has  had  pain  across  the  small  of  his  back.  For  the  past  four  days 
the  pain  across  the  small  of  his  back  has  become  more  severe  and  he  has 
been  nauseated  when  he  tried  to  eat,  although  he  has  felt  hungry. 

Six  days  ago  he  felt  chilly  in  the  evening  and  shivered  a  little;  but  he 
did  not  give  up  his  work  until  two  days  before  his  entrance  to  the  hospi- 
tal. This  morning  he  had  a  brief  spell  of  tingling  in  the  left  arm.  He 
continues  to  feel  hui^ry,  but  cannot  eat.  He  does  not  feel  at  all  weak. 
His  bowds  move  once  daily. 

At  entrance  the  patient's  temperature  was  103.8°  F.;  pulse,  88; 
respiration,  24.  He  was  menially  alert,  and  did  not  look  \'ery  sick. 
There  was  a  harsh,  systolic  murmur  heard  all  over  the  precordia,  loudest 
in  the  pulmonary  area,  where  there  is  a  suggestion  of  a  systolic  thrill. 
The  pulmonary  second  sound  was  slightly  greater  than  in  the  aortic. 
The  heart  shows  no  evidence  of  enlargement,  A  slightly  tender  mass 
was  felt  to  descend  below  the  left  costal  margin  on  full  inspiration. 

Physical  examination  was  otherwise  negative.  The  urine  was  normal. 
The  Widal  reaction  was  negative;  the  white  cells  were  5400. 

Discussion. — The  presence  of  continued  fever  excludes  most  of  the 
so-called  orthopedic  group  discussed  in  the  last  case.  We  have  left 
the  infections,  local  and  general.  Local  infections  producing  pain  in  the 
back  are  chiefly  spinal  tuberculosis,  hematogenous  renal  infection,  and 
perinephric  abscess.  These  are  excluded  in  the  present  case,  because 
the  spine,  the  region  of  the  kidney,  anteriorly  and  posteriorly,  and  the 
urine,  are  all  negative.  We  are  left  with  the  question.  What  general 
infections  are  most  apt  to  cause  backache?  The  answer  is:  "grip," 
tonsillitis,  typhoid,  and  sepsis.    Of  tonsillitis  and  sepsis  we  have  no 
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positive  c\idcnoe,  though  the  hareh  swltrfic  murmur  mentioned  in  the 
text  mi|i:ht  suggest  a  se)»i«  of  the  type  knova  as  ulcerative  endocarditis 
There  is,  bowe^-er,  nothing  conclusire  about  this  murmur  as  descrilicd, 
and  nothing  else  in  the  case  to  supiKMl  the  diagnosis  oi  sepsis.  The 
murmurs  most  suggestive  of  a  $e[)tic  endocarditis  are  those  that  n\>- 
idJy  change  their  cliaiBcteristics  under  observation,  especially  diastolic 
murmurs. 

The  Rood  appetite  and  the  mental  alertness  are  not  characteristic 
of  typhoid,  but  there  is  nothing  in  the  case  absolutely  inconsistent  with 
that  <^agncsi$.    The  tender  moss  felt  below  the  left  ribs  might  be  (lie 
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Ku;.  13.— Llmi  u(  lAic  3J. 

spleen.  The  absence  of  a  Widal  reaction  is  not  unusual  at  the  onset  of  a 
typhoid. 

In  theat»cncc  of  a  well-marked  infection  of  the  upper  air-pnssages 
with  the  inlluenza  bacillus  iwedominating  in  the  discharges  lliere  is 
never  any  good  reason  for  the  diagnosb  "grip."  Such  a  diagnosis  is 
usually  a  raUicr  cqui\-ocal  way  of  saj-ing  "  I  don't  know."  The  w-ord  is 
used  largdy  to  satisfy  the  patient. 

On  the  c\'idcnce  thus  far  presented,  then,  one  can  only  guess  at  the 
lUagnosis  of  this  case.  Only  as  the  chart  dc^vlops  do  we  begin  to  fed 
any  more  confidenre  that  our  original  guess.  t>i>hotd.  is  correct. 

For  trralment  sec  Ap|»cndix. 

Outcome.— The  subsequent  course  of  the  temperature  Is  sbown 
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in  the  accompanying  chart.  The  Widal  did  not  appear  until  August 
35th.  The  mind  was  clear  and  alert  throughout,  and  after  the  twentyr 
aghth  the  mass  was  no  longer  felt  in  the  left  hypochondrium.  The 
patient  sat  up  on  the  twenty-second  of  September,  and  went  home  well 
on  the  first  of  October. 
Diagnosis. — Typhoid. 

Case  26 

A  widow  of  fifty  entered  the  hospital  March  17,  1908.  Her  history 
was  always  negative  up  to  a  month  previously,  when  she  began  to  have 
pain  in  her  lower  back  and  in  her  right  hip,  making  it  diflicult  to  lie  down. 
The  pain  was  sharp,  constant,  and  increased  by  motion.  It  was  usually 
relieved  by  heat,  but  last  night  she  had  to  take  morphin  to  get  to  sleep. 
She  has  worked  until  four  days  ago,  though  her  appetite  has  been  poor, 
and  she  has  some  nausea  and  loss  of  weight. 

On  the  right  back,  on  a  line  with  the  spine  of  the  ilium,  is  a  group  of 
broken  vesicles  covering  an  area  of  2J  inches  by  one  inch,  and  extending 
at  right  angles  to  the  spinal  column.  Temperature,  pulse,  and  respira- 
tion normaj. 

Dr.  R.  B.  Osgood  found  nothing  wrong  in  the  bones  and  joints. 
Vaginal  examination  was  negative,  as  were  the  blood  and  the  urine. 
Dr.  James  J.  Putnam  considered  the  pain  due  to  herpes.  She  slept  well 
on  the  night  of  the  twenty-first  after  10  grains  of  veronal,  and  aSpirin  in 
doses  of  10  grains  also  relieved  her.  Acetanilid  5  grains  with  2  grains  of 
caffein  was  later  given  to  insure  sleep.  .Aconitin  in  jIj  to  j^^  grain 
doses  had  no  effect,  although  it  was  pushed  up  to  the  point  of  toxic 
sjinptoms,  when  she  remarked  that  it  made  her  feel  cold  and  clammy, 
like  a  chicken  just  taken  off  the  ice.  Later  her  pain  became  more  severe, 
and  was  not  relieved  either  by  aspirin,  by  quinin,  or  by  strychnin.  Phe- 
nacetin  and  salol  relieved  her  more,  and  by  the  sixteenth  of  April  she 
was  able  to  sleep  without  any  drugs  at  night.  Veronal  and  codein,  the 
former  10  grains,  the  latter  half  a  grain,  were  repeatedly  needed  before 
April  loth  for  sleep. 

After  she  had  been  in  the  ward  five  weeks  with  normal  temperature 
and  pulse  throughout,  her  temperature  suddenly  rose  to  103.5°  F.,  and 
her  leukocytes,  which  had  previously  been  normal,  rose  to  19,200, 

The  lungs  were  negative,  but  there  was  marked  tenderness  in  the 
right  lower  abdomen,  without  spasm.  The  patient  was  so  hypersensitive 
when  she  was  touched  at  any  point  that  it  was  difficult  to  know  how 
much  weight  to  lay  upon  her  abdominal  pain. 

By  the  twenty-fifth  the  temperature  had  again  reached  normal;  the 
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white  cdls  were  still  above  15.000,  and-  there  vras  indefmitc  scnsiti^'e- 
ncss  in  the  right  lou'er  quadrant. 

On  the  twenty-ninth,  after  she  had  been  sitting  up,  she  3;)pearcd 
to  l>e  very  scn^ti\-e  in  the  right  iliac  ioma. 

Discussion. — Lumbar  pain  without  fc^-er  and  without  evidence  of 
any  diswisc  lA  the  orlhojwdic  group  or  of  ihc  kidney  group  tiwM 
always  sugjuesl  the  possibility  of  a  neuritis.  The  group  of  vesicles, 
though  covering  so  limited  an  area,  gj^-es  strong  supjiorl  lo  the  hypothesis. 
Neuritis  of  the  thoracic  region,  involving,  presumably,  in  every  case  a 
lesion  of  ilie  spinal  ganglion  corresponding,  is  especially  ai>t  to  t>e 
accompanied  by  that  vesicular  eruption  which  we  call  herpes  zoster  or 
"shingles."  In  the  majority  of  cases  the  painful  area  !s  much  larger 
that  the  vcsirutatcd  area.  It  nc«l  not  surprise  us.  then,  that  in  this  case 
the  vehicles  cover  such  a  small  spot,  aitd  wc  have  no  good  reason  to 
hesitate  regarding  the  diagnosis— herpes  lio&ter.  PresumaUy  this  is 
due  In  a  local  infection  of  the  spinal  ganglion  similar  to  that  which  lias 
been  demonstrated  in  the  ganglia  corresponding  to  the  facial  herpes  in 
pneumonia. 

Regarding  the  trcaimmt  of  thb  painful  affection,  it  b  worth  noting 
that  Ihe  application  of  an  ethyl  chlorid  s|>ray  over  the  corresponding 
spinal  gan^ion  sometimes  gives  ver>-  striking  rdiuf  to  the  jnin. 

Can  the  abdominal  pain,  occurring  in  the  sixth  week  of  this  case,  be 
attributed  to  a  second  attack  of  the  same  trouble?  Ex|)ericnce  has 
taught  us  never  to  multiply  causes  or  diagnoses  if  the  facts  can  be  ex- 
plained otherwise.  But  in  this  case  the  occurrence  of  fever  and  leuko- 
cylosb.  with  the  new  pain,  should  make  us  look  for  some  loaU  In- 
flunmalotty  cause.  We  slmuld  search  for  evidence  of  a  local  abscess, 
of  tonsillitis,  of  phlebitis,  arthritis,  or  pneumonia.  By  the  iwcnty-ntnth, 
when  tenderness  in  the  right  iliac  fos.sa  was  marked,  there  seemed  to  be 
ever)'  reason  lo  suspect  the  aiij>cndix. 

Outcome. — <>n  the  second  of  May  the  white  cdls  had  risen  to  3 1 ,000. 
and  a  distinct  mass  could  be  felt  in  the  right  iliac  region. 

On  May  3d  the  abdomen  was  o]>ened  and  an  ounce  of  ptis  evacuated 
from  the  region  of  the  appendix. 

The  jtaticnt's  recovery  was  complete. 

This  case  constitutes  one  of  those  exceptions  which  prove  the  rule — 
the  nile,  namely,  that  wc  do  not  often  deal  with  two  diseases  as  the 
cx{)lanatioa  for  a  group  of  sxmptotns.  In  the  tight  of  the  findings  at 
operations  wc  naturally  ask  ourselves  whether  tlie  uhole  tiling,  from  start 
to  finish,  might  not  have  t>ecn  due  to  appendicitis.  I  should  answer 
decidedly,  "No."    The  location  of  the  original  pain,  the  al>sence  of 


LUUBAK   PAIN  95 

fever,  and  the  presence  of  the  vesicular  eruption  seem  to  me  to  make 
this  supposition  impossible,  though  it  is  conceivable  that  there  may  have 
been  a  common  cause  both  for  the  zoster  and  the  subsequent  appendi- 
citis. 

DiagnoBis. — ^Appendicitis;  herpes  zoster. 

Case  27 

A  married  woman  of  twenty-one  had  "grip"  three  times  last  winter, 
but  has  otherwise  been  well  until  two  weeks  ago,  when,  after  her  last 
attack  of  "grip,"  she  b^;an  to  have  pain  in  her  back,  and  to  a  less  extent 
in  her  arms,  chest,  and  knees,  without  any  limitation  to  the  movement 
of  the  joints.  For  the  past  week  she  has  been  in  bed,  but  for  the  past 
two  nights  she  has  slept  little  on  account  of  pain  in  the  back. 

When  the  patient  was  first  serai,  March  26, 1908,  her  temperature  was 
101°  F.,  pulse,  no,  and  respiration,  25. 

The  temperature  remained  elevated  for  four  days;  after  that  it  was, 
fc^  the  most  part,  normal.  The  action  of  the  heart  was  regular  and  rapid, 
with  a  gallop  rhythnu  The  pulmonic  second  sound  was  accentuated, 
and  the  first  sound  at  the  apex  was  accompanied  by  a  rough  systolic 
murmur  heard  all  over  the  precordia  and  in  the  axilla.  There  was  no 
obvious  enlargement  of  the  organ.  Physical  examination  was  otherwise 
n^ative,  except  that  the  white  cells  numbered  16,300. 

Rest  in  bed,  10  grains  of  salicylate  of  strontium  every  four  hours,  with 
an  ice-bag  over  the  precordia,  an  occasional  A.  S,  and  B.  pill,  and  an 
occasional  i  grain  of  morphin,  gave  her  relief  within  a  few  days.  Later, 
she  complained  of  piercing  pains  in  the  precordia,  which  made  her  very 
nervous.    Nothing  was  found  there  on  physical  eiaminadon. 

Discussion. — I  have  included  this  case  because  it  seems  best  that 
my  book  should  mirror  some  of  the  most  annoying  defects  of  our  present 
knowledge,  as  well  as  its  strong  points.  This  is  the  sort  of  case  which 
is  ordinarily  called  "grip"  at  the  start,  while  we  watch  for  developments. 
If  none  come,  the  diagnosis  is  formally  confirmed. 

For  what  other  possibilities  should  we  be  on  the  watch  in  a  case  of 
this  kind?  Endocarditis,  first  of  all,  on  account  of  the  cardiac  murmur, 
the  leukocytosis,  and  the  early  joint  pains.  Only  the  disappearance  of 
these  symptoms  with  the  lapse  of  a  few  days  excludes  endocarditis. 

Typhoid  is  made  practically  impossible  by  the  presence  of  well- 
marked  leukocytosis. 

As  I  have  already  said  in  the  discussion  of  pre\ious  cases,  I  think 
"unknown  infection"  should  be  our  verdict.  It  is  time  to  drop  the 
equivocal  use  of  the  word  "grip"  as  a  cloak  for  our  ignorance. 
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It  is  worth  noting  that  the  use  of  an  ice-bag  over  the  procordia  very 
probably  accounted  for  a.  good  deal  of  the  patient's  later  suflerin^.  It 
drc^s*  her  attention  to  the  possibility  of  heart  trouble.  In  a  nervous 
person  this  is  i-nou^h  to  produce  heart  i><tin». 

Outcome.— NcrA'ousncss  was  throughout  a  prominent  feature,  but 
by  the  iMXtcenth  of  April  she  v.-m  nearly  well,  and  was  discharged  to 
finish  her  con\'aIcsccncc  at  home. 

Diagnosis. — Unknown  infection. 

Case  28 

A  nifrht  watchman  of  sixt)--ninc  entered  the  hospital  January  ,)t, 
1907,  complaining  that  when  be  got  up  two  da)'9  before  he  "felt  his  hip 
catch."  Within  three  hours  he  was  unable  lo  bear  any  weight  on  the 
left  foot  and  went  back  to  bed.  The  poin  has  continued  since,  and  he 
has  liecn  helpless. 

On  phjwcal  examination  it  was  found  that  any  motion  of  the  left 
hip  or  back  caused  cxijuisitc  pain.  There  »as  some  tenderness  at  the 
upper  point  of  exit  of  the  ncnv.  PhyHica]  examination  otberwiite  nega- 
tive Temperature  oscillated  bctw-ecn  98"  and  101.4"  F.  for  four  daj-s, 
then  normal.    Whites,  8000. 

Flexion  of  the  thigh,  with  the  knee  kept  straight,  caused  pain  referred 
to  the  left  sacro-Uiac  joint. 

Discussion.— Can  the  s\-mptoms  be  due  to  strain  of  the  back? 
What  te»ls  should  be  employed  to  confirm  or  exclude  the  diagnosis  of 
lumbago,  of  sacro-iliac  disease,  of  hip  disease,  of  spinal  ostco-arthritis? 
What  further  data  are  necessary? 

In  answer  to  these  questions  I  should  say  that  it  is  wholly  unlikely 
that  strain  entered  into  the  causation  of  the:^:  symptoms,  since  tlie  pain 
was  Tint  felt  after  the  blameless  action  of  getting  out  of  bed. 

For  lumbago  the  main  tests  are  for  the  production  of  pain  by  any  use 
of  the  lumbar  muscles,  together  with  the  absence  of  any  disease  of  the 
bone  or  kidney. 

In  relation  to  sacro-iliac  disease  we  should  endea%-or  to  ascertain 
whether  the  patient  stands  with  a  \in  lo  the  other  side,  whether  the 
Iiain  and  lendcme*?  arc  referred  especially  to  the  sacro-iliac  joint  when 
the  thigh  is  tlcxcd  with  the  knee  straight,  whether  there  is  any  sacro-iliac 
poin  on  compressing  the  wings  of  the  ilium. 

The  therapeutic  test,  the  effect  of  attempting  to  immobilize  the 
joint  by  strapping  or  otherwise,  is  also  of  importance.  Hip-joint 
disease  Is  to  be  excluded  in  case  the  motions  at  that  joint  ore  really 
free. 
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Osteo-arthrids  is  difficult  to  exclude  or  to  identify  positively.  We 
suspect  it  in  the  presence  of  long-standing  lumbar  pain  associated  with 
radiations  along  the  thoracic,  lumbar,  and  sciatic  nerves,  a^ravated 
if  when  the  muscular  protection  is  relaxed  in  sleep,  the  patient  at- 
tempts to  turn  over.  It  is  aggravated  also  by  coughing  and  sneezing. 
An  x-ray  picture  and  the  exclusion  of  sacro-iltac  disease  complete  our 
task. 

The  present  case  oEFers  a  fairly  characteristic  picture  of  what  is 
ordinarily  known  as  sacro-iliac  sprain  or  strain.  The  pathology  of  this 
affection  is  still  very  obscure.  It  may  be  that  one  of  the  joint  fringes 
gets  pinched  owing  to  slight  relaxation  or  subluxation  of  the  joint  when 
the  muscular  or  ligamentous  protection  is  imperfect.  A  person  becomes 
debilitated  or  tired,  muscularly  or  nervously.  His  muscles  are  no 
longer  as  alert  and  well  toned  for  protection  as  they  should  be.  A  slight 
slip  occurs,  and  a  joint  fringe  or  some  other  sensitive  joint  structure  is 
impinged  upon.  If  this  were  true,  it  would  explain  the  frequent  asso- 
ciation of  the  trouble  with  neurasthenic  and  debilitated  states. 

Outcome. — ^The  patient  was  considerably  relieved  by  lo  grains  of 
aspirin  every  four  hoiu:s  and  tight  cross-strapping  of  the  back  and  hip. 
He  was  able  to  leave  the  hospital  by  the  twenty-fifth  of  February. 

DiagnoBis. — Sacro-iliac  strain. 

Case  29 

A  nurse  of  thirty-six  who  had  previously  suffered  from  dysentery 
when  nursing  in  the  Philippines,  entered  the  hospital  March  21,  1908, 
complaining  that  for  the  past  four  months  she  had  had  pain  in  the  lower 
part  of  her  back,  extending  down  the  right  leg.  She  has  also  had  swelling 
of  the  right  foot  and  stiffness  of  the  neck  off  and  on  during  these  four 
months.  The  pain  is  somewhat  relieved  by  heat,  but  she  has  had  to 
have  morphin  pretty  continuously  in  order  to  keep  her  comfortable. 

She  has  been  unable  to  work  since  the  previous  December,  and  has 
lost  20  pounds  in  the  past  five  weeks. 

On  physical  examination  the  thyroid  gland  was  found  to  be  slightly 
enlarged.  Temperature,  pulse,  and  respiration  were  normal,  the  chest 
and  abdomen  negative.    Urine  normal. 

The  pulsations  of  the  aorta  were  violent  in  the  epigastrium.  The 
knee-jerks  were  extremely  lively,  but  there  was  no  clonus  and  no  Babin- 
ski.    Cross-strapping  gave  her  a  great  deal  of  relief. 

Discnssion. — ^Here  is  a  long-standing  pain  which,  in  a  woman  of 
thirty-six,  should  make  us  consider  Pott's  disease  and  cancer;  but  ex- 

aminatioQ  shows  no  evidence  of  either  of  these  troubles,  and  a  closer 
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Study  of  ibc  case  shows  two  causes  whereby  the  duration  of  the  i>ain  may 
well  hare  been  inordinately  prolonf^.  I  refer  to  the  use  ol  moqthin 
and  to  the  c\'idence  <rf  a  hypersensitive  temperament,  shown  in  the 
exaggerated  knee-jerks  and  the  ^'iolcnt  puliiation  of  the  abdominal  aorta. 
Coming  then  to  the  milder  |)0«sibilities,  we  should  naturally  think  of 
lumbago,  because  the  patient  has  abo  suffered  from  stifl  neck  (so  often 
associated  with  lumbago).  The  duration,  however,  is  somc%vhal  loo 
grcsL     She  should  have  been  relieved  by  rest  within  a  week  or  tnx>. 

The  ]win  extends  down  the  nght  leg,  and  ts  accomjuinied  ))y  swelling 
of  the  right  foot.  Can  it  be  due  to  neuritis?  There  were  no  nerve 
tendcmcM  and  no  disturbance  of  sensation.  The  ordinary  tests  for 
sacro-ilisc  dbcasc  (sec  above)  were  positive. 

Outcome. — Dr.  Goldthwait  saw  the  case  in  coosiiltation  and  nude 
a  diagnosis  of  chronic  strain  in  the  right  sacro-iliac  joint. 

Diagnosis. — Sacrxi-iliac  strain, 

Ca6«  30 

A  school-girl,  eight  years  of  age,  entered  the  hospital  May  26,  1908, 
complaining  of  dull,  constant  pain  in  the  right  side  of  the  lower  tmck, 

worse  at  night,  accompanied  by 
fever,  TOmiling,  and  conBii[iation. 
Her  bowels  have  not  mo\'ed  for  four 
daj's.  There  has  been  no  injurj-  to 
the  luck,  no  cough,  and  no  chill. 
Family  hlstorj-  and  previous  history 
arc  ncgativT. 

Phyiucal  examination  showed  a 
herpes  on  the  lips.  Nothing  ab- 
DOTRud  was  found  in  the  chest  or 
abdomen  except  for  a  general  tcn- 
dt-rnt-ss,  es)>ccially  marked  in  tlte 
costovertebral  angles  and  in  the 
Ranks. 

The  urine  showed  a  large  amount 
of  pus,  and  the  culture  rc%'calod  a 
characteristic  growth  of  colon  bacilli. 
TIm;  tcm]»eraturc  remained  ibovc 
loi *  F.  for  a  week.  (Sec  accom- 
panying chart.)  The  patient  was  at  finrt  x-ery  sick,  with  a  while  count 
of  34,000,  S3  per  cent,  of  tlie  cells  being  pnhnuclcar. 

Any  lumbar  pain  with  fever  in  a  small  girl  sug;gests  Pott's  disease. 
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Fig.  14.— Chan  0*  me  ja. 
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This  being  excluded  by  the  absence  of  any  kyphos  or  muscular  spasm 
about  the  spine,  we  have  next  to  note  that  the  patient  is  rather  yoimg 
tor  any  of  the  orthopedic  group  of  diseases. 

If  it  is  an  infection,  as  the  fever  suggests,  is  it  local — that  is,  renal  or 
perirenal — or  is  it  general?  The  condition  of  the  urine  and  the  leuko- 
cjlosis  point  strongly  to  a  local  urinary  infection. 

Outcome. — The  leukocyte  count  fell  to  normal  along  with  the  tem- 
perature. The  treatment  consisted  of  alcohol  sponges  at  80°  F.  every 
four  hours;  urotropin,  4  grains,  three  times  a  day,  an  abundance  of 
water  to  drink,  and  a  liquid  diet. 

By  the  eleventh  of  June  the  urine  was  nearly  normal  and  the  child 
practically  well. 

In  view  of  the  rapidly  favorable  outcome  in  this  case  there  was  no 
need  for  any  attempt  further  to  verify  the  diagnosis  by  cystoscopy  or 
ureteral  catheterization. 

The  renal  injections,  among  which  the  hematogenous  are  not  always 
to  be  distinguished  from  the  ascending  affections,  may  be  subdivided  into 
the  following  four  groups: 

1.  Those  presenting  in  girl  babies  or  young  girls  an  apparently 
unaccountable  fever,  without  anything  to  suggest  its  source.  It  is  not 
always  easy  in  these  cases  to  collect  and  examine  the  urine,  hence  this 
most  important  clue  is  often  neglected.  The  presence  of  a  moderate 
ot  conaderable  number  of  leukocytes  in  the  sediment  of  such  a  urine, 
when  %'aginal  contamination  is  excluded,  strongly  suggests  a  urinary 
infection.  A  pure  culture  of  colon  bacilli  can  usually  be  obtained  from 
the  urine,  as  it  was  in  this  case,  and  the  therapeutic  test  (rapid  improve- 
ment under  forced  water-diinking  and  urotropin)  puts  the  diagno^s 
upon  a  fairly  firm  foundation. 

2.  In  other  persons  the  disease  often  sets  in  in  an  acute  and  threat- 
ening way,  like  appendicitis  or  acute  cholecystitis.  Fever,  leukocyto^s, 
pus  in  the  urine,  and  tenderness  in  the  costovertebral  angle  are  a  very 
suggestive  group  of  symptoms  and  demand  cystoscopy  as  conlirmation. 
Nephrotomy  or  nephrectomy  may  be  necessarj-  to  save  life  if  the  symp- 
toms do  not  rapidly  abate  after  the  ingestion  of  urotropin  and  large 
amounts  of  water. 

3.  Relatively  mild  and  chronic  cases,  characterized  by  pyuria,  with 
waves  of  irregular  fever  and  possibly  some  bladder  symptoms,  often 
occur  in  women  before  or  after  parturition.  In  some  of  these  chronic 
cases  the  urotropin  and  water  treatment  may  be  assisted  by  the  use  of 
a  vaccine  prepared  from  the  organism  isolated  from  the  urine — almost 
alwaj-s  the  colon  bacillus. 


ICO 


DlfrKUESTtAh   DlAHNOmS 


4.  There  seems  to  mc  to  be  good  reiisoii  to  believe  that  most,  if  not 
all,  cases  of  (tcrincphric  abscess  represent  negloctctl  forms  of  the  hema- 
togenous infcctioos  jusi  cb^sil'icd.  It  is  a  nouble  fact  ttuii  in  the  put 
PKO  jrean,  riocc  our  attention  \va»  called  to  tho  frequency  of  hematogen- 
ous renal  Infections  by  tlie  papers  of  Brewer  and  Cobb,  the  number  of 
caws  of  perinqihric  alieeess  has  grcntly  diminished. 

In  my  o^miton  there  ts  no  longer  any  gnnind  for  supposing  tliat  a 
prtmaiy  pyelitis,  distinct  from  ascending  infections,  exists  at  all.  It  lias 
neither  a  pathologic  nor  a  clinical  basis. 

Diagnosis.— Ren^d  infection,  hematogenous  or  ascending. 


CUa  31 

A  waitress  of  twenty-six,  of  good  family  hbtory  and  preipious  history, 
entered  the  ho&jiital  January  30,  ]9oS.  L'p  to  yesterday  morning  slie 
had  been  wcD.    She  then  was  seized  with  pain  in  the  right  lumbar 

region  and  lower  back.  This  pain 
has  pcTiisted  and  becoRic  worse  c%'cr 
since.  She  has  vomited  a  cloiir  liquid 
several  times,  and  has  had  some 
cough,  ^viih  thick  white  sputum.  She 
has  no  abdominal  pain,  but  consider- 
able headache. 

Ph)-sical     examination     showed 
many  papule*  scatlerod  ov^t  the  en- 
tire Ixxly.    The  conjimctiva;  were 
injected  and  u'ater}-;  the  breath  ofTcn- 
sivc.  At  the  angle  of  the  right  scapula 
the  respiration  was  slightly  dimin- 
ished, and  the  wlusper  slightly  in* 
creiised.      Tlic    riuht    kidney    was 
doubtfully  felt,  an<i  (here  was  some 
tciKlernei^H  there,  but  more  marked 
tenderness   under  the  righl  costal 
IkwtIit  and  in  the  right  iliac  fossa. 
The  general  alxlommul  tcndcrDcss  was  so  nurkcd  th^it  the  patient 
was  seen  by  a  surgical  consulttnl  who,  howev-er,  found  no  cndcncc  of 
peritonitis.    The  urine  was  negati\-e. 

The  tcmpeiature  ranged  for  seven  daj-s  above  loi*  F.  (sec  accom- 
panying cliarl),  and  the  while  coiinl  Iwtwccn  13.000  and  15,000.  Tlie 
chest  was  strapped,  with  very  slight  relief. 

Discussion.— An  acute  lumbar  pain,  accompanied  by  fever,  head- 
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■icbe,  leukocytosis,  cough  and  some  tenderness  about  the  right  kidney, 
suggests  several  possibilities. 

1.  Since  the  pain  began  upon  the  right  and  is  accompanied  by  some 
tmdemess  in  the  region  of  the  right  kidney,  a  renal  infection  must  be 
considered,  especially  as  the  right  kidney  is  far  more  often  aifected  than 
the  left  by  such  infections.  But  in  the  presence  of  a  negative  urine  all 
the  other  pos^bilities  must  first  be  carefully  canvassed  before  proceeding 
to  cystoscopy  or  any  such  bothersome  tests. 

2.  The  (Klhopedic  group  of  troubles  seems  unlikely  in  view  of  the 
acute  febrile  onset  and  the  absence  of  confirmatory  tests. 

3-  Against  the  diagnosis  of  local  peritonitis  (gall-bladder,  appendix, 
perforaUng  gastric  ulcer)  is  the  entire  absence  of  muscular  spasm  and 
the  very  wide  area  of  tenderness. 

4.  Despite  the  exclusion  of  all  these  pos^biiiUes,  the  diagnods  re- 
mained uncertain.  The  rather  doubtful  signs  at  the  base  of  the  right 
lung  were  sufficient,  however,  to  make  us  examine  this  part  very  fre- 
quently in  anticipation  of  the  possible  development  of  pneumonia.  So 
many  cases  begiiming  with  abdominal  symptoms  have  ultimately  turned 
out  to  be  pneiunonia,  escaping  laparotomy  narrowly,  if  at  all,  that  we  are 
always  on  the  watch  for  such  an  event. 

Outcome. — On  February  ad  the  signs  of  solidification  finally  ap- 
peared at  the  right  base.  Abdominal  distention  and  tenderness  were 
marked.  The  patient  had  a  crisis  on  the  evening  of  the  sixth  of  Feb- 
ruary, and  by  the  fourteenth  was  out  of  bed  and  convalescent,  though 
loud  pleural  friction,  entirely  unaccompanied  by  pain,  persisted  from 
the  deventh  of  February  until  her  discharge  from  the  hospital  on  the 
azteenth. 

It  is  a  familiar  and  a  puzzling  experience  that  many  infections, 
esftecially  pneumonia,  cholecystitis,  and  appendicitis,  begin  with  vague 
general  symptoms  (fever,  wide-spread  pains,  chills,  vomiting)  before 
settling  down  to  business  in  any  discoverable  locality.  Looking  back 
over  the  course  of  such  a  chain  of  events,  after  the  pneumonia  or  the 
appendicitis  has  been  found,  we  are  apt  to  suppose  that  the  local  trouble 
was  really  there  all  the  time.  The  weight  of  evidence,  however,  seems 
to  me  to  point  the  other  way.  The  local  manifestation  of  an  infection  is 
often,  I  believe,  a  late  event  in  fact,  as  well  as  in  our  diagnoses. 

Diagnosis. — Pneumonia. 

Case  32 
A  married  woman  of  thirty  entered  the  hospital  October  27,  1899. 
Four  and  a  half  years  ago  she  had  had  a  miscarriage,  induced  by  the 


TOl 


DIFFEBEKTIAI.  DIAGNOSIS 


*-'jnfrn-TtifimBFinn^- 


introductioD  of  a  sound  into  the  uterus,  and  a  second  miscamaftc,  with* 
out  IcnouTi  cause,  (our  years  ago.  OtJierwise  than  this  she  hud  been 
ftlwa>'S  wpM  until  Jor«  vrfkf  ago,  when  she  v,-as  taken  with  inrrr  pain 
in  Ihr  iinali  of  ike  ba(k,  which  has  lasted  ever  since,  and  which  extends 
at  limes  to  the  front  of  the  abdomen.  Her  bowels  are  wry  costive. 
moving  about  once  in  hvc  days.  The  )>ain  in  her  back  is  not  utTocted 
by  motion,  but  has  been  severe  enough  to  conlinc  her  to  lied  for  the  dnt 
two  weeks  of  her  sickness.  Since  that  Uhm;  she  has  been  up  |<art  of 
each  day,  but  has  Rained  u-ry  little  in  strength,  and  hiui  lost  20  pounds 
in  weight,  lite  range  of  temperature  and  puW  are  seen  in  the  accom- 
panying chart.  The  right  lobe  of  the 
ih^Toid  gland  is  paljiabtc,  and  seems 
about  the  si/c  of  a  plum.  The  patk-nt 
lus  noticed  this  lump  for  several  months, 
and  says  iliat  it  wries  greatly  in  size,  at 
times  being  scarcely  {uUpable. 

I'he  chvsA  shoM's  nothing  abiHMrmal. 
The  abdcmten  shows  slight  geneni 
reaisUnce  and  considerable  general 
tenderness,  the  lattcT  most  marked  in 
the  left  iliuc  fossa.  Motions  of  the  IkicIc 
are  limited  in  all  directions  by  muscular 
spasm,  and  !!eem  to  cause  ^ain,  es- 
pecially when  she  bends  to  the  right. 
Pdvic  organs  normal. 

Kxamination  of  the  stomach  through 

a  tube  abon's   a    (-ujiacity  of  only  16 

ounces.    The   position    of    the   organ 

afli^rdislcnlion  with  air  was  ap|ttrciilly 

normal.    After  a  test -meal  the  stomach-contents  sliowcdo.i  percent 

of  free  HCl,  no  lactic  acid,  and  no  binod. 

In  the  courw  of  two  weeks  all  the  pains  disappeared.  Dr.  Gdd- 
thwail  found  no  lesion  of  the  *))ine,  hip.  or  pelvic  joints.  A  firm  binder 
alMUI  the  hips  i^ve  no  relief.  Tonics,  sodium  bromid.  envmata.  and 
hypnotics  were  given  for  the  coatrol  of  sjmptoms  as  iliey  api>cared  from 
lime  ic  lime. 

By  the  ele\'cnlh  of  No%'emhcr  the  patient  seemed  nearly  well. 

Discussion. — The  case  b  afebrile,  and  apiorently  not  of  the  renal 

or  orthopedic  groups.    The  pain  is  not  affected  by  motion  and,  there* 

fore,  is  not  due  to  lumbago.    There  is  no  evidence  of  sacro-iUac  or  spinal 

disease.    The  most  definite  and  important  feature  in  the  case  is  the  fact 
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that  the  woman  is  debilitated,  has  lost  20  pounds  in  weight,  is  badly 
constipated,  and  probably  has  a  wide-spread  depression  of  other  func- 
tions. There  is  no  reason  to  suppose  that  the  thyroid  enlargement  has 
any  bearing  on  the  symptoms. 

Nothing  certain  can  be  said  regarding  the  diagnosis  of  such  a  case 
until  the  lapse  of  some  time  has  made  it  dear  that  nothing  else  is  going 
to  develop.  After  thb  we  may  settle  down  more  or  less  discontentedly, 
with  the  diagnosis  of  what  some  orthopedic  specialists  call  a  "functional 
back."  This  is  a  very  familiar  clinical  entity,  whatever  its  real  cause 
and  best  nomenclature  may  be. 

Two  things  seem  to  me  dear  about  this  trouble:  first,  that  psychic 
causes  enter  into  it,  and,  second,  that  they  are  not  the  whole  of  it.  For 
example,  I  have  seen  a  young  woman  drag  herself  painfully  down  the 
street  to  the  post-office  with  lumbar  pain  at  every  step,  while  each  foot 
seems  to  weigh  a  ton  and  every  muscular  contraction  is  an  effort.  She 
calls  at  the  post-office,  gets  a  certain  kind  of  letter,  and  walks  home 
erect  and  free  from  pain.  We  are  apt  to  say  that  such  symptoms 
are  imaginary,  but  this  seems  to  me  wholly  unscientific.  Certainly 
psychic  causes  enter  powerfully  into  their  production  and  destruction. 
May  we  not  plausibly  suppose  that  discouragement  has  slackened  the 
muscles  as  it  does  those  of  a  tired  army  on  the  march?  A  psychic  cause 
renders  them  taut — a  band  of  music,  a  long-expected  letter;  they  there- 
upon begin  to  support  the  sagging  joints,  and  the  pain  disappears  as 
sensitive  parts  are  relieved  of  pressure.  It  is  in  cases  of  this  tv'pe  that 
practitioners  are  apt  to  seek  a  cause  for  the  symptoms  in  the  pelvis, 
with  what  scanty  justification  I  have  endeavored  to  show  in  the  intro- 
duction to  this  chapter. 

Diagnosis. — Debility. 

Case  33 

A  metal  polisher  of  thirty-six  entered  the  hospital  June  24,  1908, 
because  of  pain  in  the  back,  beneath  the  twelfth  rib,  on  both  sides. 
This  pain  had  been  present  for  one  week  before  entrance,  accompanied 
by  fever  for  the  past  four  days,  and  vomiting  for  the  past  three  days. 
Ten  days  ago  micturition  was  frequent  and  painful  for  one  day  and  the 
urine  bloody. 

The  urine  at  entrance  showed  much  pus,  a  little  blood,  a  slight  trace 
of  albumin.  The  specific  gravity  varied  between  1003  and  1010. 
The  twenty-four-hour  amount  was  from  80  to  100  ounces  a  day.  An 
occasional  granular  cast  was  found  in  the  sediment.  The  leukocytes 
ranged  from  16,000  to  19,000  per  cubic  millimeter.     Widal's  reaction 
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was  nufptivci  the  range  of  the  lefli{renitiire  and  pulse  was  us  seen  m  the 
accom|>aD)'ing  chart. 

On  phracal  examination  the  man  was  eniaciated,  pale,  with  sunken 
eyes.  The  edge  of  the  spleen  was  easily  felt.  I'hysical  exsniinatiOD 
was  oUierwisc  negative,  eice|)l  for  considerable  tenderness  in  both 
C(Wtov«Ttebn]  angle».  On  the  second  of  July  a  macular  erythema 
appeared  upon  the  back  of  the  trunk  and  hands,  and  was  seen  by  Dr. 
Charles  J.  White,  who  stated  that  he  could  not  definitely  rerognijw  ttte 
nature  of  these  macules.  Hi»  bowels  were  moved  by  calomel  and 
encmata.  and  be  was  given  liquid  diet.  A  culture  specimen  of  urine 
showed  a  pure  growth  of  colon  bacilli.    By  the  thirk-enth  of  July  pus 

had  disappeared  from  the  urine.  The 
white  cells  were  8700.  The  Widal  re- 
action  was  negative,  as  it  was  throughout 
the  illness. 

DificussioD. — The  symptoms  point 
obvir>\iiJy  to  the  kidmgr,  but  the  enlargc- 
mcnt  of  the  spleen  suggests  the  possibility 
ol  »ome  other  cause  for  the  fever.  With 
such  a  urine,  with  costovertebral  tcn<!er- 
nesB  and  leukocytosis,  a  urinary  infection 
must  form  at  least  a  partial  explanation 
of  tlic  symptoms.  Owing  to  the  persis- 
Icnce  of  fever  and  the  splenic  enlargement, 
a  routine  blood-culture  was  taken,  which, 
to  ever)'ane's  surprise,  showed  t>'])ica] 
typhoid  bacilli.  In  new  of  this  fact  it  may 
well  be  questioned  whether  the  macular 
erythema  was  not,  in  fact,  due  to  some 
form  of  typhotd  rose  sjxil — in  other  words, 
whether  it  was  not  due,  like  the  ordinary  crop  of  rose  spots,  to  the 
lodgement  of  trphoid  bacilli  beneath  the  skin. 

Evidently  we  were  dealing,  in  this  case,  with  a  double  infection,  both 
typhoid  bacilli  and  colon  bacilli  being  active  pathogenic  agents.  The 
colon  bacilli,  in  [>rocess  of  elimination  from  the  body,  presumably  caused 
the  rcoal  infection.  The  lumbar  pain  was  probably  o(  the  general 
infectious  type,  and  not  due  to  t;idney  le^on. 

Ontcom*. — The  patient  was  gi\'cn  urotropin,  74  grains  three  times 
a  day,  and  left  the  hofpital  well  on  the  twmiy-sixtb  of  July, 
Diagnosis. — ^Typhoid  and  colon  bacillus  infection. 
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A  laborer  of  thirty-nine  entered  the  hospital  June  n,  1907. 

In  i8q9  he  wrenched  his  back  in  lifting  a  heavy  jack,  and  was  lame 
lor  ihrcc  or  four  weeks  afterward.  In  February,  1906.  he  had  sciatica. 
For  ilie  pas-I  two  months  he  has  noticed  an  ache  in  his  back  when  he 
gets  up  in  the  morning.  1'cn  days  ago  he  noticed  tingling  and  numbness 
in  his  toes  and  the  pain  in  his  back  increased.  Since  then  be  has  slept 
vay  little,  and  sijt  days  ago  he  had  to  have  morphin,  which  has  been 
frequently  used  since  then,  but  lately  with  only  slight  relief. 

Both  legs,  from  the  knees  to  the  heels,  arc  now  sensitive  and  prickling. 
His  feet  feel  freezing  cold.    He  denies  alcohol  and  venereal  disease. 


Fig.  ih. — Churl  nf  case  34. 

Present  Condition. — The  range  of  temperature  and  pulse  arc  as 
seen  in  the  accompanying  chart.  The  patient  is  well  developed  and 
nourished,  but  looks  worn  out  and  in  much  pain.  Ind^-ed,  he  can  scarcely 
lie  still  a  moment.  The  chest  and  nMomen  show  nothing  abnormal. 
From  the  third  to  the  dghth  dorsal  wrtcbra  the  backbone  is  bowed 
posteriorly.  There  is  much  tenderness  on  pressure  over  the  seventh 
cervical  spine.  There  is  no  dibiurbance  of  sensation  in  the  feet  or  legs, 
and  motion  is  everywhere  normal. 

The  urine  is  normal  in  amount,  1028  specific  gravity,  with  the  slight- 
est possible  trace  of  albumin  and  a  few  finely  granular  casts.  No  blood 
or  pus.    The  white  cells  number  14,800.    The  red  blood-cells  show 
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rio  Stippling;  x-ray  is  itcKalivc.  The  lines  of  expression  tn  both  sides 
of  ihe  face  are  flattened  out.  The  right  side  moves  less  than  the 
left.  The  jjalivnl  cannot  whistle,  and  protrudes  his  tongue  slightly  to 
the  right. 

The  grasp  in  both  hands  is  equal,  but  markedly  diminished. 

The  knee-jerks  are  absent,  the  superficial  reflexes  normal,  the  mlt>d 
clear. 

Discuuion. — Clrarly,  we  cannot  blame  the  old  wrench  for  the  present 
troulJc.  llic  sciatica  also  seems  to  be  ancient  history,  though  both  of 
Uie»e  events  may  l>c  of  some  importance  as  indicating  a  locus  mitioris 
ntistencia. 

In  contrast  with  all  the  types  of  lumbar  pain  previously  diKUseed 
this  case  slands  fHit,  marked  by  the  presence  of  sensory  symptoms  (numb- 
nCM  and  prickling)  in  the  k-gs.  It  is  also  notable  that  ibe  face  and  arms 
arc  affected,  though  not  at  the  beginning  of  the  case. 

ThcHigh  the  l)ackward  twwing  of  the  spine  brings  the  possibility 
of  Pott's  disease  to  mind,  there  is  nothing  ebe  in  this  region  to  su|)poit 
any  such  hypothesis  and  neither  hure  nor  in  the  cervical  region,  where 
some  tenderness  was  present,  did  A'-ray  show  any  lesions.  The  entire 
absence  of  muscular  simsm  heli>s  to  exclude  spinal  tuberculosis.  Xo 
other  disease  of  bone  or  joint  is  detinitcly  suggested,  and  there  is  nothing 
to  pcnnt  to  the  urinary  s}'stcm  or  to  any  general  infection  as  the  source  of 
these  troubles.  'Vhe  urine  cannot  be  called  normal,  but  its  abnormaliiies 
are  of  a  very  vague  and  general  nature,  consistent  with  the  presence  of 
almost  any  disease  and  with  the  absence  of  all  kno^vn  disease,  so  tliat  in 
this  didercntiaJ  diagnosis  they  may  be  disregarded. 

In  view  of  the  general  sensory  symptoms,  the  loss  of  muscular  power 
and  tone  and  the  dinunished  reflexes,  multiple  neuritis  is  the  lutural 
diagnoMS.  Were  the  spinal  cord  irnolvcd,  one  would  expect  pu]Hlbr>' 
changes,  increased  reflexes,  relaxed  sphincters,  and  the  absence  of  such 
wide-spread  scnsur>'  s>'mptoms. 

As  to  the  cause  of  the  neuritis,  wc  are  here,  as  tn  so  many  other  cases. 
quite  in  the  dirk.  Alcohol  and  lead  can  be  definitely  excluded.  There 
is  no  reason  to  su£f>ect  arsenic.  The  presence  of  moderate  waves 
of  fever  and  a  continued  leukocytosis  makes  it  reasonable  to  suppose 
that  an  infectious  prficcss  is  at  the  bottom  of  the  symptoms. 
M  Ootcome.— The  leukocytes  conlinued  to  rantte  high,  and  the  pain 
Vad  Ihe  tenderness  continued  to  be  very  troublesome.  Sterile  water  was 
pven  at  times  instead  of  morphin,  and  the  patient  was  gradually  weaned 
from  his  fondness  for  the  drug. 

By  the  thirtieth  of  June  the  pains  were  less  severe  and  could  be  con- 
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trolled  by  f^pinn,  10  grains,  once  or  twice  a  day,  or  by  placebos.  There 
was  moderate  muscular  wasting,  and  tenderness  along  the  nerve-trunks 
was  present. 

By  July  8th  the  grip  was  much  improved.  The  patient  was  up  and 
about  the  ward,  and  soon  went  home  to  finish  his  convalescence. 

DiagnosiB. — Neuritis. 

Case  35 

A  negro  of  fifty,  with  a  negative  previous  history,  entered  the  hospital 
August  2,  1906,  complaining  that  for  three  weeks  he  had  been  suffering 
from  loss  of  appetite,  nausea,  fever,  and  weakness,  and  had  been  in  bed 
a  good  deal  of  the  time. 

Ten  days  ago  he  was  beginning  to  recover  his  strength,  but  four  days 
ago  he  suddenly  began  to  have  shooting  pain  in  the  lower  back  and  bvi- 
tocks,  the  pains  running  down  the  backs  of  both  legs,  especially  the  left, 
and  intensified  by  motion.  He  is  fairly  comfortable  when  quiet  in  bed. 
At  the  onset  of  his  disease  he  took  lai^e  doses  of  quinin  with  relief. 
His  bowels  now  move  every  two  or  three  days. 

On  physical  examination,  temperature,  pulse,  and  respiration 
were  found  to  be  normal,  the  chest  and  abdomen  likewise  normal,  the 
blood  and  urine  negative.  Extension  of  the  left  leg  with  the  knee 
straight  caused  marked  pain  in  the  left  sacro-iHac  joint.  Movements  of 
the  leg  with  knee  flexed  were  not  painful.  There  was  tenderness  over  the 
left  sacro-iliac  joint  and  over  the  lower  dorsal  spines.  X-ray  was  nega- 
tive.   The  motions  of  the  spine  were  markedly  limited  ia  all  directions. 

Discussion. — Apparently  the  symptoms  in  this  case  followed  a 
three  weeks'  febrile  illness,  the  nature  of  which  we  do  not  know.  The 
possibility  of  typhoid  and  a  post-typhoidal  spondylitis  is  naturally  sug- 
gested, but  if  typhoid  is  often  complicated  by  a  late  spondylitis,  presum- 
ably other  infections  may  have  a  similar  sequel. 

The  marked  limitation  of  spinal  motion  and  the  tenderness  in  the 
lower  dorsal  region  make  it  necessary  to  consider  spinal  tuberculosis. 
The  negative  a:-ray,  however,  goes  far  to  exclude  this  possibility.  Only 
the  course  of  time  and  the  eGTects  of  treatment  can  make  us  more  certain 
on  this  point.  The  same  remarks  apply  to  the  possibility  of  malignant 
disease. 

Outcome. — Dr.  Robert  B.  Osgood,  who  saw  the  case  in  consulta- 
tion, considered  it  one  of  infectious  arthritis  of  the  spine  and  the  left 
sacro-iliac  joint;  strapping  of  the  back,  with  enemata  and  tonics,  was 
the  treatment.  The  patient  was  able  to  leave  the  hospital  almost  well 
in  twelve  days. 

Diagnosis. — Infectious  spondylitis. 


io8 


DIFFEXENTIA],  DIAGNOSIS 


Case  36 

A  Swedish  housemaid  of  iwenty-fiw,  with  an  excellent  family  historj-,^ 
enleivtl  the  hospital  March  a;,  1907.  She  sliitcs  that  eight  or  nine  yean 
ago  she  was  in  bed  for  :ux  wcck&  with  "catarrh  of  the  lun^,"  and  that 
since  •))ie  was  ten  years  of  age  she  has  had  frequent  attacks  of  tonsillitis. 
Otbcmisv  she  has  been  well.  At  Chriitmiis,  1906,  «he  aiught  cold  and 
was  weak  and  feverish.  At  this  time  her  back  became  very  sore  and 
painful  on  motioo,  and  »he  had  to  give  up  work  the  fmt  of  January. 
Since  then  she  has  not  improx-cd  at  all,  and  has  been  in  bed  a  consider- 
able [art  of  the  time.  At  entrance,  the  tL-m]>erature,  pul5«,  and  respira- 
tion were  nonnal,  the  chest  and  abdomen  ncgativ'c,  the  s)>inc  held  rigidly 
and  all  motion  painful.  There  was  no  ky]ihos  and  no  sacro- iliac  ten- 
derness. 

DiscuasioD. — The  long  duration  of  the  symptoms  holds  our  attention 
at  once.  Chronic  backaches  noay  be  due  to  functional  causes,  to  osteo 
artliritis  and  the  pressure  group  (Pott's  disease,  ncxx' -growths,  and  aneur* 
ysm).  It  is  notable  that  in  this  case  a  rest  in  bed  has  not  produced  any 
marked  improvement,  neither  has  there  l>ccn  any  alarming  advance  in 
the  severity  of  t)>e  symptoms,  such  as  would  prol^ably  occur  with  malig- 
nant t^scasc.  The  physical  si^tns  are  confined  to  the  evidence  of  a  ri^d 
and  painful  spine.  Ren.tl  lesions  and  general  infections  are  easily  ruled 
out.  .\ny  ordinary  lumbago  would  haxx  been  cured  long  before  this. 
The  spinal  rigidity  and  tenderness  make  it  x^ry  improbable  that  sacro-j 
iliac  disease  is  the  only  lesion  present. 

The  so-called  functional,  neurasthenic,  or  hysteric  affections  of  & 
■pine  are  natmlly  suggested  by  the  long  duration  of  the  symptoms,  by ' 
the  age  and  sex,  and  by  the  absence  of  fever,  kypho»,  and  other  obvious 
laioos.    The  outcome  of  the  case  show-s  the  great  importance  of  notfl 
jumping  at  such  concluuons  until  every  method  of  ph)'sical  examination, 
including  the  JF-ray,  has  been  used.    Tins  is  especially  true  of  all  dubious  _ 
and  chronk  cases.  | 

Outcome. — At  entrance,  the  diagno^s  was  "acute  osteo-arthrilis 
with  a  neurasthenic  background."  An  ;x-niy  taken  the  Cr^  of  April 
showed  tlial  tlie  body  of  the  second  lumbar  vertebra  was  extensively 
diseased,  and  a  knuckle  was  later  developed  in  the  lumbar  region. 
The  patient  was  put  at  once  into  a  plaster  jacket,  and  by  April  6th  was 
able  to  ut  up  with  comfort.    On  April  9th  she  left  the  hospitaL 

Dr.  Osfjood's  diagnosis  was  early  Pott's  disease. 

Diagnosis. — ^Vertebral  tuberculosis. 
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Case  37 


A  Cflrriage  painter  of  thirly-four  entered  the  hospital  March  ao, 
1907.  Hb  father  died  of  a  paralytic  shock;  his  family  history  was  other* 
wise  excdlent.  He  remembers  no  sickness  in  his  life.  Had  a  soft  sore 
eleven  years  ago,  and  a  bubo  about  the  same  time;  had  no  rash,  sore 
throat,  falling  of  hair,  or  pins  following  it,  but  \vm  treated  for  a  year 
after  it,  with  what  medicine  he  docs  not  know. 

In  his  work  he  lifts  from  100  to  200  ]X)unds  every  day.  He  was  per- 
fectly well  until  five  months  ago,  when  he  began  to  feel  weak.  Since 
that  time  he  has  been  losing  weight  and  has  done  no  work.  Three 
months  ago  he  strained  his  back,  and  since  then  he  has  had  a  burning 
pain  in  the  small  of  his  liack  and  bclnw  the  region  of  the  heart  on  the 
IcfL  This  pain  has  increased  considerably  in  the  last  three  weeks, 
and  is  now  so  severe  that  he  has  lo  bend  forward  and  to  the  left  to  case  it. 
It  is  made  worse  by  u-alking,  and  interferes  with  sleep.  He  has  DO 
dyspnea  and  no  other  symptoms. 

Physical  examination  showed  normal  temperature  and  respiration; 
pulse  somewhat  accelerated,  keeping  most  of  the  lime  between  100  and 
ISO.  His  pupils  arc  equal  and  react  normally;  his  heart  and  Umgs 
negative,  except  as  shotvn  in  the  diagram  (Fig.  19),  bis  right  radial  pulse 
slightly  larger  than  the  left. 

There  is  resistance  and  dulncss  in  the  epigastrium,  but  no  dcfirutc 
nass  made  out.  The  glands  are  considerably  enlargerl  in  the  groins  and 
axilUr. 

Discussion. — As  in  the  previous  case,  the  element  of  duration  is  a 
most  important  one  in  ihc  diai^nosis.  A  steady  pain  lasting  three  months 
is  not  likely  to  be  due  to  functional  causes  when  it  occurs  in  a  carriage 
painter  of  lhirt)--four.  Lead-poisoning,  suggested  by  the  fMxupation, 
ne^^er  produces  such  a  pain  as  this  without  other  S)'mptoni.s.  The  general 
infections  and  the  renal  group  of  lesions  arc  easily  excluded  by  the  ph  j'sical 
examination.  This  leaves  us  with  the  diseases  which  I  have  called  the 
pressure  group  (Vott's  disease,  aneurysm,  and  neojilasm)  especially 
dcser\ing  of  consideration.  Only  one  diagnosis  is  possible  in  this  case, 
provided  it  occurs  to  our  minds  at  all.  Tin-  danger  is  that  it  will  not  be 
(bought  of,  and,  therefore,  will  not  be  found  in  physical  examination. 
Nothing  but  aneurj-sm  produces  an  impulse  and  thrill  with  dulness  and 
absent  breathing  between  the  spinal  column  and  the  left  scapula.  Pul- 
sating pleurisy  and  pulsating  sarcoma  do  not  present  themselves  at  this 
point. 

Outcome. — ^A'-ray  showed  a  distinct  shadow  in  the  area  of  pulsatioo, 
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as  figured  in  the  diagram.  The  pain  felt  over  the  tower  rihs  in  front 
seemed  to  be  explained  by  [>ressure  of  aneury&m  on  the  intercostal  nerve. 

There  is  no^^'  no  pain  in  the  reffion  of  the  tumor,  'Vhc  (wtient  wiis 
given  iodid  of  potash.  15  to  30  grains,  four  limes  a  day;  nitroglycerin, 
rig  grain,  e\*ef>'  three  hours;  when  needed  for  pain  an  occasional 
dose  of  morphia.  \  grain. 

The  patient  left  the  hospital  slightly  rdievcd  on  June  4IIL 

Disgnoits. — .\ortic  uneur>-sm. 

W  Cam  ^8 

A  laborer  of  twenty-two  cntcrctl  the  hospital  July  4,  1906,  with  a 
□e^tive  family  history.  Ail  last  winter,  he  say»,  he  sutTered  from 
"rheumatism  around  the  heart";  otherwise  his  past  hbtory  and  habits 
arc  good. 

For  the  past  two  weeks  he  has  1>cen  ailing,  cspcdalty  on  account  of 
pain  in  the  abdomen,  the  back,  the  neck,  or  the  head,  every  day.  The 
pain  in  the  back  has  prevented  any  condnuous  sleep  for  the  last  five 
nights,  but  he  also  aches  all  ovtr,  although  he  was  able  lo  work  imtil 
two  days  ago.  For  the  past  week  he  has  had  a  bad  taste  in  his  mouth 
in  the  morning.  He  sa>-s  a  number  o(  his  friends  haw  tlie  same  trouble, 
and  call  it  the  "grip."  His  ap])etite  is  poor,  and  he  has  nausea  after 
eating  The  Iwwds  arc  regular;  there  arc  no  other  symptoms.  .\  soft, 
systolic  murmur  is  heard  all  over  tite  precordia,  loudest  in  the  pulmonary 
ana.  The  pulses  arc  of  low  tension  and  dicrotic.  The  chest  and  abdo- 
men are  negati%'e.  Oo  the  forearms  arc  a  number  of  sharply  defined 
macules  and  papules,  which  decolorize  on  pressure  (mosquito  bites?). 
la  the  left  hypochondrium  is  a  group  of  rose-colored  macules,  five  in 
number. 

During  the  first  three  days  of  his  stay  in  the  hospital  he  hud  fever, 
tanging  from  too^  to  103"  F.,  accompanied  by  considerable  pain  in  his 
back. 

Leukocyta  were  5900;  Widal  reaction — persistently  negati\'c.  No 
malariil  organisms  were  found  in  the  blood.  The  urine,  was  negati\'e. 
Mis  abdoown  was  alwa>-s  rigid,  and  his  bowels  difficult  to  move.  On 
the  twenty-first  of  July,  after  four  da}-s  of  normal  temperature,  his  back 
still  showed  limitation  of  motions  in  all  dirccticns,  with  considerable 
tendiTness  on  his  shins.  \  diagnosis  of  lumlugo  was  made  this  day 
by  Dr.  Joel  E.  Goldthwait.  Under  crisscross  strapping  his  pain  was 
almost  gone  by  the  twenty-fifth.  His  lips  were  cyanotic  throughout 
his  slay  in  the  hospital;  his  appetite,  enormous. 

His  treatment  consisted  of  salicylates  and  aspirin  for  the  pain;  nbo 
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the  acetate  and  the  iodid  of  pota5h,  an  cxxasJonaJ  dose  of  roorphin,  and 
laxatives.    At  entrance  he  was  treated  as  for  tj'plioid. 

Diccassion. — The  diagnosis  of  lumbago  is  very  plausible  in  this 
case,  owing  to  the  fact  that  tlie  patient  has  general  limitation  of  the 
lumbar  motions,  and  has  previously  suffered  from  stiff  neck  and  other 
apparently  muscular  pains.  But  there  are  other  features  about  the  case 
whidi  malce  it  seem  more  like  a  jmst-fcbrile  spondylitis  of  the  \ypc  most 
often  seen  after  tjiihoid.  Lumbago  does  not  produce  a  fever  like  that 
here  doscriljed,  and  there  arc  many  other  facts  pointing  to  the  existence 
of  a  general  infection.  The  rapid  recovery  under  a  simple  strapping 
treatment  docs  not  necessarily  prove  that  the  diagnosis  is  lumbago,  but 
does  tend  to  exclude  all  other  possibilities,  except  the  two  above  men- 
tioni-d.     The  cyanosis  and  the  enormous  appetite  are  not  cxiilaincd. 

DiagDosis. — Lumbago  ( ? )     Infections  spondylitis  ( ?  ) 

Case  39 

.\n  ice-man  of  twent>"-five  enltTtd  the  hospital  April  lo,  iqo6.  His 
family  history  was  negative,  his  past  history  good.  He  had  urethritis 
six  months  before.  He  has  taken  live  or  six  glasses  of  beer  a  day,  and 
one  or  two  glasses  of  whisky  a  week,  as  a  rule,  but  has  seldom  been  drunk. 

Except  for  the  urethritis,  he  was  well  until  two  weeks  ago,  when,  he 
be^an  lo  have  a  dull,  aching  pain  in  the  right  side  of  his  back  and  flank, 
not  severe  enough  to  make  him  give  up  work  nor  to  keep  him  awake. 
After  a  couple  of  days  this  [win  disajiiM^red,  but  returned  five  daj-s  ago. 
This  time  it  extended  into  the  right  leg,  but  not  into  the  groin  or  testes. 
The  painful  area  is  tender,  and  the  pain  is  constant.  He  has  noticed 
no  change  in  his  urine;  he  thinks,  however,  that  he  passes  more  urine  in 
tlie  night  than  in  the  day.  He  has  some  shortness  of  breath  and  pal- 
pitation on  c-Tcrtion. 

He  had  no  temijerature  above  99.5°  F.  during  his  stay  of  ten  da.yi  in 
the  fao6[Mtal.  The  abdomen  was  held  lirmly  above  the  navel,  was  every- 
where tympanitic,  and  in  the  right  upper  quadrant  was  tender.  At  this 
point  a  mass  the  size  of  the  fist  was  felt,  moving  with  respiration, 
apparently  lobulated.  and  coming  down  a  hand's-bteadth  below  the  ribs 
on  fuU  inspiration.  It  was  easily  felt  bimanually,  and  could  be  partially 
replaced  Iwhind  the  rit>s. 

The  urine  was  between  60  and  80  ounces  in  twenty-four  hours,  and 
contained  a  verj'  slight  trace  of  albumin.  In  tlie  sediment  were  many 
intiaccJluUr  diplococci,  decolorizing  by  Gram's  stain.  Twenty  minims 
of  the  sediment  of  urine  was  inoculated  into  a  guinea-pig.  The  animal 
was  killed  two  months  later,  and  showed  no  eN'idence  of  lubcrculo&is, 
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On  the  twentieth  of  April  x-ray  showed  a  dedniie  shadow  in  the  region 
o(  the  right  kidney.  Dr.  Davis  cathclerized  the  right  ureter  and  ob- 
tained piis  containing  gonocotxi. 

DiscuuiOD. — Everything  points  to  the  Icidncy  as  the  source  oE  this 
'patient's  troubles.  Our  suspicions  in  that  direction  are  promptly  con- 
firmed as  the  result  o(  cy&toscop)'.  .v-niy  examination,  and  animal 
inocutalion,  a  group  of  procedures  demanded  in  almo&t  every  case  of 
chroaic  renal  p)'uria. 

Since  "surgical  kidney"  is  excluded  by  the  cystoscoptc  examination, 
and  tuberculosb  by  the  results  of  animal  inoculuiiont  the  only  imjMxtant 
possibility  left  is  renal  stone,  a  supposition  strongly  supported  by  tlie 
ar-ray  evidence. 

Outcome. — The  patient  was  transferred  to  the  surgical  ward  and 
opcruteU  upon  on  May  ad.  .A  stone  was  removed.  The  iMlicnt's 
convalescence  took  place  without  any  incident  and  he  was  <li.'4:hargcd 
May  36th. 

He  was  readmitted  December  5,  1907.  After  leaving  the  bospital 
he  n'as  wejl  and  strong,  aiwl  worked  liard  until  three  weeks  ago,  when  he 
began  to  pass  blood  and  pus  in  his  urine  and  sufTcrcd  pain  in  the  right 
lumbar  region,  similar  to  that  which  he  had  previously  had.  lie  now 
suffers  from  two  sorU  of  pain:  (a)  A  dull  ache  in  the  right  side,  present 
most  of  the  time;  and  (A)  a  stinging  pain  occurring  only  after  micturition, 
statting  from  the  urinary  meatus  and  running  up  into  the  right  side. 
The  urine  continued  bloody  for  the  first  week  of  thb  attack,  ihc  last 
two  or  three  spoonfuls  of  each  dtaclurge  being  bright  Uood  with  threads 
of  yellow  pus.  Of  late,  no  blood  has  been  visible.  He  has  lost  appetite 
and  has  been  ver}'  thirsty,  although  he  has  not  l>cvn  conscious  of  any 
fever.  He  has  lost  about  10  pounds  in  weight.  The  |«iticnt  entered 
the  hospital  with  a  temperature  of  ioa°  F.,  pulse  iio.  After  two  days 
the  (emperalure  subsided  to  ininnal.  Mis  leuk<x:ytcs  were  10,000  at 
cntnnce.  Tlie  abdomen  was  altc^tlier  nomiiil,  but  in  the  right  fbnk 
there  was  a  visiMe  prominence  and  a  palpable,  tender,  dull,  rounded, 
lobulated  mass,  apparently  reireuting  under  llie  ril>8  on  pressure. 

The  urine,  as  at  the  previous  entry,  was  persistently  of  low  gravity, 
imng^  from  ion  to  1014,  and  rather  large  in  amount — from  50  to  70 
ounces  a  day.  The  sediment  was  comjjoscd  almost  entirely  of  pus  in 
moderalc  amounts,  nie  pus  pensi!»1ed  in  his  urine,  and  the  patient  con- 
tinued to  have  consideraMe  pain  in  the  right  flank.  A'-ray  showed  only 
douUful  sliadows  of  a  passible  stone. 

0[>eration,  Dccemlier  J4th.  sliowed  no  stone,  hut  many  pockets  ol 
pus  scattered  throughout  the  kidney,  with  smaller  foci  of  round-cell 
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infiltration  between  them.  'Yhc  kidney  was  enlarged,  and  »t  one  end 
was  fibrous.  Its  pelvis  was  normal.  The  patient  did  well  after  nephrec- 
tomy, 

Diagnosis. — RenaJ  stone;  multiple  abscesses. 

Cass  40 

A  housewife  of  fifty-one  entered  tlie  hospital  August  ii,  1906,  for 
the  third  time.  At  her  first  entry,  in  June,  1S99,  a  diagnosis  of  gall- 
stones had  been  made;  at  the  next  entry,  June,  itjoi,  neumsthenin  was 
ihc  diaKnosis.  Her  attacks  of  illness  between  February,  1899,  and 
December,  1901,  were  very  frequent  and  of  a  similar  character.  There 
was  a  sudden  occurrence  of  pain,  severe  and  cramp-Hki-,  doubling  her  up. 
It  ahvaTO  started  in  the  ri[j;ht  side  of  the  hack,  thence  radiating  to  the 
right  hjnx)chondrium,  but  never  to  the  right  shoulder.  It  would  last 
£roni  two  hogis  to  two  days,  and  was  relicvefl  occasionally  by  household 
remedies,  but  alwaj-s  by  moqihin.  After  relief  there  would  be  no 
recurrence  for  weeks  or  months.  'Hie  pain  was  associated  with  \"omit- 
ing.  but  showed  no  special  tendency  to  occur  at  night.  The  urine  and 
feces  were  normal,  and  there  was  no  fever  witli  the  attacks.  Twice 
sbe  entered  ihe  hosiMtal  for  these  attacks,  but  has  alwa>'s  been  free  from 
pain  while  here.  For  ihc  past  two  and  a  half  wii-ks  she  has  had  an  attack 
erer)-  day,  sometimes  in  the  afternoon,  sometimes  at  night.  Morphin 
bos  been  injected  several  times,  and  she  has  had  moqiliin  jiills  on  )iand. 
Her  bawds  are  moved  daily,  but  she  has  had  no  appetite. 

Her  physical  examination,  including  blood  and  urine,  temperature, 
puUe,  and  respiration,  was  wholly  negative.  On  the  thirteenth,  at  3  a.  u., 
she  began  to  have  sc\ere  pain.  A  rounded  tumor  was  rasily  felt  below 
the  ribs,  in  the  region  of  the  gall-liladdcr,  moving  with  respiration,  and 
easily  mapped  out  by  percussion. 

Discussion. — Colicky  pain  in  the  right  lumbar  region  naturally 
suggests  renal  stone.  In  the  abscncu  of  any  urinary  cKiingi-^,  however, 
an  jc-ray  would  be  necessary  to  confirm  the  diagnosis.  The  account  of 
the  pain  does  not  soimd  like  that  of  lumbago,  which  is  not  promptly 
driven  away  by  morphin,  and  is  rarely  so  severe  as  to  call  (or  its  use, 

,\nothcr  cause  for  the  pain  is  suj^gesled  by  the  rounded  tumor  in  the 
right  hypochondrium.  This  tumor  might  be  connected  with  the  stom- 
ach or  intestine,  but  the  absence  of  gastric  or  intcstiiml  symptoms  be- 
tween the  attacks  of  colic  makes  this  unlikely.  It  seems  more  probable 
that  the  tumor  is  due  to  distention  of  the  gall-bladder,  the  absence  of 
jaundice  bang  due  to  the  fact  that  the  common  duct  is  patent. 

It  is  wdl  to  say  a  word  in  condemnation  of  the  previous  diagnosis 
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cl  ncurmsthenin,  b«sed,  api>arently,  on  the  fact  that  the  patlient  happened 
to  be  in  the  hospital  during  an  inlcTv-al  between  her  severe  attacks. 
Such  a  dia^u^^,  bused  wholly  on  nc^tive  findings,  is  alwa>'8  imjiislit'uxl; 
for  the  patient  it  is  often  adding  insult  to  injury.  It  is  far  better  to  make 
no  diagnous  at  all  and  waich  for  a  rixiim-Dce  of  the  previous  symptoms. 

Outcome. — A'-ray  of  the  renal  region  was  negative.  On  the  fifteenth 
the  abdomen  v,-as  ofkcncd,  and  a  number  of  guU-stones  were  found  in  the 
gall-bladder. 

Diagnosis.— Gall-stones. 

Case  41 

.\  longshorcnun  of  forty-four  with  a  good  family  history  entered  the 
hospital  March  ;,  igo;. 

He  had  used  a  <;uart  of  ale  daily  until  li\'e  weeks  ago.  In  18S3  he 
had  malaria  in  India.  In  1890  he  bad  blocxl-i>oiM>ning  of  the  arm.  and 
was  in  the  Rovti!  Infimiarj',  Iivcri>ool.  hvenly-fivc  ilays. 

Two  years  ago  he  had  "pleurisy,"  and  half  a  gallon  of  fluid  was 
taken  from  his  left  chest. 

March  38,  1906,  he  had  some  ofKration  done  on  his  right  testis,  just 
for  what  cause  he  docs  not  know.  Since  then  he  has  l>een  wdl  until 
fiw  wei'ks  ago.  He  entered  the  hospital  March  7,  igo;,  complaining  of 
constant  pain  across  Ifie  smalt  0/  his  back.  It  has  been  sevwc  for  the 
podt  two  u-eeks,  so  as  to  ])re\'cnt  Vi-ovV,  or  sleep.  For  a  week  he  has  had 
frequent  cramps  in  his  calves,  and  lately  has  been  short  of  breath.  He 
has  lost  14  pounds  in  the  live  weeks. 

Phj'sical  examination  of  the  abdomen  showed  in  the  right  hypochon- 
drium  and  eiugastrium  tno  smooth,  rounded  masses,  fjalpahle  bimao' 
ually,  descending  with  respiration.  (Sec  Figs,  aoand  ai.)  On  inllation  of 
the  stomach  the  masses  appeared  to  be  bdiind  it.  Ph}'3iai]  examination 
was  othcr*-isc  ncRativT,  except  that  the  urine  was  of  lowgravitj' — 1007^ 
ranged  in  amount  from  ;o  to  i  lo  ounces  during  the  week  of  his  stay 
In  the  hospital,  and  contamed  in  its  sediment  a  few  hyaline  and  fine 
granular  casts.    .Y-ray  uf  the  s|Mne  was  ne^tive. 

The  gastric  contents  contained  no  hydrochloric  add  after  a  tcst- 
metl.  The  size  of  the  stomach  was  normal,  and  there  were  no  organic 
adds  or  fasting  contents. 

Discussion. — The  occupation  is  one  of  those  often  associated  with 
lumbago  or  spinal  ostco-arthritis,  but  for  ^jmpie  lumbago  the  pain 
has  been  rather  loo  steady  and  prolonged.  The  question  of  osteo- 
arthritis will  l>e  referred  to  later. 

The  history  of  pleurisy,  together  willi  a  8e\'ere  and  long-standing 
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Fig.  M>.— Oullin?  ml  niauc*  felt  Miin'h  Mb,  Cut?  41.     (Sm  atn  Fig.  11.) 


Hg.   »i. — Oullinc*  ncoiTlciJ   Miireh   ijlh.     Chief  complaint,  lumbal  ptuo.     (See  olio 

Fig.  30.) 
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spinai  pain,  often  points  to  a  spinal  tuberculosis.  It  is  quite  possible, 
also,  that  the  previous  operation  may  have  been  for  tuberculous  epi- 
didymitis. Against  this  diagnosis,  however,  is  the  absence  of  fever  and 
muscular  spasm,  as  well  as  the  negative  avray  examination. 

The  two  latter  facts  are  also  against  the  diagnosis  of  osteo-arthiitis, 
though  this  cannot  possibly  be  excluded. 

We  naturally  desire  to  connect  all  the  symptoms  and  signs  in  the  case 
into  a  mutually  explaining  group,  and  this  brings  us  to  the  consideration 
of  the  abdominal  tumors.  Cystic  kidney  (congenital)  would  produce 
such  a  tumor  and  such  a  urine,  but  as  it  is  invariably  bilateral,  we  should 
expect  to  get  some  evidence  of  a  tumor  in  the  left  hypochondrium. 
Further,  cystic  kidneys  never  cause  pain  in  the  back  of  anything  like  the 
se\erity  here  complained  of. 

Hydronephrosis  would  explain  the  tumor,  and  possibly  the  mine,  but 
would  not  accotmt  for  the  pain. 

Can  the  tumor  be  in  the  stomach,  possibly  with  spinal  or  glandular 
metastases  to  account  for  the  pain?  This  is  su^ested  by  the  absence  of 
hydrochloric  acid  in  the  gastric  contents,  but  it  must  be  remembered  that 
a  similar  lack  of  hydrochloric  acid  has  been  frequently  demonstrated  in 
association  with  malignant  tumors  of  any  organ,  e.  g.,  cancer  of  the 
breast,  as  well  as  in  a  variety  of  debilitated  conditions.  Since  no  gastric 
symptoms  are  complained  of,  and  there  are  no  changes  in  the  size  or 
motility  of  the  stomach,  a  gastric  tumor  seems  unlikely. 

Retroperitoneal  growths  certainly  deserve  consideration.  The 
previous  tumor  of  the  testis  may  well  have  been  sarcoma,  and  if  so,  a 
metastasis  in  the  retroperitoneal  lymph-glands  would  be  very  likely. 
Further  than  this  one  cannot  go  without  exploratory  operation. 

Outcome. — The  abdomen  was  opened  on  March  15th,  and  a  retro- 
peritoneal mass  the  size  of  a  grape-fruit  was  found  behind  the  pylorus. 
It  was  afterward  learned  that  the  tumor  of  the  testis  was  sarcoma. 

Diagnosis. — Retroperitoneal  sarcoma. 

Case  42 

A  medical  student  of  twenty-three  entered  the  hospital  July  18,  1907. 

He  had  typhoid  fever  in  the  Massachusetts  Hospital  in  August  and 
September,  1906.  After  that  he  went  back  to  college  for  the  second 
half-year  in  February,  1907,  taking  his  work  easily,  but  finding  it  hard 
to  concentrate  his  attention,  having  a  good  deal  of  pain  in  the  forehead 
after  studying,  and  needing  to  lie  down  every  afternoon.  On  March 
ist  he  had  an  attack  of  severe  pain  in  the  small  of  his  back;  this  lasted 
five  days,  with  much  stiffness.    Four  weeks  ago  he  had  another  attack. 
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foUowint;  exposure  to  cold  and  wel,  lasting  four  dam  For  the  past 
three  weeks  he  has  been  in  bed  witli  the  same  trouble.  I'en  days  ago 
be  woke  up  in  the  tuj;ht.  doubled  u|>  with  pato,  and  had  to  have  morphia 
to  relieve  it. 

On  physcal  examination  lh«  Itnec-jerks  were  found  to  be  exaggerated. 
KcmiK's  sign  was  marked,  Siid  ankle  clonus  present. 

Temperalure  at  entrance  was  loa*  F.,  pulse,  lao,  but  alter  forty- 
dght  houn  both  pulse  and  Icm]>cratun:  were  nonnal. 

The  white  coimt  was  3300;  uruie  was  negative 

Tlie  spine  was  held  rigidly  in  extreme  lordoMS,  with  well-marked 
spasm  of  the  erector  spinx  group.    The  patient  was  unable  to  stand  or 


Fig.  13,  -  (Than  at  M*r  41. 

to  Mt  erect.  The  hip  motions  were  free  and  normal,  except  that  hj-pcr- 
extcnsion  of  the  right  hip  is  {lainful.  There  is  slight  tenderness  on  i>res- 
»urc  over  the  right  sacroiliac  jtant. 

DinciiuiOB.— .\  rigid,  tender  «pine  following  t>'phoid  fever  and 
aModitcd  with  some  neurotic  sj-mptoms  is  almost  the  tj'pical  picture  of 
post-trphotdal  spinal  aHhritis.  The  diief  objection  to  such  a  diag- 
aom  in  tliis  case  is  Ihe  long  duration  of  the  inlcrv-al  between  the  t>-phoid 
kvtr  and  the  present  symptoms.  Almost  all  cases  nf  "t>'ph(Hd  spine" 
come  on  within  three  months,  while  in  this  case  the  interval  is  almost 
sx  months.  This,  however,  is  by  no  means  convincing  evidence  against 
the  diagnosis. 
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In  the  earlier  editions  of  OsKt's  text-book  this  disease  was  described 
as  a  neurosis  without  anatomic  basis.  The  reason  for  this  belief  is  sug- 
gestcc!  in  the  present  case,  as  in  the  majority  of  all  cases.  Mental  ftymp- 
toms,  of  the  tj-pe  uaiially  referred  to  as  neurotic  (ir  neurasthenic,  consti- 
tute one  of  the  varieties  of  posl-typhoidal  psychosis,  and  may  be  obstinate 
and  long  continued.  Various  types  of  insaiuty  are  ako  met  with  as 
ficqucb:  of  typhoid,  though  nearly  aJl  of  them  recover.  It  is  easy  to  see 
hcnr  mcnlAl  depression,  associated  with  muscular  rekxatiun,  might 
B4xcnt  and  ag^valc  the  symptoms  of  an  otherwise  latent  sijondylitis. 
That  spondylitis  maj'  be  latent  is  proved  by  the  occasional  finding  of 
ripd  spmcs  in  patients  who  have  never  experienced  any  previous  pain, 
and  in  whom  x-ray  demonstrates  osteo-arthritic  lesions. 

Outcome. — Dr.  R.  B.  Osgood  saw  the  case  in  consultation,  and  con- 
sidered it  a  typhoidal  arthritis  of  tlie  lower  spine  and  sacro-iliac  joints. 

On  the  twenty-third  a  plaster  jacket  was  applied,  with  complete 
relief  to  the  {Hiin  in  the  back.  The  i>aticnt  had  a  g^*^  deal  nf  vomiting, 
and  for  some  days  took  nothing  but  cracked  ice  by  mouth.  At  this  time 
the  urine  showed  a  trace  of  albumin,  with  hyaline,  granular,  and  epithelial 
casts  in  small  numbers. 

The  Widal  reaction  was  positi%'e. 

The  second  week  of  his  stay  in  the  hospital  he  had  a  rise  in  tem- 
perature (sec  accomiwnying  chart)  lasting  five  days.  The  patient  was 
very  h)'sterical,  and  a  false  chart  hung  at  the  head  of  his  bed  had  a 
salutary  effect.  After  the  application  of  his  plaster  jacket  he  had  no 
pain.  On  t!ie  eighth  of  .August  he  was  able  to  sit  up  in  a  chair.  On  the 
fourteenth  he  was  discharged,  much  relieved.  On  the  twenty-sixth  of 
August  he  reported  tliat  he  bad  been  \valking  as  much  as  twice  a  day 
without  pain.  He  was  still  hyjiochondriacal  and  introspective,  but  was 
otherwise  well. 

Diagnosis. — ^Typhoidal  spondylitis. 

Case  43 

A  Jewish  housemaid  of  twenty,  with  a  good  family  historj-  and  past 
history,  entered  the  hospital  Ssplcmbcr  a,  1907.  She  said  that /or  two 
yean  she  had  had  a  steady  and  rather  severe  pain  in  the  intali  of  Ore  back. 
At  the  beginning  of  this-pcriod  she  ^vas  in  bed  for  three  months,  after 
which  she  was  able  to  work,  although  her  back  was  stiff  and  her  trunk 
bent  toward  the  right.  Last  winter  she  had  for  several  weeks  a  painful 
cough,  without  expectoration;  she  had  no  fever  at  any  time.  Although 
in  constant  pain,  she  has  worked  until  three  da>'s  ago. 

There  was  no  fever.    Examination  of  the  chest  and  abdomen. 
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blood,  and  urine  was  negative.  The  Ivil  knoe-jerk  was  considerably 
livelier  than  [he  right.    The  spinal  muscles  were  rigid. 

Diicusstoa. — The  most  iniport&nt  fact  about  this  particular  case  of 
lumbar  pain  ts  that  it  luis  Usied  far  longer  than  any  other  hitherto 
described.  Such  jirolongcd  sulTcring  suggests  cither  some  member  of 
the  "pressure  group"  (ancurvsm,  tiiberciilo&is,  or  neoplasm),  or  a  func- 
tional Qeurwi:^;  no  general  infection,  no  form  of  renal  disease,  and  none 
of  (he  orthopedic  group  of  diseases  woidd  last  so  steadily  and  so  long. 

A  functional  neurosis  is  not  likely  in  it  girl  who  keeps  steadily  at 
work,  although  in  constant  pain.  I1ic  difference  in  the  knee-jerks  is 
also  decidedly  agiun^u  Ihisdiagnons.  The  jMtient  is  rather  >-oiing  either 
for  neofilasm  or  for  aneurj-sm.  The  muscular  rigidity,  the  long  duration 
of  the  pain,  and  the  history  of  a  previous  cough  supjwrt  tlic  wispicion 
of  tuberculosis. 

Outcome.— Just  below  the  lewl  ot  the  twelfth  rib  a  knuckle  the  sum; 
of  a  small  apple  was  later  made  out;  it  was  very  tender  and  hard,  not 
red  or  liot.  The  patient  was  then  in  exquisite  pain,  but  on  the  applica- 
tion' of  a  plaster  jacket  was  greatly  relieved. 

Diagnoilt.— Spinal  tuberculosis. 

V  Caae  44 

A  married  woman  of  fifty  entered  the  hospital  October  10,  1907. 
Her  family  histor}'  was  good.  She  passed  the  menopause  one  year  ago. 
Her  menstruation  has  always  been  irregular,  [trofusc,  and  painful.  She 
has  had  no  chiklren  and  no  miscarriages.  In  childhood  ^c  had  rheuma- 
tism, typhoid  fe>'cr,  and  abscesses  on  the  forearm.  For  the  |iast  fifteen 
years  she  has  had  stomach  trouble,  symptoms  consisting  of  lack  of  ap- 
petite, distress  after  eating,  and  constipation.  For  the  jxist  two  months 
she  has  had  frequent  severe  pains  in  the  Itack,  chcftt,  neck,  and  legs;  also 
occigiital  headache,  "pins  and  needles"  in  the  legs,  noises  m  the  head. 
buuit^  in  the  cars,  palpitation  of  the  heart,  insomnia,  and  great  ner- 
VDUSneas.  Examination  of  the  throat  showed  a  linear  a|)erture  three- 
quarter  inch  long  in  the  soft  palate  in  the  median  line. 

There  was  anterioi  bowing  of  both  shin  bones,  with  roughening  of 
Ibeir  front  surfaces,  and  three  Uirge  white  scars;  also  two  or  three  deep 
scars  on  the  extensor  suKscr  of  the  left  forearm.  SfMnal  nwtions  were 
limited  in  all  directions,  but  the  i«ain  was  greally  relieved  by  strapping 
and  rest.  Dr.  E.  G.  Biackctl  examined  the  spine  and  considered  the 
trouble  an  acute  infectious  ost co-arthritis. 

Discussion. — In  any  patient  who  has  such  a  multitude  and  ™ricty 
of  symptoms  as  this  we  tuturally  suspect  a  psychoncuro»s,  especially 
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as  the  menopause  has  recently  occurred.  There  are  a  number  of  data, 
however,  brought  out  by  the  physical  examinatiou,  which  point  in 
another  direction.  The  hole  in  the  soft  palate  is  almost  pathognomonic 
of  old  syphilb,  especially  when  taken  in  connection  with  the  scars  on 
the  extremities  and  the  roughening  and  the  prominence  of  the  shin 
bone. 

There  is  no  reasonable  doubt,  then,  that  this  patient  has  suffered 
from  syphilitic  infection.  The  question  remains  whether  this  can  ex- 
plam  her  present  complaints.  That  syphilis  may  attack  the  spinal 
colunm  has  been  satisfactorily  demonstrated  by  a;-ray  evidence.  At  the 
same  time,  it  is  quite  possible  that  her  present  troubles  may  be  due  to  an 
acute  infectious  process  of  some  other  origin,  or  to  purely  functional 
derangements.  Only  by  further  observation  and  by  noting  the  effects 
of  treatment  can  the  diagnosis  be  definitely  established. 

Outcome. — The  patient  was  also  given  sodium  salicylate,  lo  grains 
every  hour,  until  toxic.  Citrate  of  potash,  45  grains  four  times  a  day, 
until  the  urine  became  alkaline.  Later,  iodid  of  potash,  15  grains 
three  times  a  day,  increasing  10  grains  daily,  when  the  other  drugs 
were  omitted. 

Diagnosis. — Old  syphilis;  acute  spondylitis. 

Caae  45 

An  Italian  fruit-dealer  of  twenty-three  is  in  the  habit  of  carrjdng 
heavy  loads,  and  thinks  he  has  strained  his  back.  He  has  never  been 
sick  otherwise,  and  has  good  habits  and  a  good  family  history.  He  was 
first  seen  August  16,  1907.  For  five  years  he  has  had  attacks  of  pain  in 
the  right  side  of  his  back  almost  every  day.  The  pain  is  sharp,  and  he 
says  it  feels  as  if  something  was  "rolling  over"  in  his  back.  Six  days 
ago  the  pain  lasted  all  day.  It  never  radiates  to  any  other  point,  and 
has  not  often  kept  him  awake.     It  does  not  hurt  him  to  stoop. 

Physical  examination  was  entirely  negative,  except  for  the  presence  of 
numerous  musical  rMes,  with  slightly  prolonged  expiration  throughout 
both  chests. 

Discassion. — Muscular  strain  or  lumbago  is  our  first  thought  in  this 
case;  it  was  the  patient's  own  explanation  of  his  troubles.  The  long 
duration  and  paroxysmal  occurrence  of  the  symptom,  however,  and  its 
independence  of  stooping,  make  this  idea  impossible.  Any  lumbar  pam 
that  lasts  so  long  suggests  one  of  the  pressure  group  of  causes,  but 
physical  examination  does  not  bear  this  out.  The  pain  should  be  steadier 
and  less  intermittent  were  it  due  to  pressure.  The  same  considerations, 
together  with  the  absence  of  radiation  or  night  attacks,  tend  to  exclude 
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osleo-ulhritis  and  sacro-iliac  disease.  The  abBcncc  of  local  tendemcaa 
and  urinary  changes  mililates  against  the  idea  of  renal  disease. 

Vertebral  tuberculosis  was  suggested  by  tlw  prominence  of  certain 
vcrtel^nil  Sfiincs,  and  by  the  doubtful  phencHnena  in  the  lungs.  The 
absence  of  any  muscular  spasm  or  tenderness  makes  this  more  unllkdy, 
but  AT-ray  should  be  taken  in  confirmation.  On  the  whole,  from  the 
paroxj-smal  nature  of  the  attack,  some  renal  lesion  seems  (he  most 
likely. 

Outcoma.— Aug.  t9tb  there  was  no  muscular  spasm  or  tenderness 
about  the  8)>ine  or  sacro-iliac  joints,  hut  he  could  not  Iwnd  to  the  left  as 
well  as  to  the  right.  The  vertebral  sjiincs  from  the  eighth  to  the  twelfth 
doml  were  slightly  more  prominent  than  their  neighbors.  There  were 
slight  proloagation  of  expiration  and  a  shade  of  duUicss  at  the  right  apex. 
Numerous  musical  rJVlcs  were  scattered  through  both  dicsts.  There  was 
no  fever.    Blood  and  urine  were  still  normaJ. 

Phj-sical  ejiamtnation  was  otherwise  nef^ti\'e.  The  patient  ""na 
tree  from  pain  and  said  he  felt  perfectly  wdl.  ,Y-ray  showed  a  stone 
in  the  right  kidney.  Operation  on  the  twcnty-fourtli  verified  this 
diagnosis. 

DUfffoiiB. — Renal  stone. 

K  Cue  46 

A  housewife  of  twenty-three  was  first  seen  December  29,  1907. 
For  three  months  she  has  l>cen  having  [lain  in  the  left  side  of  her  back, 
worse  at  the  menstrual  period,  and  accompanied  by  constipation  and 
general  weakness.  She  has  kept  at  work  imtil  two  days  ago.  Family 
bistoiy,  past  history,  and  habits  arc  good,  lite  ph)-«atl  examination 
Is  nc^tivc  in  :l11  rvspccts. 

Discussion.— The  chronicity  and  steadiness  of  the  pain  are  like 
those  often  seen  in  s^nnul  tuberculosis,  and  this  disease  can  only  br 
poutivdy  excluded  by  x-ray  examination  and  by  the  course  of  tlie  case, 
though  it  is  made  unlikely  by  the  absence  of  muscular  spasm  of  fever 
and  of  local  tenderness  or  prominence. 

Kidney  lesions  cause  unilateral  ]mn  like  that  here  described,  but 
(here  b  no  further  evidence  to  support  any  s\tcli  hypothecs. 

The  orthopedic  group  of  lesions  is  excluded  by  the  mobility  of  the 
spine  and  the  ab^ncc  of  local  tenderness. 

Since  there  is  no  fever,  \ve  have  no  good  reason  to  suspect  any  infec- 
tious dtseasc. 

If  the  jf-ray  proves  negative,  the  case  must  be  treated  as  00c  of  func- 
tional psin,  while  we  await  further  developments. 
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Outcome. — After  a.  week's  rest  m  bed  wjlh  Gernun  powder  as  a 
lauati^'e  the  patient's  symptoms  were  cniia-ly  relieved,  and  as  the  «-ray 
was  wholly  negative,  she  was  allowed  to  resume  wxirk. 

Diaeoosis. — Dcbihiy. 

Case  47 

A  Uacksmith  of  thirty-one  was  seen  July  ai,  1906.  Sewn  dare  ago 
be  b^on  suddenly  to  have  sharp  sla  bbtng  pains  in  the  lower  part  of  both 
chests  and  on  both  »des  of  his  back,  and  was  unable  to  take  a  deep 
breath  on  account  of  the  pain.  Tlircc  (Jays  ago  he  gave  up  his  work. 
Two  days  ago  he  went  to  lied.  He  has  felt  feverish,  especially  at  lugbt; 
for  the  last  two  daj-s  has  had  general  headache  and  has  slept  poorly. 
Just  before  the  onset  of  the  present  illness  a  horse  had  thrown  him  heavily 
against  a  building.  He  had  a  negative  past  history'  and  family  history 
aod  good  habits. 

On  ph)'sical  examination  the  pupils  were  found  to  be  eciual  and  to 
react  normally.  The  clicst  showed  nothing  abnormal,  The  abdomen 
was  full  and  rather  rigid,  but  showed  nothing  elftc  of  interest.  The 
SfdecD  was  not  [lalpablc.  Flexing  the  neck  caused  pain  in  the  back,  but 
there  was  no  rigidity  of  the  neck  muscles  and  no  Kemig  sign. 

The  white  cells  were  5200.  Stained  specimen  negative,  Widal 
nactioo  and  blood  culture  ncgatiw.    Tlic  urine  was  normal. 

The  temperature  ranged  between  102.5*  ^'^^  'OS-S**  ^-  ^°'^  *^"  days, 
the  pulse  gradually  rising  from  100  to  iso,  the  respiration  most  of  the 
time  ranging  between  40  and  50  to  the  minute.  The  abdomen  became 
more  distended,  and  on  the  Iwenty-fourth  the  {xitient  deveIo]>ed  delirium 
and  tremor.  On  the  twenty-sixth  his  neck  was  found  to  be  entirely 
rigid,  though  rotation  w^s  ix)ssiblc  without  pain. 

Discussion. — ^The  onset  of  the  present  symptoms  immediately 
after  an  accident  makes  it  natural  ihul  we  should  attempt  to  connect 
them  with  some  injur\'  then  sustained,  but  the  negative  nsceral  exam- 
joalioD  and  the  presence  of  continued  fever  make  it  jifobable  that 
Ihe  accident  had  nothing  to  do  with  the  case. 

I  have  known  tertian  malaria  to  bqpn  exactly  in  this  way,  with  sharp 
stabbing  pain  in  the  loxver  i»art  of  botli  chests,  but  in  that  case  the  char- 
acteristic course  of  the  fe\er,  with  remissions  on  allemate  days,  quickly 
ted  mc  to  examine  the  bkxxl  and  to  demonstmlc  malarial  parasites.  In 
the  present  case  the  temperature  curves  and  the  results  of  blood  examina- 
tion enable  us  to  exclude  malaria. 

With  the  rapid  onset  of  thoracic  pain,  fever,  headache,  and  acceler- 
ated rcspinttion  we  should  consider  pneumonia,  which  may  be  present 
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even  without  demonstrable  ^^s  in  the  chest  and  without  Icukocytoas. 
Within  a  (cw  days,  however,  n:]K-atcd  and  puinstuking  examinatioiu  of 
tlie  lungs  usually  dcmonfitratc  some  evidence  of  solidilicatjon,  even 
when  cough  and  sputiun  are  absent.  No  such  ^gns  develojied  in  Uiis 
ose. 

Typhoid  (ever  was  the  diagnosis  made  during  the  first  five  da>-s  of 
the  {laticnl's  illnc»^  and  in  tlie  absence  of  all  ])h)-sical  »tgn»,  with  con* 
tinued  fever  and  low  white  count,  this  was  probalily  as  good  a  guess  as 
we  could  eii>ect  to  make.  With  the  appearance  of  stiffeninK  of  the  neck 
oa  the  twcnty-simh  of  July  the  diagnosis  was  promptly  cliangcd  to 
mrningitis,  though  the  condition  known  as  mcningismus  complicating 
typhoid  was  also  a  possibility;  indeed,  between  mcnin^lis  and  menin- 
gismus — i.  e.,  lietwevn  cerebral  cimgcstion  and  actual  exudation  of  the 
pus-formation — we  liave  no  certain  way  of  (li>tingui»hing. 
'  Oulcome.—  Kcmig's  sign  and  leukocylneis  appeared  next  day,  and 
the  delirium  ccuscd,  though  a  low  muttering  and  twitching  of  the  arms 
continued.  Lumbar  puncture  vvas  tried  on  tlie  twenty-seventh,  but 
DO  fluid  was  obtained. 

Throughout,  the  patient's  behavior  was  strikingly  like  that  seen  in 
typhoid.     Death  occurred  on  the  second  of  .\ugust. 

Autopsy  showeil  acuU  purulent  UptomeningUh;  septicemia  (»trep- 
loroccus  pyogenes);  hypcitrophy  and  dilatation  of  heart;  septic  hypcr- 
plaua  of  the  spleen;  ol)]itcrated  extra  ureter  on  tlie  left  side;  fatty  meta- 
morphosis of  the  liver;  librous  cord  from  umbilicus  to  the  mesentery. 

Case  48 

An  unmarried  seamstress  of  nineteen  entered  the  hospital  Januai7 
25,  190S.  'I'hc  ^r\  had  ne%'cr  Ixx-n  sick  until  a  fe^v  dart's  ago,  when  she 
began  to  Itave  pain  in  the  simiUo/t/u  back,  relieved  by  lying  down,  a  good 
many  headaches,  and  an  occasional  \x)mtting  s[)ell.  There  was  no 
costo\-ertet)nd  tenderness:  the  urine  was  negative.  'Ilic  spine  was  nor- 
mally flexible  without  i>ain,  and  no  tenderness  in  the  sacro-iliac  joints 
could  Iw  elicilated  by  any  maneuver.  Fc^vr  was  abs«nt.  The  cata- 
menia  had  been  absent  for  three  months. 

Vaginal  examination  showed  a  mass  the  sixe  of  a  horse  chestnut, 
reddened  and  t-roded,  protruding  slightly  from  the  vuh'a,  but  redudble. 
In  the  posterior  culdesac  was  a  mass  the  sixe  of  a  large  apple,  not  at  all 
mo\'ablc,  apparently  in  the  back  of  the  uterus.  There  was  milk  in  the 
breasts,  and  the  areolae  were  darkly  jngmented.  Under  light  ether 
anesthesia  it  was  easily  possible  to  free  the  fundus  from  the  sacrum 
and  to  put  the  whole  ot^ui  into  normal  jwHition.    Kxamination  then 
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showed  a  normal  uterus  enlarged  about  the  size  of  a  three  and  a  half 
months'  pregnancy  with  a  very  soft,  patulous  cervix. 

Discassios. — In  the  absence  of  all  the  causes  of  lumbar  pain  hereto- 
fore discussed,  and  in  view  of  the  amenorrhea,  a  pelvic  examination  was 
obviously  indicated.  The  only  remaining  question  is  whether  the 
symptoms  are  likely  to  have  been  due  to  the  condition  of  the  uterus. 
The  ailatomic  position  of  the  displaced  and  enlarged  organ  as  here 
described  seems  to  me  to  put  it  in  a  different  category  from  any  of  the 
minor  pelvic  disorders  to  which  I  have  previously  referred  as  unlikely 
of  themselves  to  cause  lumbar  pain.  The  question  seems  to  me  solved 
in  aU  reasonable  probability  by  the — 

Outcome. — The  patient  was  entirely  relieved  by  these  procedures. 

DiagnOBiB. — Prolapsed,  retroverted,  incarcerated,  pregnant  uterus. 

Case  49 

A  Rus^n  housewife,  twenty-eight  years  old,  entered  the  hospital 
December  10,  1908,  complaining  of  sharp  pain  in  the  back  and  on  both 
sides  of  the  chest  below  the  ribs,  which  has  lasted  a  week.  She  has 
also  had  a  cough  for  the  past  three  weeks.  She  is  eight  months'  preg- 
nant At  entrance  her  temperature  is  101°  F.;  pulse,  125;  respiration, 
33.  She  is  slightly  cyanotic.  The  heart's  apex  is  in  the  fifth  interspace, 
anterior  axillary  line,  14  cm.  to  the  left  of  midstemum.  A  harsh  systolic 
murmur  is  heard  at  the  apex  and  in  the  axilla.  The  pulmonic  second 
soimd  is  accentuated.  The  superficial  veins  over  the  chest  are  very 
prominent.  Near  the  junction  of  the  second  rib  with  the  sternum  on 
each  side  are  seen  tortuous  arteries  which  pulsate  visibly.  In  the  lower 
left  axilla  there  is  flatness,  absence  of  breath-sounds,  and  fine  crackling 
sounds.  (See  Fig.  24.)  The  abdomen  is  distended  as  by  a  pregnant 
uterus.  A  fetal  heart  is  heard  in  the  left  lower  quadrant;  rate,  148. 
The  pain  in  the  back  is  intermittent. 

DiBCUBsion. — Only  one  question  need  be  seriously  considered  in 
this  case.  Is  the  pain  due  to  an  infectious  disease  or  to  the  contractions 
of  a  pregnant  uterus? 

Infection  is  suggested  by  the  fever,  the  three  weeks'  cough,  and  the 
signs  in  the  left  lower  axilla,  which  are  quite  consistent  with  a  pleurisy. 

On  the  other  hand,  the  intermittence  of  the  pain  is  what  we  should 
expect  if  it  coincided  with  uterine  contractions.  The  next  thing  to  do, 
then,  is  to  watch  the  patient  continuously  with  the  hand  over  the  uterus, 
and  see  whether  the  pains  coincide  with  the  uterine  movements.  In  a 
somewhat  similar  case,  occurring  in  a  young,  neurotic  Jewess  six  and  a 
half  months  pregnant,  and  suffering  also  from  a  moderately  advanced 
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tuberculous  process  in  the  lung,  I  stood  by  th«  patient,  vrith  my  hand 
upon  the  abdomen,  until  I  con\-mced  mj'scif  that  ihc  lumbar  jjain  wus 
dciwndenl  upon  her  restless  movements  and  not  ugxin  uterine  contrac- 
tions. In  this  latter  case  the  patient  went  on  to  fuU  term,  thou^  ihc 
IuUtcuIous  process  dc%x'lopcd  ominously. 

OutcoiDfl. — On  observation  the  pain  was  soon  determined  to  coincide 
with  uterine  contractions.  On  December  i3lh  she  ^vc  Inrth  to  a 
se^'en-and-a-half-pound  boy. 

Ditgnosis.— Parturition. 


Ca6«  49a 

Called  May  gth.  iqi  i  ,  to  a  girl  eight  years  of  age.  who  complained 
of  »e\'ere  pain  in  back  and  thighs,  with  difliculty  in  walking.  The 
father  b  addicted  to  the  too  liberal  use  of  intoxicant!>,  but  is  otherwise 
in  good  health.  Mother  in  good  health.  The  palieol  is  the  third 
child  in  a  family  of  seven  children,  all  li\'ing  and  well.  On  questioning, 
it  appeared  that  two  days  before,  while  playing  at  school,  she  was 
thrown  down  a  bank;  she  thinks  that  the  vertebrae  in  the  dorsal  region 
struck  a  stone.  No  histor>'  of  any  pre\'ious  illness  or  injury  could  be 
obtained.  She  had  pain  in  the  back  during  the  forenoon  of  the  injury, 
and  while  walking  home  at  noon  she  lay  down  beside  the  road  for 
some  time  bei'ause  of  the  pain  in  back  and  legs,  and  the  consequent 
ditTtculty  in  walkini;.  She  felt  unable  to  return  to  school  in  the  after- 
noon, but  went  as  usual  the  next  day. 

On  the  third  day  she  was  seen  by  a  ph>'sician.  The  brows  were 
then  contracted,  the  eyebrows  raised  at  their  inner  ends,  and  the 
muscles  of  the  face  rigid.  There  was  stiffness  of  the  back  and  legs. 
When  she  vtas  tume<)  on  her  side  the  legs  would  remain  separated, 
with  no  sui^rt  for  the  upper  one  except  the  tonic  spasm  of  the 
muscles.  The  hands  were  rigidly  flexed  at  the  metacarix»plud.TngeaI 
joint.  There  was  no  anesthesia.  No  signs  of  injury  along  the  spine 
or  elsewhere  on  the  body  were  found  on  casual  examination.  At 
this  time  a  consultant  saw  the  case  and  was  unable  to  decide  be- 
tween myelitis  and  meningeal  hemorrhage. 

Next  morning  there  was  a  general  muscukr  tonic  spasm,  lasting 
one  or  two  minulc^s,  with  involuntary  micturition  and  defecation. 
The  mind  was  perfectly  clear.  This  condition  continunl  for  about 
twelve  days,  the  temperature  varying  from  ioo°  to  loi*  F..  with  several 
tonic  convulsions  daily.  The  jaws  were  not  tightly  closed,  but  would 
not  open  over  a  third  of  an  inch.  The  respirations  were  "grunting" 
in  character,  and  during  the  spasms  there  was  marked  cyanosis.    Xo 
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cough.  The  patellar  reflexes  were  present  at  the  time  of  the  first 
examination,  but  were  not  tried  for  after  that.  Physical  examina- 
tion {including  the  urine)  was  otherwise  negative. 

Discussion. — In  view  of  the  history  of  trauma  to  the  spine, 
one  thinks  first  of  some  abnormal  pressure  upon  the  cord,  perhaps  a 
hemorrhage.  But  with  hemorrhage  into  the  cord  one  would  expect 
a  more  definite  localization  of  the  symptoms  below  the  level  of  trau- 
matism. The  muscles  of  the  face  would  not  be  affected  as  they  are 
here.  Paroxysmal  and  general  tonic  spasm  is  also  uncharacteristic 
of  hemorrhage  into  the  cord.  Fracture  of  the  spine  seems  to  be 
excluded  by  the  physical  examination  and  by  the  free  power  of 
locomotion. 

In  view  of  the  presence  of  fever,  pain,  and  muscular  weakness, 
with  relaxation  of  the  sphincters,  acute  myelitis  or  poliomyelitis  might 
be  considered.  The  latter  is  easily  excluded  by  the  absence  of  definite 
paralysis  and  the  very  widespread  tonic  spasm.  In  transverse  mye- 
litis or  diffuse  inflammation  of  the  cord,  anesthesia  or  other  sensory 
symptoms  are  almost  always  present,  and  convulsions  with  involve- 
ment of  the  face  are,  so  far  as  I  know,  unknown. 

The  muscular  spasms  present  in  this  case  have  something  in  com- 
mon with  those  seen  in  poisoning  by  strychnin,  which  may  have  been 
taken  accidentally  or  with  suicidal  intent.  Continued  fever,  however, 
is  not  usually  present  in  strychnin-poisoning.  The  face  is  not  often 
involved  and  the  sphincters  are  rarely  relaxed.  No  strychnin  was 
found  in  the  house,  and  none  had  been  given  therapeutically. 

Uremia  may  be  ruled  out  by  the  absence  of  changes  m  the  heart 
and  blood-pressure,  and  the  negative  urinary  examination. 

Epileptic  convulsions  may  occur,  as  in  this  case,  without  loss  of 
consciousness,  but  so  far  as  I  know  they  almost  always  include  clonic 
as  well  as  tonic  spasms,  whereas  in  this  case  clonic  motions  were  alto- 
gether absent.  Continuous  fever  without  loss  of  consciousness  is  also 
rare  in  epilepsy. 

Hysteria  may  produce  tonic  spasm  not  unlike  that  here  described, 
but  is  practically  never  associated  with  continued  fever  nor  with 
involuntary  micturition  and  defecation. 

A  rigidly  resistant  condition  of  all  the  muscles  is  sometimes  seen 
as  a  feature  of  the  negativism  in  dementia  priecox,  but  this  disease  can 
here  be  ruled  out  by  the  great  suddenness  of  this  patient's  attack 
without  any  accompanying  or  preceding  mental  abnormalities,  and 
by  the  presence  of  continuous  fever  and  relaxed  sphincters. 

With  the  exclusion  of  all  these  possibilities  one  naturally  comes 
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to  ask  one's  self  what  infectious  disease  can  produce  fever  like  that 
here  present,  associated  with  widespread  muscular  tonic  spasm. 
Obviously  tetanus  is  such  a  disease,  but  we  have  no  history  of  any 
wound  or  injury  whereby  the  bacillus  of  tetanus  could  have  been 
inlroduced.  There  has  been  no  subcutaneous  injection  of  any  sub- 
stance which  could  contain  the  tetanus  bacillus  as  an  impurity  (e.  g., 
diphtheria  antitoxin,  gelalin).  Nevertheless  cases  are  on  record  in 
which  it  was  not  possible  to  discover  the  portal  of  entsy  for  the  bacil* 
lus.  thouf^h  such  a  portal  had  to  beassumed,sinoe  the  bacillus  was  later 
isolated  from  the  tissues.  It  is  not  generally  believed  that  infection 
can  enter  through  the  gastro-inteslinal  tract.  On  the  whole,  tetanus 
is  the  best  choice  among  available  alternatives. 

Outcome. — After  the  diugno^^iis  of  tetanus  had  been  decided 
upon  and  tetanus  antitoxin  administered,  repeated  and  prolonged 
inquiries  were  again  instituted  regarding  any  previous  injury,  and  it 
was  learned  that  two  weeks  before  ihc  onset  of  s>Tnptonis  there  had 
been  an  abrat^on  of  the  knee  from  the  edge  of  a  rough  board;  a  sliver 
had  been  removed  and  the  wound  had  healed.  A  closer  examina- 
tion of  the  knee  was  accordingly  made;  it  revealed  a  small  bluish 
area  on  the  Inner  side  of  the  right  knee.  i>o«Ierior  to  the  hamstring 
and  superficially  healed  except  for  one  small  spot  from  which  a  drop 
of  pus  could  be  expressed.  This  area  was  incised  and  curetted  and 
a  further  sliver  of  wood  about  one-third  of  an  inch  in  length  was 
thus  found  and  removed.  The  wound  was  swabbed  out  with  iodin 
and  a  second  injection  of  antitoxin  administered.  No  cultures  were 
made.  On  the  fifteenth  day  of  the  illness  the  i>atient  was  convales- 
cent, and  twenty-four  days  from  the  onset  was  well.  There  had  been 
marked  loss  of  tlesh  and  a  dKidcdIy  round-shouldered  condition  of 
the  upper  spine  pcrstste«l;  also  occasional  muscular  pains. 

Diagnosis.— Tetanus. 


LUMBAR   PAIN 


127 


CD 


It 


CHAPTER    IV 
GENERAL  ABDOMINAL  PAIN 

The  diagnosis  of  the  causes  of  abdominal  pain  is  one  of  Ibc  most 
unsatisfactory,  as  well  as  one  of  the  mo«l  important,  in  medicine; 
unsitiftfaciory,  because  our  methods  of  cxaminalion  arc  bo  inadequate. 
The  chest,  the  crjnium,  und  the  exircmiiii-s  pn-scnt  far  less  difficulty, 
partly  because  their  diseases  are  more  acarssiUc  to  direct  inspection, 
partly  because  (in  relation  to  thoracic  disease)  we  bAve  develojied  the 
Icclinic  of  auwultation.  pcrcus^on,  and  a'-ray  otatninalion  to  a  point 
quite  out  of  the  quesiion  in  dealing  with  tJie  bdly.  Our  mrtliods  U 
investigating  the  abdomen  are  rough  and  primitive  compared  to  tbosa 
for  the  study  of  the  chcsL 

.\si(le  from  the  inrormation  obtained  by  study  of  the  urine,  blood, 
gastric  and  inlntinal  contents,  prBClioUly  all  our  knowledge  depends 
upon  palpation  and  a  good  history  of  the  c-ise.  The  latter  ts  of  crucial 
importance  in  this  diagnosis  o(  gall-stones,  pcitlic  ula-r,  gastric  cancer, 
colica  mucosa,  and  many  other  common  iliscoses.  Palpation  b  malc- 
riolly  assisted  by  immersing  the  patient  in  a  bath  us  hot  as  he  can  bear. 
In  some  cases  the  procedure  gives  us  almost  as  complete  a  rcbxalioa 
of  the  belly  walls  as  can  be  obtained  under  ancsth<.-sia.  It  should  be 
employed  in  all  dubious  abdominal  cas«s  (qui-stioniibk  ttimors,  unex- 
plained pains,  etc.),  especially  if  spasm  of  the  muscles  makes  ordinary 
palpation  dilBculL" 

Further  reference  will  be  made  at  the  end  of  this  chapter  to  another 
obstacle  to  correct  abdominal  diagnosis;  namely,  the  tendency  of  local 
lesions  to  produce  generalized  pain,  and  of  generali/cd  lesions  to  pro- 
duce locali2ed  pain.  These  obscure  radiations  often  deceive  cvtn  the 
czfwrt. 

Case  50 

A  clerk  of  thirty-nine,  of  good  family  history  and  habits,  entered  the 
hospital  Januar)-  31,  1907.  He  had  rheumatic  fever  eight  years  agOi 
Three  and  one-half  years  ago  he  was  doubled  up  by  an  attack  of 
pain  and  aching  all  over  his  bowels.  He  was  seen  in  the  Brockton 
Hoftpilal  by  Dr.  Daniel  F.  Jones,  who  said  it  was  not  appen<ltritis. 
Since  this  attack  he  has  been  well  up  to  three  weeks  ago,  when,  after 
lifting,  he  had  a  stitch  in  his  back,  could  not  straighten  up,  and  had  to 
■  WoMCB  can  bt  protected  b>-  making  the  water  opMiuc  with  •cwpwd*. 
isi 
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Among  Ihe  rarer  caas«!i  are  many  varieties  of  abdominal  tumor  (which  usually  pro- 
duce lixal  rather  than  generalized  pain),  malaria  (especially  in  children),  and  spinal  luber- 
cnlosis. 
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Stop  work.  The  pain  in  his  back  was  eased  by  lying  do\vn,  and  has  not 
recurred.  His  bowels  have  since  been  very  costive;  hence  after  taking 
laxatives  without  result  he  took  two  injections,  which  caused  cramps  in 
the  abdomen  so  severe  that  he  "almost  went  crazy."  The  doctor  came, 
gave  him  spme  "  dope,"  and  explained  that  he  had  appendicitis  or  gall- 
stones. He  is  very  nervous  and  sleeps  poorly.  He  has  sometimes  a 
vOTacious  appetite. 

Physical  examination  showed  good  nutrition  and  slight  pallor.  Tem- 
perature, pulse,  urine,  and  blood  normal.  The  patient  was  a  cribber. 
Physical  examination  was  entirely  negative,  except  for  slight  tenderness 
in  both  iliac  fossae.  There  was  considerable  mucus  in  the  feces,  bind- 
ing the  whole  stool  together  into  a  single  tenacious  mass,  like  sputum. 
The  patient  was  very  much  afraid  of  appendicitis,  and  complained  fre- 
quently of  terrible  pain  relieved  by  cooking  soda.  Guaiac  test  persist- 
ently negative. 

Discussion. — Appendicitis  is  and  should  be  our  lirst  thought  in  any 
case  beginning  with  such  symptoms,  but  the  suspicion  is  shown  to  be 
groundless  by  the  absence  of  elevation  of  the  pulse,  temperature,  or 
leukocyte  count,  and  by  the  fact  that  there  is  no  tenderness  or  spasm 
in  the  appendix  region^ 

InSammation  of  the  gall-bladder  is  ruled  out  for  similar  reasons. 

Lead  colic  is  consistent  with  all  the  symptoms  here  mentioned,  but 
no  such  diagnosis  can  be  made  in  the  absence  of  all  other  evidence  that 
lead  is  in  the  system  (lead-line,  stippled  red  corpuscles,  occupation  in- 
volving lead). 

Pain  relieved  by  cooking  soda  is  often  the  result  of  duodenal  ulcer, 
a  disease  always  to  be  thought  of  in  patients  with  acute  abdominal 
symptoms.  The  history  and  the  physical  examination,  however,  offer 
no  confirmatory  evidence.  No  blood  has  apparently  been  discharged, 
either  by  the  mouth  or  by  the  bowels,  and  we  have  not  the  usual  history 
of  long-standing  digestive  disturbance.  Mucous  colitis  or  coUca  mu- 
cosa is  a  diagnosis  consistent  with  all  the  symptoms  here  described. 
The  chronic  constipation,  the  suggestion  of  a  neurotic  constitution, 
the  occasional  attacks  of  severe  abdominal  pain,  and  the  presence  of  a 
large  amount  of  mucus  in  the  stools  passed  soon  after  such  pain  com- 
plete a  typical  picture  of  this  disease. 

Three  groups  of  cases  are  often  met  in  practice: 

(i)  Those  with  much  nervousness,  some  pain,  and  some  mucus. 
(2)  Those  of  much  pain,  some  nervousness,  and  some  mucus.  (3) 
Those  of  much  mucus,  some  nervousness,  and  some  pain. 

In  all  three  groups  constipation  is  the  underlying  factor.     Treat- 
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ment  must  be  directed  to  the  relief  of  this  and  of  the  accompanying 
neurosis. 

Outcome. — His  points  of  tenderness  varied  from  day  to  day,  but  at 
no  time  did  hv  have  tendcmi^is  in  the  ri^ht  iliuc  fuasa.  After  hia  bowels 
got  to  moving  regularly,  the  pains  disappeared  and  he  gained  4  pounds 
inside  of  a  week.  Simultaneously  hi&  urinary  excretion  increased  from 
30  to  60  ounces.    He  left  the  hospital  well  on  the  Seventh  of  February. 

DiacnMts. — Neuruus;  mucous  colitis. 

■  Case  SI 

A  stcnograi}hcr  of  tvi'cnty-four  entered  tlie  hos[MtaI  March  26,  190S, 
Six  years  ago  she  had  six  attacks  of  cramp-tike  pain  in  the  alxiomen, 
each  lasting  six  or  ei};ht  hours,  and  rclievc-d  by  mor]>hin.  The  pain  was 
not  localized  in  any  one  place,  but  after  an  attack  she  liad  soreness  ia  the 
left  lower  quadrant.  SiiKe  that  time  she  has  had  a  more  or  less  con- 
tinuous "hard  ache"  in  the  left  lower  quadrant,  never  moving  to  any 
other  place.  She  also  has  siitTnc&s  in  both  legs  down  as  far  as  the  knees. 
Her  pain  is  not  aggravated  by  motioti.  She  lias  had  no  ^-omitiog  at  any 
lime.  Worldng  at  the  typc^vTitc^  seems  to  cause  cramp-like  pains  in  the 
stomach.  On  account  of  these  she  was  o]>erated  on  in  .\ugust,  1907, 
for  appendicitis,  and  was  told  that  "chronic  appendicitis"  was  found 
and  cured.  The  jxiins  have  continue<l  as  twfore.  Her  ajipetite  and 
sleep  arc  good,  but  she  is  markedly  constipated.  Last  August  she 
weighed  116  pounds;  now  she  weighs  118.  She  often  has  pain  on  mic* 
lurition,  and  occaaonally  difficulty  in  [ue^ng  her  urine. 

On  physical  examination  her  pupils  are  ^videiy  dilated,  equal,  and 
react  normally.  The  gums  arc  normal.  There  is  a  short,  rough, 
sj'Stolic  murmur  heard  all  o\-cr  the  prccordia  and  in  tlie  left  axilla. 
There  is  no  colargemcnt  u[  the  heart  nor  accentuation  of  the  pulmonic 
second  sound.  The  abdomen  is  negative;  likewise  tlie  Mood,  urine, 
temperature,  pulse,  and  respiration. 

Discussion. — The  gist  of  this  case  seems  to  be:  noQ-locallzed  ab> 
dominal  pain,  with  a  negative  ph^-sical  examination  in  all  essentials. 
Lead-poisoning  is  easily  ruled  out  by  the  aljsence  of  changes  in  the  blood 
or  in  the  gums.  Since  the  pupils  react  normally,  tabes  dotsalLi  seems 
\-er;  unlikely,  though  there  is  nothing  said  about  tlie  reflexes  in  the 
dcKription  as  ^^-en  abo^-e. 

IMlatation  of  the  [nipils  is  common  id  a  great  variety  of  ps)^:^^- 
neurotic  states;  nevertheless,  it  should  always  suggest  the  possibility  of 
t  oocain  halHt,  e<ipeciilly  If  any  heart  trouble  is  complained  of  or  cotaes 
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to  li^t  on  physical  examination.  In  the  present  case  there  was  no  such 
evidence,  and  the  habit  was  firmly  denied. 

In  a  considerable  number  ol  cases  of  pulmonary  tuberculosis  there 
is  dilatation  of  one  or  both  pupils,  and  the  presence  of  this,  sign  always 
leads  me  to  examine  the  pulmonary  apices  with  particiJar  care.  In 
this  case  such  an  examination  was  negative. 

The  controverted  question  of  chronic  appendicitis  is  raised  afresh  in 
this  case,  but  I  suppose  no  one  -vnW  maintain  that  an  appendix  can 
(otxluce  symptoms  seven  months  after  it  has  been  removed.  When 
the  patient's  symptoms  persist  unchanged  after  the  removal  of  a  so- 
caOed  chronic  appendix,  it  is  generally  agreed  upon  that  in  this  case 
the  appendix  was  not  the  cause  of  the  symptoms.  Indeed,  this  is  one  of 
the  few  points  regarding  chronic  appendicitis  on  which  physicians  do 
very  generally  agree.  Personally,  I  believe  that  in  a  considerable  pro- 
pcrtion  of  the  cases  operated  upon  as  chronic  appendicitis  the  ap- 
pendix has  nothing  to  do  with  the  symptoms.  The  disappearance  of 
symptoms  following  operation  is  not  always  a  proof  that  the  appendix 
was  the  oEFending  member.  The  operation  itself,  with  the  postoperative 
rest,  diet,  physical  and  mental  training,  may  well  have  been  the  cause 
of  the  relief. 

In  the  present  case,  if  we  take  account  of  the  age  and  sex,  the  marked 
ccostipation,  and  the  variety  of  "wild  symptoms,"  such  as  painful 
micturition  and  stiffness  of  the  legs,  it  seems  more  than  likely  that  a 
general  neurosis  based  on  faulty  habits  and  unfortunate  environment 
is  at  the  root  of  all  the  troubles.  The  domestic  and  industrial  back- 
ground should  be  looked  into. 

Outcome. — On  further  investigation  it  appeared  that  insufhcient 
food,  hurry,  worry,  and  sedentary  occupation  in  a  close  office  had  much 
to  do  with  her  condition.    All  the  reflexes  were  lively. 

Diagoosis. — Bad  hygiene. 

Case  52 

A  Rus^an  Jew,  apparently  without  occupation,  forty-eight  years  old, 
entered  the  hospital  December  26,  1907.  For  seven  weeks  he  has  been 
having  pain  and  "burning"  in  the  center  of  the  abdomen,  not  very  severe, 
but  constant  and  worse  at  night,  though  he  sleeps  well.  It  is  worse,  also, 
immediately  after  eating.  His  appetite  is  poor;  he  has  taken  nothing 
but  a  little  milk  of  late.  His  bowels  are  very  irregular,  usually  con- 
stipated.   He  does  not  vomit  or  cough. 

On  physical  examination  a  regularly  distributed,  rose-colored  macular 
eruption  is  found  in  various  parts  of  his  body,  and  there  ate  marks  of 
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scratching  oa  the  upper  amu.  The  chest  shows  aothinj;  uIinormaL 
Beneath  the  umbilicus,  and  extending  out  toward  the  right  tiank,  h  a 
smooth,  rmmdul,  ctiindrte  mastit,  utx»ut  three  inches  tt>n);,  one  and  u 
half  inches  wide,  freely  movable,  not  hard  or  tender,  feeling  not  unlike 
a  kidney.  Physical  cxaminaliun,  including  the  blood,  urute,  tempcm- 
ture,  pulse,  and  respiration,  is  otherwise  entirely  negatiw. 

Discussion. — The  important  objective  findings  are  the  macular 
eruplion  and  the  cylindric  ma&s  in  the  abdomen;  the  former  suggests 
syphilis,  the  latter,  an  abdominal  tumor.  Against  syphilis,  however,  is 
the  itching  of  the  eruption,  iis  evidenced  by  scratch-marks.  There  is 
also  no  evidence  of  a  primary  lesion,  and  the  patient  denies  all  knowledge 
of  the  disease. 

Russian  Jews  in  general,  and  unoccupied  Russian  Jews  in  particu- 
lar, are  vtrf  prone  to  neuroses  and  vague  unexplained  pains.  It  is 
striking  how  often  they  rvfcr  to  these  [>ain;i  as  "bunting."  "Es  brcnnt 
mir  das  Her/^"  or  "  Vs  brcnnt  mir  Uljcrall,"  are  very  common  com- 
plaints among  them. 

It  is  noteworthy  also  that  this  pain,  though  worse  at  night,  docs  not 
prevent  him  from  slcci)ing  wt-ll. 

Turning  now  to  tlic  abdominal  mass,  we  note  that  it  occupies  the 
podlion  in  which  a  di5|))accd  kidney  is  often  to  be  felt,  especially  in 
women.  It  seems,  howe\'cr,  rather  too  short  nn<l  too  little  sensitive. 
In  view  of  his  chronic  constipation  a  mass  of  retained  fetes  may  well  I»c 
the  explanation.  It  seems  rea^m-iblc,  then,  to  explain  his  indigestion, 
eruption,  and  anorexia  as  the  result  of  constipation,  the  latter  in  turn 
being  liie  communesl  of  all  manifestations  of  a  gencml  neurosis. 

Outcome, — The  patient  was  given  an  A.  S.  and  B.  pill,  and  the  next 
moming  the  tumor  had  entirely  (lisap|)cared.  The  following  day  it 
was  again  felt  just  at  the  level  of  the  umMlicus.  and  considerably  smaller 
than  at  entrance.  Similar  masses  were  then  felt  in  the  left  iliac  fossa. 
These  also  disappeared  with  free  movements  of  the  IjowcIs.  On  Decem- 
ber 31st  his  abdomen  was  wholly  negative,  his  eruption  gone,  and  he 
had  a  wonderful  apjietitc. 

Diaso  oats.— Constipation. 

Gate  S3 

S  storekee{>cr  of  twenty-six,  of  good  family  history  and  habits, 
entered  the  hospital  October  17,  igo;,  stating  that  he  had  alwa>'s  had  a 
weak  stomach  and  had  been  troubled  by  |ains  in  tlte  chest  and  limlis 
oQ  and  on  for  tlic  past  ten  years.  Nevertheless  he  kept  about  and  did 
his  work  in  this  c<.indition  until  January,  1907,  when  he  was  confined  to 
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bed  for  fifteen  days  by  an  attack,  of  pain  "in  the  lungs  and  back."  In 
March  he  was  again  confined  to  bed  for  two  days  with  pain  across  the 
upper  abdomen.  In  April  and  May  he  felt  poorly,  but  kept  at  work. 
In  June  he  first  noticed  general  abdominal  tenderness  and  con^derable 
enlargement,  with  painful  micturition.  He  was  then  in  bed  for  three 
weeks.  After  that  he  worked  until  August,  when  he  was  suddenly 
taken  with  violent  headache,  chills,  sharp  pain  under  the  left  breast,  in 
the  back  and  in  the  loins,  with  enlargement  of  the  abdomen.  He 
remained  in  bed  thirty-five  days,  his  temperature  rising  every  afternoon 
to  102"  F.  or  102.5°  ^-  He  sweated  profusely  every  night.  Since  then 
he  has  been  poorly  and  his  night-sweats  have  continued,  but  the  size  of 
his  belly  has  diminished.  During  the  past  nine  months  he  has  lost 
II  pounds  in  weight.  He  had  at  times  a  slight  cough,  with  sputa  rarely 
blood-specked.  During  the  past  few  days  there  has  been  slight  swell- 
ing of  his  legs. 

Examination  of  the  lungs  and  heart  showed  nothing  abnormal. 
The  abdomen  was  symmetrically  distended  j  there  was  slight  tympany 
in  the  flanks;  the  belly  elsewhere  was  dull,  tense,  firm,  slighdy  tender 
throughout.  There  was  vague  resistance  at  and  about  the  umbilical 
r^on. 

The  blood  and  urine  showed  nothing  abnormal,  and  the  temperature, 
pulse,  and  respiration  were  not  elevated  during  the  seven  weeks  of  his 
stay  in  the  hospital.  After  the  injection  of  5  milligrams  of  tuberculin 
there  was  no  rise  of  temperature,  but  he  felt  sick  and  weak,  and  his  belly 
became  much  more  tender. 

DiscuBsion. — Chronic  abdominal  pain  and  tenderness,  with  fever 
and  sweating,  form  a  clinical  picture  characteristic  of  very  few  diseases 
occurring  in  the  male  sex.  Subphrenic  abscess  may  produce  such  symp- 
toms, but  not  without  further  physical  signs,  either  ui  the  abdomen, 
near  the  costal  mai^,  or  in  the  chest  through  displacement  of  the  dia- 
phragm. Perforative  peritonitis  could  not  be  so  chronic  without  either 
healing  or  killing. 

Typhoid  fever  might  produce  such  a  pyrexia,  and  would  account  for 
most,  if  not  all,  of  the  abdominal  symptoms,  but  during  his  stay  in  the 
hospital  his  abdominal  symptoms  continued  despite  the  absence  of  all 
fever.    Typhoid  would  not  explain  this. 

Can  he  be  suffering  from  chronic  intestinal  obstruction?  The 
abdominal  pain  and  distention  suggest  it,  but  his  bowels  have  moved 
r^ularly  throughout  There  has  been  no  vomiting,  visible  peristalsis, 
or  other  evidence  of  local  lesion. 

Id  my  own  experience  there  are  only  two  diseases  which  present  a 
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dinical  piduK  «t  <U  like  this:  (a)  The  p&ycho- neurotic  state,  and  (&) 
abdominal  tulMrrculosis.  Since  the  fonner  can  be  ruled  out  b)-  the  &\c 
weeks  of  (kily  ft:\'er,  only  one  diafiriMMis  seems  reasonable. 

Oatcome. — On  the  second  of  November  the  spine  of  the  fifth  dorsal 
vertcbrx  was  found  to  be  very  tender  on  pressure.  This,  in  connection 
with  the  fact  that  sitting  erect  caused  sharp  pains  in  the  chest  and 
alxlomai,  suggested  ^nna]  tuberculottis,  but  an  orthopedic  consultant 
thought  it  more  likely  to  be  glandular  tulicrculosis  in  the  abdomen. 

Tho  other  coosultants  thought  the  symptoms  probably  dtte  to 
chronic  ap[>cndiciti3. 

On  the  sixth  of  Decemlwr  the  abdomen  was  opened,  and  the  in- 
testines found  to  be  e^'crywherc  adherent  to  each  other,  to  the  omen- 
tum and  to  the  atKlominal  wall.  .\  large  cliain  of  glands  was  malted 
together  in  the  appendix  region,  and  many  others  were  scattered  about 
There  was  no  tluid.  MicroKopic  examination  of  a  piece  excised  showed 
tulierculosis. 

DiBgoosis. — Peritoneal  tuberculosis. 

CaM  54 

A  housewife  of  forty-four  who  had  been  in  the  hospital  in  May,  1905, 
and  been  operated  on  for  inflamed  tubes  and  ovaries  (which  were 
removetl),  chronic  appendicitis,  and  sigmoid  adhesions,  entered  the 
bofipita]  February  ao,  1908.  Ever  since  May,  i'/>5,  the  symptoms 
which  then  led  lo  operation  have  persisted.  She  has  been  treated  in 
the  medical,  surreal  and  orthopedic  departments  for  out-patients,  and 
has  worn  flat-foot  plates  and  ubdomlnal  su]»j>ortcrs  without  relief. 
She  has  been  unable  to  do  any  work  on  account  of  soreness  in  the  Icmcr 
abdomen,  together  with  shaqi  attacks  of  jiain  starting  in  the  back  and 
puang  around  the  sides  to  the  center  of  the  abdomen.  These  attacks 
come  on  when  she  steps  or  moves  (juickly,  e^-en  when  slie  turns  o\'er  in 
beil  at  nighl.  The  pain  b  somewhat  less  sharp  when  her  bowds  are 
Often,  but  she  is  exceedingly  constipated.  She  complains  of  a  "  diawing, 
scratching  "  feeling  in  her  bowels,  as  if  they  were  trying  to  mow.  biit  couM 
not  She  has  gained  30  pounds  uncc  the  oiveration  at  which  the  tubes 
and  o\'arics  »erc  removed. 

I'hysical  examination  shows  extreme  obeaty.  slight  tenderness  in 
the  left  lower  qu.idrani  of  the  abdomen,  and  nothing  else,  except  slight 
soft  wicma  over  the  shins. 

Discussion. — In  an  analysis  of  "One  Hundred  Christian  Science 
Cures,"  printed  in  McClurc's Magazine  for  August.  looS.  I  pointed  out 
that  patients  who  has'e  had  many  doctors  and  many  diagnoses  are  very 
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apt  to  be  successfully  rounded  up  and  cured  by  Christian  Science,  owing 
to  the  fact  that  in  such  cases  no  organic  disease  is  present. 

The  history  of  the  present  patient  and  of  the  vicissitudes  through 
which  she  passed  suggest  that  she  belongs  in  this  group.  Doubtless 
many  ol  her  ^miptoms  represent  only  the  discomforts  inseparable  from 
extreme  obesity,  especially  when  it  is  associated  with  constipation. 

If  this  be  true,  the  question  may  be  asked  how  the  edema  of  the 
leg  is  to  be  accounted  for,  but  I  think  it  is  generally  recognized  that  obesity 
is  in  itself  sufficient  to  account  for  such  a  swelling,  without  suppodng 
any  insufficiency  of  the  heart  or  kidneys. 

Doubtless  this  patient's  symptoms  are  due  in  part  to  the  nervous 
instability  often  following  the  removal  of  the  ovaries,  but  the  constipa- 
tion, the  obeaty,  and  the  firmly  acquired  "doctor  habit"  are  also  im- 
portant factors. 

Such  a  diagnosis,  though  satisfactory  enough  from  our  point  of  view, 
may  be  of  very  little  use  to  the  patient,  whose  suBerings  often  go  on 
unabated  imless  we  can  succeed  in  the  almost  superhuman  task  of 
changing  most  of  her  habits,  mental  and  physical. 

Outcome. — ^When  the  patient  is  alone  in  the  ward,  she  does  not  seem 
to  suffer,  but  her  complaints  are  very  numerous  whenever  a  doctor  or  a 
nurse  approaches.  She  complains  that  she  is  restless  at  night,  but 
snores  loudly.  A  tight  abdominal  binder  and  vibratory  massage 
bad  relieved  her  considerably  by  the  eleventh  of  March. 

Diagnosis. — Postoperative  neurosis. 

Case  55 

A  school-boy  of  nine  was  first  seen  September  23,  1907,  with  the  state- 
ment that  he  had  never  been  sick  before,  except  that  six  months  ago  he 
had  an  attack  similar  to  the  present.  Seven  days  ago  he  began  to  have 
general  abdominal  pain.  Five  days  ago  the  pain  was  much  aggravated, 
and  seemed  to  be  more  troublesome  on  the  right  side  of  the  abdomen. 
Four  days  ago  he  had  a  sore  throat.  His  appetite  has  been  good;  his 
bowels  regular.     He  has  had  no  headache  or  nausea. 

Examination  September  23d  was  negative,  except  for  a  temperature 
of  103.6"  F.,  and  the  leukocyte  count  of  22,000,  with  a  negative  Widal 
reaction.  There  was  at  that  time  slight  tenderness  at  and  above 
McBumey's  point. 

September  26th  the  fever  still  continued;  physical  examination  was 
negative  in  all  respects.  The  Widal  reaction  was  negative;  white  cells, 
8400;  the  course  of  the  temperature  was  as  shown  in  the  accompanying 
chart 
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Discussion. — During  th«  variy  dA)'s  of  my  attendance  on  this  i 
I  could  miike  no  diagnosis.  The  fever,  the  leukocytosis,  and  the  ab- 
dominal ^ffM  favored  appcndicili^,  tliough  tlie  itlismcc  of  ull  spoam 
and  of  all  hut  very  slight  tenderness  in  the  appendix  region  nmdc  this 
tloubtful.  The  gore  ihroai  was  practically  gone  before  I  saw  him.  and 
could  not  be  hold  tx'spon&ihle  for  the  symptoms  then  prcscnL 

On  the  twoity-sixlh,  howcvi.T,  the  clinical  picture  had  quite  changul. 
Continued  fever  with  a  low  white  count  and  a  negative  tuberculin  reac- 
tion were  now  thi*  essential  features.  This  mesin»,  in  all  prolnliility, 
cither  typhoid  fever  or  some  of  the  unknown  infectitms  unwisely  called 
"febricula"  or  "grip."    The  latter  )K«sjbililie8  were  soon  ntled  out 
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by  the  long  duration  of  the  fever.  Under  tite  hj-jiothesis  of  typhoid  fever 
it  was  loft  for  us  to  explain  the  initial  leukoc)-ti)sis  and  the  uliscnce  of  the 
Widal  reaction.  No  such  explanation,  howe^'er,  was  then  forthcoming. 
The  phenomena  just  referred  lo  remained  as  examples  of  the  wQd, 
untamed,  residual  items  so  clmractcrisitc  of  any  accurately  describeJ 
case  of  illness. 

Ootcome.— On  the  third  of  October  the  Widal  reaction  ap()Carcd. 
On  ihc  eighth  he  was  given  a  drop  of  tuberculin  in  the  left  eye,  witltwil 
any  sulisetjuent  reaction. 

On  N'ovcmbcT  qth  he  was  disrhargefl  well. 

Dla  go  osis.— Typhoid. 
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Case  56 

A  Portuguese  housewife  of  thirty-two  entered  the  hospital  October 
25,  1907,  with  a  negative  family  history  and  good  habits.  She  had  a 
miscarriage  two  years  ago,  and  two  other  miscarriages  since  her  marriage 
three  years  ago.  She  has  one  heahhy  child.  For  seven  years  she  has 
been  subject  to  general  abdominal  pain,  not  severe. 

Three  weeks  ago  she  began  to  have  dull,  steady  pain,  starting  in  the 
left  lower  quadrant,  whence  paroxysms  of  more  severe  pain  extended 
across  the  abdomen  and  up  both  sides  of  the  chest  to  the  neck.  The 
Appetite  is  poor;  there  is  occasional  nausea,  but  no  vomiting.  The 
bowels  are  constipated.  For  the  past  three  weeks  micturition  has  been 
somewhat  painful. 

Physical  examination  shows  obesity.  The  chest  is  normal,  the 
abdomen  tympanitic  in  the  upper  part,  dull  in  the  lower  part,  where 
tenderness  is  so  great  that  palpation  is  impossible.  The  blood-pressure 
is  100  millimeters  of  mercury;  the  white  count,  14,900.  Urine,  tem- 
perature, pulse,  and  respiration  are  normal.  During  the  week  of  her 
stay  in  the  hospital  she  complained  of  pain  in  every  part  of  her  body. 

Discussion. — Syphilis  is  the  first  possibility  that  occurs  to  us  in  this 
case,  in  view  of  the  frequent  miscarriages.  It  is  impossible,  however, 
to  incriminate  any  particular  organ  or  to  obtain  any  more  delinite  history 
of  the  disease,  which  must  remain  in  the  background  as  a  possibility 
incapable,  at  present,  of  further  verification. 

We  naturally  ask  ourselves  next  whether  the  abdominal  tenderness 
and  painful  micturition  are  not  due  to  gonorrheal  infection  of  the  tubes 
and  bladder.  This  possibility  cannot  be  absolutely  excluded,  but  in  the 
absence  of  fever,  leukocytosis,  and  urinary  changes,  it  seems  decidedly 
unlikely. 

The  very  wide  distribution  and  radiation  of  the  pain,  and  its  asso- 
ciation with  vomiting,  constipation,  and  anorexia,  lead  us  to  conclude 
that  if  any  inflammatory  lesion  has  existed  in  the  pelvis  it  is  now  burnt 
out  and  exerting  its  effect  chiefly  through  the  nervous  system. 

Outcome. — A  few  nights  before  her  discharge  she  was  rolling  and 
groaning  with  pain,  but  a  subcutaneous  injection  of  sterile  water  gave 
immediate  relief.    Vaginal  tampons  also  improved  her  mental  condition. 

Obviously,  the  therapeutic  test  was  here  of  considerable  diag- 
nostic value.  I  believe,  however,  that  the  same  important  information 
can  be  obtained  through  the  investigation  of  the  psychic  state,  and 
without  any  of  the  charlatanry  which  seems  to  me  inherent  in  the  methods 
here  employed. 

DiRgnosis. — Neuneis. 
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Cam  57 

A  factory  pti  of  tA«-cnty-ux,  a  Canadian  by  birth,  was  first  seen 
May  38,  1907.  In  April.  1906,  she  had  a  sickness  »milar  to  the  present 
one.  At  that  time  tncdicatifln  gave  no  n-Iicf,  but  a  six  weeks'  \'acation 
in  Koxbun'  vniirdy  rt-licvtd  tu-r.     Her  home  is  in  Bbckstono,  Miias, 

In  March,  190;,  she  began  to  have  dull,  colicky  pain  and  tcndcntess 
in  the  lower  part  of  her  abdomen,  constant,  showing  no  relation  to  meals 
n(w  to  the  kind  of  fotxl  eaten,  often  keeping  her  a\\-skc  at  night,  usually 
relieved  by  prc%8urc.     Frctguently  she  has  to  sleep  u\X3n  her  belly  nil 

night.     With  the  [lain  she  has  constipation, 
and  has  noticed  that  she  is  getting  pale. 

On  ph)'sical  examination  the  abdomen 
was  full,  soft,  tympanitic  ihroughoul,  iind 
showed  no  tenderness  at  any  point.  The 
chest  was  likewise  normal.  A  blood-smear 
showed  60  ]XT  cent.  hemoRlobin,  some 
achromia  and  miuiy  stipjiled  cells. 

The  urine  averaged  about  35  ounces  in 
twenty-four  hours,  and  contained  a  trace 
of  albumin,  many  hyaline  and  granular 
casts  with  an  occasional  cell  adherent. 

Discussion. — .Mthmtgh  this  case  puz- 
aled  a  number  of  ithysicians,  there  would 
hn\e  been  no  puuilc  about  it  but  for  the 
nc|^cct  of  a  routine  blood  examination. 
for  there  is  only  one  disease  which  often 
]]roduccs  bas'>philic  stippling  of  the  red 
cells  in  the  absence  of  marked  anemia. 
That  disease  b  chronic  leail-iKiisoning.  Other  diseases  (e.  g.,  diabetes) 
have  been  known  to  produce  a  simitar  blood-picture,  but  this  is  rare. 

Lead-poisoning  is  a  vct>'  common  disease,  but  the  failure  to  recognize 
it  is,  in  my  experience,  still  commoner.  Hiis  is  not  liecause  it  is  difRcult 
of  diagnosis,  (or  the  very  reverse  is  the  case,  but  because  physicians  so 
often  fail  to  suspect  its  possibility  and  lo  examine  patients  for  dcfmite 
evidence  of  its  presence.  When  once  our  attention  is  turned  toward  this 
diagnosis,  we  siia.U  note,  as  in  the  present  case,  a  very  sinking  group  of 
conGmulory  signs.  A  chronic  abdominal  pain  relieved  by  pressure 
would  be  likely  to  ha\'«  more  relation  to  meats  if  it  were  due  to  duodenal 
ulcer  or  to  any  cause  other  than  lead.  Association  with  constipatkHit 
pallor,  and  albuminuria  should  certainly  make  us  search  for  a  lead  line 
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<»  the  giuns — erne  of  the  signs  which  is  most  often  forgotten  in  routine 
physical  examination. 

Outcome. — The  gums  showed  a  typical  lead  line.  Her  mother  and 
sister  have  a  similar  but  less  severe  trouble.  The  patient  was  given 
magne^um  sulphate,  an  ounce  every  morning;  iodid  of  potash,  5  grains 
three  times  a  day,  and  an  occasional  dose  of  morphin  and  atropin  was 
also  needed.    Turpentine  stupes  relieved  her  pain  more  or  less. 

By  June  6th  her  appetite  had  improved,  her  cramps  were  gone,  and 
her  c<^or  had  begun  to  return. 

By  the  ninth  of  June  she  was  ready  to  go  home.  It  appeared  that 
the  whole  family  got  their  water  from  a  well  through  a  lead  pipe  75  feet 
Imig. 

The  reader  will  note  the  striking  rise  in  pulse-rate  and  its  continued 
rapidity  after  the  first  week  of  treatment.  The  bradycardia  of  plumb- 
ism  has  often  been  recorded,  but  never,  I  think,  satisfactorily  explained. 

DiftgnosiB, — Lead-poisoning. 

Case  58 

An  ItaHan  meat-cutter  of  thirty-five  was  seen  June  20,  1907.  He 
stated  that  he  had  never  been  sick  before  until  a  year  and  a  half  ago 
(ax  months  after  his  arrival  in  this  country) ,  when  he  began  to  notice  that 
his  abdomen  was  slighdy  larger  than  normal.  He  also  noticed  a  beating 
in  the  pit  of  the  stomach  with  vague  abdominal  pains,  much  loss  of 
strength,  occasional  chills,  and  slight  fever.  At  times  his  abdomen  has 
seemed  to  be  swollen,  but  of  late  it  has  been  smaller.  The  pain  is  steady, 
dull,  worse  on  dark,  cold  days.  He  is  easily  fatigued  and  has  done  no 
work  for  six  months,  but  his  weight  has  remained  steady.  He  has  had 
Hij:rin<><«  and  buzzing  in  his  head  for  three  months,  and  for  one  month 
night-sweats.  He  eats  and  sleeps  well,  but  his  bowels  move  only  #ith 
laxatives. 

Physical  examination  of  the  chest  was  negative.  The  abdomen 
showed  dulness  in  the  left  flank,  which,  however,  did  not  shift  with 
change  of  position.  There  was  slight  tenderness  in  the  region  of  the 
umbilicus.  Near  this  tender  point  a  violent  pulsation  was  felt,  synchro- 
nous with  the  heart-beat.  It  was  expansile  in  character,  and  during  pal- 
pation a  systolic  thrill  could  be  appreciated  over  it.  A  systolic  murmur 
was  audible  at  the  same  site.  The  tuberculin  reaction  (subcutaneous) 
was  entirely  negative.  The  urine  averaged  about  22  ounces  in  twenty- 
four  hours,  was  free  from  albumin,  but  contained  rare  hyaline  and  gran- 
ular casts.  Blood  examination  was  negative;  white  cells,  7000.  Tem- 
perature, pulse,  and  respiration  were  norma!. 


Discuciioo. — In  the  presence  of  chronk  abdominal  pain  witli  i\\d\- 
ing  o{  (he  abdomen,  weakness,  night-sweats,  and  amstiimtion,  the  [we- 
sibilit)'  of  lubcrculoiis  t>critonilis  ^MxUd  altvajrs  i>e  fnierlaincd.  es]<c- 
dally  when  the  patient  is  an  Italian  recently  settled  in  AmiTica.  In  thv 
present  case,  howcvxT,  the  alMcnce  of  fever  ut  the  present  time,  th« 
ncgatiw  tuberculin  reaction,  and  the  tact  that  no  characteristic  Icsiuns — 
dthcT  of  "dry"  or  of  "wet"  tut>cTC\ilo»s — can  1»c  detected  in  the  alxlo- 
men  make  this  diagnosis  unlikely. 

More  plausible  is  the  idm  of  aortic  aneiuysm,  and  this  vnut,  in  fact, 
the  diagnosis  of  the  attending  phy»dan.  Against  it,  however,  were 
two  very  im]K>rlJint  facts:  tin*  i>ain  vms  in  ihe  wrunf*  place  and  thcru 
vras  no  tumor.  'lite  pain  of  abdominal  ancur>-sm  is  almost  entirely  in 
the  luck  and  lefts.  Further,  titc  diagnosis  of  aneurysm  is  never  well 
grounded  unless  we  can  (eel  a  dclinitc  tumor  with  a  beginning,  middle, 
and  end.  However  violent  the  pul^tion  we  may  find  in  the  abdomen, 
— and  I  ha\-c  seen  it  sufficient  to  sliakc  the  bed  in  which  the  jnttcnt  lay, — 
we  liave  no  right  to  make  the  diagnosis  of  aneurysm  unl»s  we  liave,  in 
addition  lo  the  puUalion,  a  ddinilc  tumor  or  severe  ]iiain  in  the  back. 
Elxpan^e  pulsation,  thrill,  and  s>^tolic  murmur  ran  be  apprccialed  over 
any  abdominal  aorta  which  is  ^upcrticial  enough  to  l>e  reached  with  the 
fingers  and  n-jlh.  the  stethoscope. 

It  seems  almost  incredible  that  an  illness  so  prostrating  as  tliift 
could  he  produced  by  the  mere  accident  of  having  one's  attention  di- 
rected lo  tlie  normal,  though  lively,  pulsation  of  one  of  one's  own  blood' 
vessels;  but  such  was  really  the  case  here.  Dynamic  aorta — that  is, 
a  somewlial  unusual  Hieliness  in  ihe  pulsation  of  a  [lerfectly  normal 
blood-ii'csscl  in  a  person  of  neurotic  constitution — is  wry  frequently 
mistaken  for  abdominal  aneurysm.  Indeed.  1  should  say  that  five  out 
of  ever)*  sii  cases  in  which  I  have  known  the  diagnosis  of  abdominal 
ancur>-sm  to  be  made  have  turned  out  lo  Ik  notliing  but  d>'n8m>c  aorta. 
Nothing  but  the  experience  of  following  such  a  case  to  complete  and 
haling  recover)*,  as  ihc  result  of  ihe  policy  of  disregarding  all  the  symp- 
toms and  tumiog  the  attention  in  other  directions,  can  convince  the 
patient  and  hU  physician  of  the  facts  just  quoted. 

In  trtic  abdominal  aneurysm  ihc  tumor  is  seldom  In  the  median  line. 
It  b  much  larger  and  more  globular,  and  piiUates  less  violently  than  the 
dynamic  aorta.  One  of  the  most  astonisliing  things  alxnit  the  btter 
is  that  it  often  appear*  just  l>eneath  Ihe  skin  of  the  aMominal  wall, 
seemingly  scjerated  from  our  fingcr-li[is  only  by  U>c  thickness  of  a  piece 
of  blotting-paper.  .\9  we  recall  our  dissecting-room  exiteriences.  it 
does  not  seem  possible  that  the  aorta  can  lie  so  close  to  the  abdominal 
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wall.  Doubtless  this  is  due  to  a  somewhat  atypical  curve  of  the  spinal 
colunui. 

There  can  be  no  doubt,  I  think,  that  three  factors  enter  into  the  pro- 
duction of  the  neurosis  known  as  dynamic  aorta: 

(t)  An  unusually  superficial  position  of  the  abdominaJ  aorta. 

(3)  A  sensitive  and  impressionable  temperament,  such  as  shows 
itself  in  rapid  bodily  motion,  quick  excitable  speech,  lively  knee-jerks 
and  easily  excited  heart  action. 

{3)  The  abnormal  concentration  of  attention  upon  the  pulsation. 
This  latter  condition  is  favored  by  the  physician's  obvious  interest  and 
concern,  as  expressed  in  his  careful  and  repeated  examinations  of 
the  part,  his  overclouded  countenance,  and  sometimes  his  unguarded 
utterances.  If  by  any  mischance  the  patient  begins  to  suspect  that  he  has 
an  aneurysm,  he  is  pretty  sure  to  learn  from  a  dictionary  or  otherwise 
what  the  disease  really  means.  Thereafter  he  passes  his  days  and  nights 
feeling  very  much  as  though  he  had  inside  of  him  a  dynamite  bomb 
which  might  explode  at  any  minute.  This,  of  course,  reacts  upon  his 
mental  condition,  and  makes  him  watch  himself  all  the  more  care- 
fully, thereby  increasing  the  pulsation  and  soon  leading  to  the  develop- 
ment of  pain;  but  it  should  be  reiterated  that  the  pain  is  in  the  spot  to 
which  bis  attention  has  been  directed,  and  not  in  the  place  where  it 
would  be  were  aneurysm  really  present. 

I  have  dwelt  at  considerable  length  upon  the  nature  of  this  trouble 
and  the  means  of  its  recognition,  because  it  is  by  no  means  uncommon, 
is  prone  to  lead  to  a  great  deal  of  unnecessary  misery  when  mistaken  for 
aneurysm,  and  because  it  is  not  treated  at  any  length  in  most  text-books. 

Outcome. — Gas  in  the  abdomen  and  the  perception  of  the  pulsating 
artery  were  apparently  the  cause  of  his  symptoms.  This  was  explained 
to  him,  and  by  June  27th  he  was  free  from  complaint.  He  returned  to 
work  after  ten  days  more  and  has  since  (1910)  remained  well 

Diagnosis. — Dynamic  aorta. 

Case  59 

A  printer  of  twenty-seven  entered  the  hospital  August  19,  1907. 
His  family  history  and  habits  are  good.  He  states  that  he  had  "renal 
colic"  last  May  for  two  days,  and  has  since  then  been  well.  Two  weeks 
ago  his  bowels  began  to  be  rather  loose.  His  appetite  has  remained  good 
and  he  has  slept  well.  Beginning  this  morning  he  has  had  severe  ab- 
dominal cramps,  his  bowels  have  moved  six  times,  and  he  has  vomited 
MX  times.     The  pain  is  felt  throughout  the  abdomen. 

Physical  examination  shows  two  glands  the  size  of  marbles  in  the 
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right  axilla.  N'o  other  glands  seem  to  be  enlarged.  There  is  a  soft 
5)-Motic  murmur  at  the  heart's  a])cx.  The  chest  is  otherwise  ncgativ-c. 
The  abdomen  b  slightly  retracted.  There  is  general  muscular  rigidity, 
especially  in  the  e;)igastrium.  and  in  the  right  ^de  near  the  n&vcl.  On 
percussion  the  belly  is  t>'miianitic,  except  in  the  left  tlank — no  definite 
mass  or  leaderncss  found.  Temi>eTaturc  at  entrance  99.8^  F.;  white 
count.  16,600,  with  96  per  cent,  of  jiolynudcar  cdls.  The  next  day 
the  temperature  and  the  white  count  were  normal.  The  diarrhea  had 
ceased. 

Discussion. — What  further  evidence  should  be  searched  for  in  this 
case?  In  any  printer  who  complains  of  abdominal  pain  we  should  at 
once  look  for  a  lead  line  on  the  gunts  and  search  for  basophilic  granula- 
tions in  the  stained  blood-smear.  Both  these  lesions  were  alMcnt  ui  this 
cose.  The  presence  of  diarrhea  is  ubu  very  uncoaunon  in  lead-poison- 
ing. 

.\n  jT-ray  examination  is  indicated  in  view  of  the  patient's  statement 
that  he  had  renal  colic  a  few  months  before.  There  is  nothing,  bow- 
ever,  pointing  to  any  such  disease  in  a  physical  examination. 

Perforative  peritonitis  would  account  for  the  pain,  ^-omtting,  taver. 
leukocytosis,  spasm,  and  tenderness  but  the  presence  of  a  diarrhea  with 
good  appetite  and  sleep  makes  this  \'ery  unlikely,  especially  as  there  is 
no  local  point  of  maximum  pain  and  tenderness. 

But  for  the  definite  evidence  afforded  by  ilie  b!(x>d  exominatinn.  it 
would  be  necessary  to  consider  an  acute  lymphoid  leukemia.  I  have 
seen  leukemia  presenting  the  symptoms  here  described  with  no  more 
striking  glandular  enlargement.  The  blood  examination,  howe\*er, 
was  distinctive. 

Wliy  ^ould  i(  not  be  a  simple  RastroHmlcritis.  especially  in  ^-icw  of 
the  time  of  ycsxi  at  which  the  symptoms  occurred?  Severe  abdominal 
cramps,  a  general  muscular  rigidity  in  the  abdomen,  transitory  fever 
and  leukocytosis  are  all  quite  consistent  with  that  diagnosis;  there 
seems  to  l>c  nothing  of  importance  against  it. 

Outcome.— A'- ray  showed  no  evidence  of  renal  calculus,  after  rest 
in  bed  and  regulated  diet,  ten  half-grain  doses  of  calomel,  and  an  ounce 
of  magDoittni  sulphate.  Die  [lalient  was  discharged  wril  on  tlic  twcnly- 
•econd. 

Diainosjs.— Acute  gastro-enteritis. 

Case  60 

A  teamster  of  forty-lour,  with  a  negative  family  history,  was  first 
•eeD  August  24.  1907. 
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For  many  years  be  has  been  in  the  habit  of  taking  from  twelve  to 
twenty  glussi'S  of  beer  and  ilirw  to  five  glasses  of  whisky  daily.  He 
Chen's  a  five-cent  i)lug  of  tobacco  a  day,  and  smokes  three  or  four  pipefuls 
besides  He  has  alwuys  beun  very  v.'ell  and  strong  until  IJvc  months 
ago,  when  he  began  to  have  dull  pain  in  the  at>domcn,  not  definitely 
localized,  but  more  marked  in  the  lower  half.  Tliis  was  uccomimnicd 
by  distress  and  flatulence  after  meals,  and  frcciuent  vomiting  imme- 
(Uately  after  the  taking  of  food.  The  vomitus  is  bitler,  yellow-greea, 
never  bloody.  His  api>ctitc  is  poor,  his  bowels  constijiatcd,  and  he  has 
been  sJtort  of  breath  for  the  past  four  weeks.  For  the  piist  two  weeks 
he  has  bad  to  pass  his  urine  twice  each  night.  Two  years  ago  he  weighed 
15s  pounds;  to-day  he  weighs  lai. 

On  physical  examination  the  skin  is  dry  and  satiny.  There  is  a 
marked  alcoholic  odor  on  the  breath.  The  arteries  are  all  palpable, 
and  there  is  a  lateral  pulsation  in  the  brachials.  The  chest  and  ab- 
domen showed  nothing  abnormal. 

Examination  of  the  blood  showed  red  cells,  2,0,50,000;  white  cells. 
7300;  hemc^obin,  35  per  cent.  The  stained  specimen  showed  achromia, 
slight  poikilocytosis,  many  off-colored  cells,  no  nucleated  red  cells. 

The  urine  was  negative,  .\tter  a  tcst-mcai  the  stomach-contents 
showed  no  free  hydrochloric  acid.  The  gastric  cajiacity  was  23  ounces. 
His  stools  were  bron'nish-black,  with  a  well-marked  reaction  to  guaiac. 
Rectal  examination  was  negative.     The  prostate  was  not  enlarged. 

Discussion. — The  excesses  in  alcohol  and  tobacco  above  described 
would  naturally  lead  one  to  suspect  cirrhosis  of  the  li\'cr.  The  long- 
continued  gastric  symptoms,  as  well  as  all  the  minor  comi)laints,  could 
be  thtiS  explained.  The  guaiac  reaction  in  the  feces  might  be  the  result 
of  blood  poured  out  from  dilated  %'eins  in  the  esophagus  or  stomach. 
Against  this  supposition,  however,  is  the  extreme  degree  of  anemia,  with- 
out any  history  of  severe  hemorrhage.  Even  if  the  blood  were  dis- 
charged by  rectum,  the  patient  would  probably  be  made  aware  by  faint- 
nesE,  weakness,  and  thirst,  uf  the  loss  of  an  amount  of  blood  sullicient 
to  explain  the  present  anemia.  It  is  unusual,  furthermore,  that  a  cir- 
rboeos  disables  the  patient  and  produces  such  marked  symptoms  as  are 
here  present,  without  manifesting  itself  by  any  change  in  the  size  of  the 
liver  or  by  the  accumulation  of  ascites, 

Wheaievcr  a  patient  past  forty  years  of  age,  and  previously  free 
from  stomach  trouble,  begins  to  have  any  sort  of  gastric  discomfort, 
severe  or  mild,  gastric  carcuioma  should  be  considered.  This  diagno- 
sis would  vx;)Iain  all  the  symptoms  in  this  case,  including  the  anemia. 

It  is  remarkable,  however,  that  there  should  be  no  more  definite  c\idcncc 
10 
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of  gastric  Stasis,  no  food  in  the  vomitus  or  in  the  stomach-tvashings. 
If  cancer  U  present,  ii  is  probably  not  at  (he  jiylonis — its  usual  scat 

So  extreme  a  degree  of  anemia,  associated  with  i^stric  sjinptoms 
and  achylta  f^astiica,  briiigis  the  thoiiglit  of  |)erniciou9  anemia  to  mind. 
The  blood,  however,  is  very  uncharacteristic,  anti  is,  indeed,  typical 
of  secondary  anemiu. 

On  the  whole,  (ca&tric  cancer  is  the  most  probable  diagnosis. 

Outcome. — On  the  morning  of  the  twenty-se%'enth  of  .August  the 
right  middle  linger  was  blanched  and  cold  up  to  the  knuck)c)oint. 
Examination  of  the  patient  in  the  warm  bath  showed  a  sharp  edge  in  the 
region  of  the  liver,  descending  wilh  respiration.     (See  Fig.  s;.) 

On  the  third  of  ScptcmlR-r  the  alxlomen  was  o)>ciwd,  and  an  inopcr* 
able  cancer  of  the  anterior  stomach-wall  found.  The  ma-ts  thought  to 
be  liver  Ijcforc  operation  proved  to  be  part  of  the  gastric  tumor. 

Diagnosis. — Cancer  of  (he  stomach. 

r  Case  61 

An  Italian  shoemaker  of  thirty-two  has  complained  for  a  Tear  of 
general  bdlyache  with  diarrhea,  at  times  bloody,  .\fuch  intestinal 
motif.  Has  lost  38  pounds  in  two  months.  For  the  past  week  he  has 
been  costive. 

Examination  was  negative,  excepting;  fur  a  palpable  spleen  and  a 
hemoglobin  of  65  per  cent.  During  his  fortnight  under  obser%'a(ion 
(September  1-14.  igo4)  he  had  no  fever,  no  diarrhea,  and  gained  dght 
pounds.  He  had  slight  abdominal  [uin,  esfwcLiUy  at  night.  There  was 
slight  lendemess  in  both  iliac  fossx.  Colilis,  fwssilAy  tubtrcvhut,  was 
the  diagnosis  in  the  out-patient  department  and  in  the  wards. 

Xcxt  spring  (May  22,  1905)  he  wae  again  at  the  hospital.  His 
pain,  he  said,  had  never  ceased.  Constipation  has  been  obstinate 
and  is  getting  worse.  The  rumbling  noL^cs  are  still  loud.  He  has 
lo»t  14  pounds  since  his  previous  entry. 

Slightly  abo\'e  the  region  of  the  cecum  is  a  lirm,  regular  mass,  about 
the  size  and  shajie  of  the  kidne}*,  freely  movable  in  all  directions,  dis- 
tinctly tender  on  pressure.  No  reaction  to  tuberculin  (two  large  doses). 
Stools  foul,  water)',  no  blood,  no  tubercle  bacilli,  some  mucus. 

Discussion. — In  \new  of  (he  information  which  came  to  light  when 
this  patient  entered  the  hospital  for  the  second  time,  there  are  only  two 
diseases  to  be  considered  as  at  all  likely  to  produce  these  symptoms, 
vi*.,  cancer  of  the  cecum  and  pericecal  tuberculosis.  The  latter  b  made 
unlikely  by  the  negative  reaction  to  luljereulin. 

The  interesting  question  remains:  could  the  cancer  which  now 
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shows  itself  at  the  cecum  have  been  suspected  in  1904?  Certainly  no 
positive  diagnosis  ol  this  disease  could  have  been  made,  but  it  seems  to 
me  that  whenever  we  have  the  history  of  very  loud  and  marked  intestinal 
noise,  accompanied  by  pain  experienced  at  short  intervals  throughout  a 
year's  time,  we  ought  to  suspect  that  some  sort  of  disease  has  caused 
intestinal  stricture  with  muscular  hypertrophy  of  the  gut  behind  it.  It 
is  true  that  in  many  cases  of  diarrhea  from  colitis  intestinal  noise  is 
heard,  but  it  is  especially  in  the  acute  varieties  that  we  meet  with  this 
symptom.  In  cases  lasting  a  year  it  is  much  more  uncommon.  Again, 
a  good  many  women  are  troubled  by  intestinal  noise  at  the  time  of  the 
menstrual  period,  or  whenever  they  are  especially  nervous,  but  the  process 
is  never  so  continuous  as  in  the  present  case. 

Except  for  this  symptom,  the  diagnosis  of  chronic  colitis  was  certainly 
justifiable  in  1904.  The  case,  however,  reenforces  in  a  striking  way  the 
well-known  rule  that  in  all  long-standing  diarrheas  intestinal  obstruction 
should  be  suspected,  especially,  but  not  exclusively,  in  elderly  people. 
It  is,  of  course,  a  very  familiar  fact  that  many  cases  of  cancer  of  the  sig- 
moid begin  with  diarrhea. 

Despite  such  warnings  as  are  given  us  by  a  case  like  this,  the  diag- 
no^s  of  intestinal  cancer  is  often  entirely  impossible  with  our  present 
methods  of  isvestigaUon.  There  is  good  reason  to  believe  that  it  is 
often  present  and  quite  latent  for  years.  The  symptoms  we  see  are 
merely  terminal.  For  example,  a  patient  whom  I  saw  in  1906  for  pain 
high  up  in  the  rectum,  accompanied  by  discharges  of  blood  and  mucus, 
had  been  troubled  by  severe  periodic  pains  with  considerable  constipa- 
tion, referred  to  appendicitis,  for  at  least  fifteen  years.  At  the  autopsy 
in  June,  1907,  cancer  of  the  sigmoid  was  found,  but  no  appendicitis. 
In  another  group  of  cases  the  patient  is  aware  of  the  presence  of 
tumor  in  the  abdomen  for  three  or  four  years,  without  any  pain  or  dis- 
turbance of  the  bowels,  yet  the  tumor  turns  out  on  exploration  to  be 
cancerous.  Not  infrequently  pain  may  be  referred  to  the  pit  of  the 
stomach,  and  so  closely  associated  with  ordinary  gastric  symptoms 
that  all  our  attention  is  drawn  in  that  direction. 

Outcome. — Dr.  Conant  diagnosed  tuberculous  colitis  and  advised 
operation. 

A  growth  the  size  of  an  orange  was  found  in  the  cecum  (adeno- 
carcinoma by  microscopic  examination)  and  excised.  Discharged  well 
June  23d. 

A  year  later  (June  5,  1906)  he  returned.  The  operation  had  given 
relief  for  months,  and  he  had  gained  20  pounds,  but  of  late  pain  and 
bloody  stools  have  returned,  this  time  in  the  left  lower  quadrant,  where 
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UicTc  is  a  matt  T  by  3}  inches,  and  tenderness.    Operation  showed 
inoperable  cancer  of  thv  sigmoid.    Cecal  region  normal.    Inguinal 
colostomy.    Discharged  July  7,  1906,  to  mtt-patlienl  department. 
Diagnosis. — Recurrent  intestinal  cancer. 

Case  62 

A  boy  of  eleven  u-as  seen  Se|>lt:ml)er  a8,  1903.  Since  liis  third  year, 
when  be  had  malaria,  he  has  had  fleeting  pains  in  his  arms  artd  leigs, 
es;)ccially  at  night.    Tlic  (cet  often  show  loe^rop. 

For  three  months  he  has  U-en  irtmblcd  with  attacks  of  bellyache, 
accompanied  often  by  chill  and  %x>miting  and  by  an  incteoK  in  the 
troubles  in  hts  arms  and  legs. 

Twice  he  has  had  tonic-clonic  con\'ulsions. 

Oiscussioa. — \Mien  a  child  has  u  stomachache  Id  summer,  it  would 
be  folly  to  conclude  that  malaria  is  the  cauiic;  but  it  is  e(]iial  folly  not  to 
suspect  that  malaria  may  be  the  cause.  For  some  unknown  reason  the 
malarial  attacks  of  children  and  of  young  adults  are  much  more  likely 
to  be  atj-pical  than  tho**-  of  older  persons. 

(a)  Malaria  often  exists  in  children  without  producing  any  symptoms 
at  all,  and  is  demonstrated  only  by  blood  examination. 

(b)  In  ninny  cases  it  produces  only  a  recurrent  hejidache  and  list- 
lessness,  due,  in  fact,  to  a  rise  in  temperature  every  tncnty-four  or  forty- 
ctglit  hours,  without  any  chill  {"dumb  ague"), 

(c)  Vomiting  recurring  at  regular  intervals,  daily  or  every  other  day. 
has  been  the  only  suggestion  o(  malaria  in  t^me  of  my  cases  until  the 
blood  was  examined. 

(cO  '^n  intractable  dinrrhea  is  sometimes  associated  with  a  malarial 
infection  of  the  blood,  and  promptly  cured  bj'  the  administration  of 
quinin. 

(«)  Abdominal  pain  of  the  type  exemplified  in  this  case  is  iicrhaps 
the  most  common  of  the  atypical  manifestations  of  malaria.  In  some 
cases  it  b  localized  in  the  right  iliac  fossa.  In  one  week's  service  at  the 
Maauichusctls  General  Hospital  tltrec  patients  were  sent  in  to  l>e  operated 
upon  for  sup])oscd  upi>cndicitis.  All  o(  tbem  had  malaria,  and  were 
promptly  cured  by  <]uimn.  These  have  been  referred  to  by  Dr.  James 
M.  Jackson,  in  his  article  publbhcd  in  the  Boston  Medical  and  Surgical 
Journal,  June  26,  IQ03.  I  han  already  referred,  in  the  disru)»ion  of  a 
previous  case  (sec  p.  i3t),  to  a  case  of  nularia  beginning  like  pncu- 
monia  with  violent  thoracic  pain. 

(/}  In  adults  w-c  not  infrequently  sec  cases  of  malaria  with  predom- 
inating ocnbral  symptoms,  such  us  acute  mania  or  coma. 
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Now  if  malaria  can  assume  such  a  bewildering  variety  of  clinical 
G,  what  is  lo  guide  us  toward  correct  diagnosis.  I  should  answer 
'lat  in  practically  all  these  at>'pical  fonns  a  thorough  hlood  examination 
should  be  suggested  by  the  presence  of  an  irregular  fever  and  the  low 
Icukoc)-le  count.  Knlargement  of  the  spleen  and  the  firm,  painless  edge 
which  the  organ  presents  to  the  palpating  tinfjer  are  generally  to  be  recog- 
nized in  these  cases,  and  should  also  put  us  upon  our  guard  against 
malaria.  The  therapeutic  test  is  valuable,  but  should  not  be  abused  by 
continuing  to  pour  quinin  into  the  patient  at  the  rate  of  20  to  40  grains 
a  day  lor  a  week  or  more.  This  is  not  a  therapeutic  tc-st :  it  is  a  stupid 
blunder.  Two  or  three  days  is  enough  to  settle  the  matter  in  999  cases 
out  of  1000,  and  in  the  remaining  case  no  further  information  is  obtained 
by  prolonging  the  administration  of  quinin. 

Outcome.— The  blood  was  found  to  be  swarming  with  tertian  para- 
sites.   Wrist-drop  and  toe-drop.     Knee-jerks  absent. 

Diagnosis.— Tertian  malaria. 
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Case  63 

A  woman  of  fifty,  a  lawyer's  clerk,  entered  the  hospital  January  2, 
1906,  stating  that  she  had  had  many  attacks  similar  to  the  present  one, 
but  had  always  been  able  to  work.  Two  da\'s  ago  she 
fell  some  abdominal  discomfort  ui  the  afternoon.  Early 
j-esterday  morning  she  awoke  with  a  sharp,  steady  pain, 
especially  in  the  right  side  of  the  abdomen,  but  not 
definitely  localixed.  This  was  accompanied  by  disten- 
tion and  obstinate  constipation.  Last  night  the  pain 
was  felt  in  the  left  side.  She  has  vomited  several  times, 
and  has  slept  poorly  on  account  of  pain.  (For  tem- 
perature, see  chart.) 

The  abdomen  is  distended,  tympanitic,  and  generally 
tender;  white  cells,  4600;  urine,  1029;  a  very  slight 
trace  of  albumin;  many  line,  granular  casts.  Physical 
examination  was  otherwise  n^ative.  A  glycerin  enema 
and  hot-water  bottle  to  the  abdomen  gave  her  some  relief, 
but  on  the  morning  of  the  fourth,  the  temperature 
continuing  to  rise,  though  the  white  cells  were  still  only 
4000,  slie  was  openiled  u))on. 

Discussion. — .\  definite  diagno^s  was  ini[K)ssibIc 
here,  but  the  general  appL-arance  of  the  patient  made  it 
clear  that  she  was  very  ill,  while  the  course  of  the  symptoms  went  on 
progrtasJvcly  from  bad  to  worse.    It  was  for  these  reasons  that  the 
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abdomen  was  opened,  itltliough  without  any  clear  notion  ot  what  would 
be  found. 

Outcome.— Chronic  ukcratiNT  «nteritts  and  colitis,  n*ith  numerous 
strictures  and  diverticula,  were  found.  One  of  these  diverticula,  wbtch 
contained  an  oran^-sccd,  had  perforated  and  ga%'e  rise  to  general 
peritonitis,  from  which  she  died.  At  autopsy  the  enteritis  seemed  to  be 
due  to  tuberculosis  or  s\7>hilis. 

This  case  is  introduced  chielly  to  show  bow  short  and  how  slight  may 
be  the  symptoms  associated  wiih  a  fatal  general  peritonitis.  Tlie  pain 
was  never  sharp  during  tlie  time  when  she  was  under  observation,  and 
tbeni  was  no  muscular  s])asm.  The  subnormal  ]cukoc)ic  coimt  wu 
doubtless  due  to  the  virulence  of  the  process,  but  previous  to  the  opera- 
tion it  was  impossible  to  be  sure  of  this. 

It  is  probable  thai  this  patient  had  pre\'iousJy  had  many  slow  and 
partial  perforations  of  the  gut,  which  were  protected  by  adhesions  so  that 
no  genera]  peritonitis  resulted.  In  a  normal  intestine  an  onnge-wed 
does  no  harm;  otdy  in  Uic  presence  of  scxxrc  ulceration  and  thinning  of 
the  intestinal  uall,  »uch  as  was  present  here,  could  such  a  foreign  body 
be  dangerous. 

Diagnosis.— Perforative  colitis  and  gcneml  peritonitis. 

^  Case  M 

A  woman  of  tifty-four  has  had  for  a  ^Tar  cramps  after  mealH  in  various 
parts  of  the  abdomen.  The  pain  has  not  been  seM:re,  but  has  led  her 
to  cut  out  from  her  diet  one  food  after  another  in  search  of  relief,  until 
now  she  cats  ver}'  little,  and  has  to«t  45  pounds  diuing  the  year. 

Fight  months  ago  the  bowels  began  to  moie  more  and  more  often, 
and  now  act  eight  to  ten  times  a  day,  uith  blood  and  |min  on  defecation. 

On  examination  the  intenuil  viscera,  the  urine,  the  temperature, 
pulse,  and  respiration  are  normal.  Digital  examination  of  the  roctuni 
slioMTS  a  rdaxetl  external  s{)hincter,  with  ballooning  abo\'e  it.  Tlie  red 
cells  are  1,792,000;  hemoj^obin,  25  per  cent.;  leukocjtcs,  13,400,  86 
per  cent,  of  which  are  polMiudear. 

Discussion. — Chronic  colitis  is  so  conunon  in  elderly  persons  that 
it  is  natuntUy  our  first  thought  in  this  case.  It  is  especially  frequent 
when  there  is  a  slight  degree  of  inter<ititial  change  in  the  Ictdnej'S,  as 
evidenced  by  ht^h  blood -pressure,  with  or  without  clmracteristic  urinary 
changes.  Tliis  possibility  certainly  cannot  be  excluded  by  any  of  the 
facts  so  far  (pven. 

fVnucious  anemia  produces  a  reduction  in  red  corpuscles  such  as  is 
here  present,  and  is  often  associated  with  a  chronic  diarrhea,  hut  in 
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the  finer  points  revealed  by  blood  examination  the  picture  is  one  of 
secondary  anemia. 

Any  case  presenting  these  symptoms  demands  a  very  careful  examina- 
tion of  the  rectum  and  lower  sigmoid  by  means  of  a  speculum,  since 
C3LD.CET  of  this  part  of  the  gut  is  a  frequent-cause  of  all  the  symptoms 
here  presented. 

Outcome. — Through  a  rectal  speculum  with  an  adequate  light  a 
large  cauliflower  mass  could  be  seen  nearly  occluding  the  upper  part  of 
the  rectum.  From  it  there  was  a  foul  serosanguineous  discharge.  An 
excised  bit  proved  to  be  cancer. 

DiagnoBiB. — Cancer  of  the  rectum. 

Case  65 

An  active,  muscular  young  man  of  twenty-six,  a  machinist  by  trade, 
had  always  been  perfectly  well  until  three  years  ago,  when  he  had  an 
attack  of  acute  appendicitis  for  which  an  operation  was  performed. 
A  five-inch  incision  was  necessary;  the  wound  was  drained  for  a  long 
time,  and  later  a  large  ventral  hernia  developed.  Thereafter  he  seemed 
perfectly  well  until  five  days  ago,  wheti  he  had  an  attack  of  acute  general- 
ized abdominal  pain  lasting  for  about  eighteen  hours,  and  accompanied 
by  constipation.  He  was  then  perfectly  well  for  the  two  succeeding 
days,  when  a  second  attack,  of  pain  came  on,  accompanied  by  nausea 
and  vomiting.  This  had  persisted  nearly  twenty-four  hours  when  he 
■was  seen  in  consultation. 

When  examined,  the  head,  chest,  and  extremities  showed  nothing 
remarkable.  The  abdomen  was  slightly  tender  throughout,  and  there 
was  a  moderate  amount  of  spasm  not  localized.  Attacks  of  colicky 
pain,  now  here,  now  there,  but  for  the  mostpart  in  the  umbilical  region, 
recurred  every  few  minutes-  There  was  no  bulging  at  the  seat  of  the 
scar,  and  no  palpable  mass  any^vhere.  There  was  slight  dulness  in  the 
flanks,  which  shifted  with  change  of  position.  The  temperature  was 
nonnal;  the  pulse  110  and  of  low  tension.  The  face  was  drawn  and 
showed  evidences  of  severe  pain;  indeed,  the  patient  looked  exceedingly 
ill.  The  blood  and  urine  showed  nothing  abnormal.  There  was  no 
lead-line  on  the  gums.  An  enema  brought  away  a  small  movement, 
nonnal  in  character. 

DiscuBsion. — Intestinal  obstruction  and  general  peritonitis  are  the 
most  likely  hypotheses.  There  is  nothing  in  his  occupation  nor  in  the 
examinadon  of  the  blood  and  the  gums  to  make  lead-poisoning  at  all 
probable.  If  perforative  peritonitis  were  present,  there  would  be 
apt  to  be  more  tenderness  and  some  fever.    Yet  I  have  several  times  seen 
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acute  virulent  peritonitis  demonstrated  without  any  tever  or  tendL-mcss. 
We  have  no  e\idcnce  pointing  to  any  source  for  peritonitis,  and  nothing 
Id  connect  the  symptoms  with  the  stomach  or  tho  i^all-bbddGr,  while 
the  appendix  has  already  been  excluded  sur);iciilly.  \Mmt  can  wc  ari^ue 
from  the  presence  of  shiftinR  dulncss  in  the  Banks?  In  the  absence  of 
diarrhea  there  is  every  rea^n  to  believe  that  this  sj^  indicates  Huid  free 
in  the  peritoneal  ca\')t)',  but  this  is  fully  as  common  in  cases  of  intestinal 
obstruction  as  in  general  perforative  fKritonitis. 

Many  of  the  symptoms  here  present  could  be  explained  by  simple 
consli|>ation.  Indeed,  on  paper  this  seems  ()tiite  a  reasonable  di3j;n4«is. 
In  the  liring  patient,  however,  this  could  be  quite  readily  excluded  by 
Ibc  obvious  severity  of  the  patient's  suSeringsi  and  of  tJie  prostration 
accompanying  them.  By  the  same  tokens  it  was  easily  [Kissiblc  to  rule 
out  those  multiform  neuroses  which  are,  on  the  whtrfe,  the  commonest 
cause  of  |;encrsl  abdominal  pain. 

By  exclusion,  intestinal  obstruction  seems  the  most  prc^ble  diag- 
nosis. 

Outcome. — The  abdomen  was  opened  at  once,  and  the  mesentery 
of  tbe  lower  ilium  was  Eoimd  to  be  tightly  twisted  on  itself,  the  twist 
leading  to  a  group  of  intestinal  coila  which  were  distended  and  dark 
purple  in  color.  There  were  many  adhesions  near  the  site  of  the  ap])cn- 
dix,  but  apparently  these  were  not  re8|>on»ble  in  any  direct  way  for  the 
Btiuigulation.  There  was  about  a  quart  of  bloody  scrum  free  in  the 
abdomen. 

The  intestines  were  untwisted  and  returned  to  their  proper  position, 
the  wound  sewed  up,  and  the  patient  made  an  une\Tntftil  recovery. 

This  cose  illustrates  the  truth  of  the  rule  tliat  in  young  people  roost 
cases  of  intestinal  obstruction  are  conntxted  in  some  way  with  the 
results  of  a  prc^ious  peritonitis  or  operation,  while  in  old  people  the  great 
majority  of  cases  are  due  to  cancer.  For  some  unknown  reason  twists 
occur  much  more  frequently  in  those  whose  peritoneums  hive  been 
damaged  by  a  previous  operuUon  or  inflammation,  even  when  no  con- 
stricting band  of  adhesions  can  be  found. 

Diagnosis. — ObstnictioD  of  the  intestine;  vol\rulus. 
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CHAPTER   V 

EPIGASTRIC  PAIN 
Case  66 

An  Italian  laborer  of  forty  cntcn.-d.lhc  hospital  NmTmbcr  22,  1006. 
For  sixteen  thys  Itc  had  t>it;n  having  puin  at  the  "pit  of  the  stomach." 
The  pain  came  on  rather  suddenly,  and  had  since  been  dull  and  steady, 
at  times  interfering  with  sleep.  He  has  not  )>ecn  able  to  work  since  the 
ooset  of  the  jwin.  It  hsis  no  relation  to  food  or  posture.  There  arc  no 
gastric  or  urinary  sym|)ioms,  no  jaundice,  no  consiiiKttion,  and  no  loss 
of  weight  The  patient  denies  venereal  disease,  and  lias  never,  to  his 
knowledge,  been  sick  l>cfore. 

Physical  examination,  except  in  so  far  us  relates  to  the  alKlomcn, 
was  ncgadvc.  'Iliere  a  hard,  ap|<arently  ntxlular  mass  \vas  felt  just 
below  tlw  ensiform  cartilage  and  a  little  to  the  left  of  the  median  line. 
It  u'as  not  tender,  and  descended  readily  with  inspiration.  I'he  1t\'er 
dubess  citttDded  as  high  as  the  fourth  inters|«ice,  hut  the  edjc  was  not 
fdl.  The  blood  and  urine  sliowed  nothing  abnormal.  '1'hc  capacity 
of  the  stomach  was  enlarged  to  72  ounces,  and  the  lower  border  reuchefl 
4i  inches  below  the  navel;  the  upper  lx>rdcr,  i  inch  above  it.  Free  IICI 
was  atwcDt.  The  total  acidity  u-as  0.13  [>cr  cent.  There  were  no 
organic  acids,  no  blood,  no  fasting  contents.  There  was  ito  reaction  to 
guaiac  in  the  i^tools.  The  |>atient's  (entt)eraturc  ranged,  for  the  most 
port.about  99°  F.,  often  reaching  too°  F, and  occasionally  toi°F.  His 
pulse  and  respiration  were  within  normal  limits.  At  times  tl>cre  n'as 
considiT.iMc  tenderness  over  the  cpipa-ilric  nLa.ss. 

Discussion. — Tulierculous  (jeritotiitis  is  renutrkaUy  common  in  the 
newly  arrived  Italian  immigrant  The  presence  of  fever  and  of  ab- 
dominal pain  witliout  fulminating  or  alarming  symptoms  is  quite  sug- 
gestive of  tuberculous  ]>cntoiulis,  but  we  have  no  endcncc  cither  of  free 
fltud  in  the  abdomen  or  of  the  tenderness,  spasltdly,  and  localized 
masses  which  an:  nccessar>'  for  the  diagnosis  of  this  disease  when  fluid 
is  absent 

Some  of  the  gastric  signs  in  this  case  arc  quite  consistent  with  gastric 
cancer,  hut  against  thi!>  are  the  sudden  onset,  the  absence  of  emaciatioa, 
stasis,  or  blood. 
IM 
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>  Manjr  of  these  cues  msy  actutlly  be  cases  of  peptic   ulcer.     Onty   operation   or 
•ulopsy  can  decide. 
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The  induralion  about  a  partially  perforated  gastric  ulcer  sometimes 
produces  a  muss  in  the  left  hjiiochondrium  similar  to  that  here  described. 
But  as  ihe  sjinptonis  seem  in  have  no  relation  to  food,  and  as  there  is 
no  tenderness  or  spasm  about  the  indurated  point,  there  seems  to  be 
no  good  reason  to  consider  this  |K>ssibility  seriously. 

The  tumor  is  on  the  wronR  side  for  jtall-bladdcr  disease,  and  the 
absence  of  colic  and  jaundice  makes  it  unnecessary  to  look  further  in  lhi» 
direction. 

Malignant  disease  of  the  liver  mij^ht  cause  such  a  fever  as  is  here 
described,  and  occasionally  arises  without  any  previous  or  coincident 
growth  in  the  stomach.  This  possibility  cannot  be  eK:luded,  esi>ecially 
as  the  liver  seems  to  be  enlarged  upward;  but  the  left  hypochondrium 
is  a  very  unusual  place  for  a  hepatic  neoplasm. 

On  the  other  hand,  the  position  of  the  mass  here  described  corre- 
sponds with  the  point  at  which  hepatic  syphilis  meet  often  shows  itself. 
This  diagnosis  would  explain  the  fever,  and  is  more  consistent  with  the 
histrir>'  and  with  the  good  nutrition  of  the  patient.  In  the  absence  of 
any  further  evidence,  however,  one  could  not  do  more  than  suspect 
S]rphilis.  Treatment  by  mercury  and  potassium  iodid  and  the  use  of  the 
Wassermajm  test  are  indicated  as  a  means  to  a  more  certain  diagnosis. 

Outcome. — On  December  6th  the  abdomen  was  opened,  and  the 
liver  was  found  to  \k  adherent  to  the  abdominal  wall  by  fine,  soft  ad- 
hesions. The  mass  felt  through  the  atxlominal  wall  was  found  to  consist 
of  an  irregular,  bogg)-.  yellowish-white  elcration,  from  which  a  con- 
siderable amount  of  puSr-like  material  was  removed  by  cautery. 

Microscopic  examination  showed  it  to  be  a  founma.  The  patient 
left  the  hospital  on  December  3(;th  feclinf;  perfectly  well. 

Diagnosis. — Hepatic  gumma;  syphilis. 


Ca«  «7 

A  Lithuanian  of  twenty-nine,  working  in  a  rubber  factory,  and 
never  consciously  sick  in  his  life  before,  entered  the  hospital  April  lo, 
190;.  Sometimes  he  lakes  as  much  as  eight  beers  and  four  whiskies 
daily.  At  other  times  he  goes  without  alcohol  for  at  least  a  week. 
For  two  wwks  he  had  been  having  severe  epigastric  pain,  with  loss  of 
appetite  and  obstinate  constipation. 

The  patient  was  very  nervous,  trembling,  and  pale.  The  red  tells 
were  3,750.000;  hemoglobin,  65  ])er  cent.;  white  cells,  7200.  The 
stained  smear  showed  78  per  cent,  of  polynuclear  cells  and  very 
marked  sti]>pling  of  the  reds.  The  aMomen  was  flat,  moderately  stiff, 
tDd  slightly  tender.    The  reflexes  were  very  lively,  and  there  was  hyper- 
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esthesia  of  the  feet.  1'he  aortic  se<:ond  sound  was  accentuated,  llie 
urine  showed  a  very  sli^jht  trace  of  albumin;  otbi-rwise  it  was  ocgalivc, 
Hit  was  ihtf  r(«t  of  the  i>bysicnl  examination. 

Three  da)'^  aflcr  L-nuancc  the  palicnl  became  maniacal  in  the  Di^ht 
and  had  to  be  retrained.  This  continued  for  six  day»,  after  which  lie 
became  sane.  His  tcmytcraturc  was  frequently  abow  99°  F.,  and  once 
reached  101.4°  F.     This  wai  at  the  height  of  his  maniacal  attack. 

Discussion. — The  histary,  the  maniacal  attack,  and  the  gastric 
symptoms  point  toward  alcoholism.  The  anemia,  however,  is  not 
thus  to  be  cxpbincd. 

TuIhtcuIohs  pen'tonilis  and  mimingitis  are  suggested  by  the  com- 
Innation  of  a  spasitic,  tender  abdominal  wall,  and  the  maniacal  attack 
accompanied  by  fever.  This  form  of  tuberculosis,  however,  rarely 
produces  anemia,  and  mania  is  very  unlikely  in  it,  unless  other  cvrcbral 
symptoms  (letharg)-,  coma,  squints,  headache,  or  vomiting)  are  also 
present. 

Work  in  a  rubber  factory  often  produces  a  stubborn  type  of  general 
debility,  but  it  does  not  lead,  so  far  as  I  know,  to  fe%'cr,  to  mania,  or  to 
anything  like  this  grave  anemia. 

Nephritis  muM  be  considered.  It  would  explain  the  albuminuria, 
the  accentuated  aortic  second  sound,  and  the  mania;  but  a  nephritis 
which  had  tasted  long  enough  to  produce  such  on  anemia  would  almost 
certainly  produce  a  demonstrable  enlargement  of  the  heart  and  some 
other  uremic  manifestations,  such  as  headache,  vomiting,  or  hemor- 
rhages. 

I.ead-pfflsoiung  should  always  be  considered  in  a  case  presenting 
the  combination  of  anemia  and  cerebral  svTnptoms.  especially  if  the  red 
cells  contain  a  basophilic  granulation,  as  in  this  case.  Ix>uked  at  from 
this  point  of  new,  all  the  s)-mptoms  seem  to  fall  very  naturally  into  lino — 
lead  colic,  lead  anemia,  lead  nephritis,  lead  encephalopathy, 

Ootcome. — '1'he  treatment  consisted  at  the  beginning  of  glycerin 
Cnemata  and  magnesium  sul])hatv,  with  morphin  for  the  pain.  lodid 
of  potash,  10  grains,  was  given  three  times  a  day,  while  hot  applica- 
liofts  and  lurpenline  stui>cs  were  also  used  for  the  pain.  Chloroform 
anesthesia  was  once  needed  during  his  attack  of  mania.  Fifteen  grains 
of  Irional  were  given  several  times  for  sleep. 

April  ifjih  the  red  cells  were  3,600,000.  and  no  stippling  was  found. 

By  the  twcjily-third  of  April  he  had  nearly  recovered  and  was  ready 
to  go  home.  It  was  subsequently  found  that  he  drank  water  which  came 
througli  a  lead  pipe,  and  that  he  seldom  let  the  water  nm  before  drinking 
in  the  morning. 
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In  connection  with  this  case  I  will  mention  briefly  a  patient  to  whom 
I  was  called  because  of  anemia  and  convulsive  attacks.  She  was  a  young 
married  woman  with  a  baby  three  months  old.  She  Uved  in  a  rural 
district,  and  did  no  work  outside  her  own  house.  Epilepsy  and  uremia 
were  the  diagnoses  previously  considered,  but  examination  showed 
that  she  and  every  other  member  of  the  household  except  the  baby  had 
a  well-majked  lead-line  on  the  gum  and  all  the  other  evidences  of  lead- 
poisoning.  After  giving  up  a  water-supply  heavily  impregnated  with 
lead,  this  patient  rapidly  recovered- 
Diagnosis. — Flumbism. 

Case  68 

A  blacksmith  of  twenty-three  entered  the  hospital  November  34, 
1906,  with  a  negative  family  history  and  past  history  and  good  habits. 
He  had  been  complaining  for  three  weeks  of  epigastric  pain,  usually 
coming  on  about  eleven  o'clock  in  the  morning,  seeming  to  bear  no  rela- 
tion to  food — described  as  "pulling"  in  character,  and  relieved  by  lying 
down.  There  had  been  slight  tenderness  in  the  epigastrium,  especially 
under  the  right  ribs.  The  boweb  had  been  very  constipated,  moving 
rally  once  in  three  days.  Three  days  ago  he  began  to  vomit,  and  had 
done  so  once  or  twice  a  day  since.  The  vomitus  contained  no  blood 
or  food,  but  was  yellow  in  color.  His  pain  was  never  present  when  he 
waked  in  the  morning;  it  was  sometimes  brought  on  by  drinking  water. 
He  appeared  to  be  15  pounds  lighter  than  in  the  previous  June. 

Physical  examination  was  entirely  negative,  except  that  lumps  were 
felt  in  the  sigmoid  region. 

Disctission. — It  does  not  seem  likely  that  a  blacksmith  of  twenty- 
three  is  suffering  from  a  pure  neurons,  and  he  is  at  an  age  when  cancer  of 
the  stomach  is  very  rare.  The  pain  comes  at  a  time  when  the  stomach 
is  likely  to  be  empty,  and,  therefore,  suggests  hyperchlorhydria  or  duo- 
denal ulcer.  The  fact  that  his  vomitus  contains  no  food  goes  to  strengthen 
this  hypothesis,  and  the  negative  physical  examination  is  entirely  con- 
sistent with  it. 

Is  it  possible  that  the  lumps  felt  in  the  sigmoid  region  may  be  due  to 
a  fecal  accumulation  behind  a  stricture,  cancerous  or  of  othei  origin? 
I  have  known  cancer  of  the  intestine  in  a  boy  of  twenty-one,  so  that  the 
youth  of  this  patient  does  not  exclude  that  possibility,  and  the  vomiting 
and  constipation  are  quite  consistent  with  it.  In  the  absence  of  more 
definite  symptoms,  however  (such  as  visible  peristalsis,  blood  in  the 
stools,  and  abdominal  distention),  there  seems  to  be  nothing  further  to 
verify  this  idea. 
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M»y  not  the  ft\-inptonis  be  due  to  siin|)le  constipation,  so  called? 
Why  then  should  lie  have  s\Tnptoms  just  now  and  not  previousl)'? 

On  tl)c  wholo,  the  >-outh  o(  the  patient  and  the  short  duration  of  the 
S)-n]ptoms  make  cancer  and  constipation  less  likely  than  the  other  al- 
leroalivc  above  mentioned,  but  no  certainty  can  be  attained  on  the  bu&iii 
of  the  facts  here  presented.  Only  by  the  thera|)cutic  Ust — the  results  of 
trealini;  the  patient  for  duodenal  ulccT  {a  treaimml  identical,  in  its 
early  stages,  nith  that  of  hjpcrehlorhjidria) — can  greater  certainty  lie 
obtained. 

Outcome. — After  castor  oil  by  mouth  and  enenuta  of  oil,  larxe 
mo^'cmcnts  followed.  Guaiac  test  negatii-c.  Olivt;  oi!  by  mouth  also 
relieved  him  very  much,  likewise  a  gastric  ulcer  diet.  In  five  da)"*  he 
seemed  to  Ijc  entirely  well. 

Diagnosis. — C-onsti{KitHia. 

CMe  W 

A  chambcTTnaid  of  twenty-two,  with  a  negative  pre%nous  history 
and  family  history,  entered  the  hospital  Nfarch  2,  190;.  In  February, 
1906^  she  had  what  wa»  called  "grip,"  f(41owcd  by  alxluminal  pain, 
weakness,  and  the  loss  of  10  pounds  in  weight.  The  ])ain  was  sudden 
and  nagging,  coming  sometimes  inunwlialcly  after  meals,  sometimes 
later,  never  lasting  long,  and  nc\'er  scwte.  She  has  had  recuirences 
of  this  pain  at  intervals  ever  since.  Four  weeks  ago  the  jsain  became 
more  troublesome,  and  was  accom]ianicd  by  bekhing  and  con&ti|)ation. 
It  did  not  always  remain  in  the  epigastrium,  but  might  ^ift  to  the  lower 
aMomen,  to  the  left  ch€»l,  and  to  the  back.  It  sevnicd  to  \>e  prmliiced 
c&Itecially  by  toast,  potatoes,  and  meat;  it  was  sometimes  relieved  by 
drinking  hot  water,  but  not  by  cooking-sodii.  It  had  kept  her  awake 
during  the  past  two  nights.  She  also  comjiiained  of  "  jialpitalion  in  bcr 
stomach."  She  had  very  rarely  vomited,  -At  the  ptisent  dme  hee 
boweb  arc  regular,  and  she  feels  fairly  well  cicc])t  (or  weakness. 

Od  pbjnical  examination  it  was  noted  that  her  cheeks  were  red,  but 
her  tips  pale.  The  chest,  alxlomcn,  and  urine  showed  nothing  remark- 
able. Itlood  examination  showed:  Red  cells,  4.976.000;  while  ce!h, 
5600;  hemoglobin,  to  per  cent.  The  stained  S|>c(:imen  was  normal 
except  for  moderate  achromia.  The  |>aticnt  was  treated  by  a  careful 
diet. 

Discussion.— Lead- |)oiaoning  is  always  one  ol  the  possibilities 
when  a  patient  demomtrably  anemic  complains  of  abdominal  pain. 
Lead  maj'  be  excluded,  however,  in  my  opinion,  by  the  absence  of  boso* 
philic  stippling  in  the  red  cells.     1  have  nc^'cr  kno\\-n  a  clear  case  of 
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plumbism  without  stippling.  There  was  nothing  else,  moreover,  to 
favor  the  suspicion  of  lead-poisoning  in  this  patient. 

If  the  patient  were  somewhat  older,  the  history  would  be  quite  con- 
sstent  with  gastric  cancer,  which  would  also  explain  the  anemia;  but  aa 
these  symptoms  have  lasted  a  year,  we  should  almost  certainly  find  more 
evidence  of  cancer  if  that  were  the  cause  of  the  patient's  sufferings. 

Chlorosis  is  generally  accompanied  by  constipation  and  hyper- 
chlorhydria,  which  appear  to  be  present  in  this  case.  The  age  and  the 
occupation  favor  this  diagnosis,  which  may  be  provisionally  accepted, 
subject  to  confirmation  by  the  results  of  treatment.  The  pain  in  this 
case  is  very  typical  of  that  most  often  associated  with  constipation, 
whether  or  not  the  latter  is  its  cause. 

Outcome. — The  bowels  were  regulated  by  cascara  and  enemata. 
She  was  given  lo  grains  of  Blaud's  pill  after  each  meal.  Recovery 
was  uneventful. 

Diagnosis. — Chlorosis. 

Case  70 

A  married  woman  of  thirty-five  entered  the  hospital  December  $, 
1906.  She  has  always  been  well,  but  subject  to  what  she  calls  bilious 
attacks.  She  was  operated  on  four  years  ago  for  strangulated  hernia. 
Since  then  she  has  had  a  great  deal  of  severe,  cramp-like  epigastric 
pain,  sometimes  relieved  by  a  movement  of  the  bowels.  On  December 
10,  1905,  the  catamenia  failed  to  appear,  and  she  had  vomiting  and 
headache.  In  January,  1906,  she  was  operated  on  for  extra-uterine 
pregnancy.  In  convalescence  she  was  troubled  by  diarrhea  and  gaseous 
distention  of  the  bowels.  Later  on  she  was  obstinately  constipated. 
She  felt  as  if  her  intestines  would  fall  out,  but  found  relief  by  holding 
them  up  with  her  hands.  Two  months  ago  she  woke  up  with  a  violent 
pain  in  her  right  hand.  The  next  morning  the  hand  was  swollen  up  so 
that  she  could  not  close  it.  This  trouble  soon  passed  away,  but  ever 
since  that  time,  she  says,  she  never  knew  when  a  sharp,  shooting  pain 
would  strike  her.  The  pains  were  felt  in  all  parts  of  the  body,  and  lasted 
from  a  minute  to  four  hours.  She  has  had  to  take  morphin  for  them  at 
times.  She  says  that  she  had  never  been  nervous  or  hysteric  before. 
She  now  enters  the  hospital  expecting  an  operation  for  intestinal  obstruc- 
tion, having  been  sent  in  by  one  of  the  visiting  surgeons  with  a  diagnosis 
of  intestinal  obstruction  of  mechanical  origin. 

Physical  examination  showed  that  the  pupils  were  irregular  and  did 

not  react  to  light.     Knee-jerks  were  present,  but  diminished.     The 

ankle- jerk  was  absent;  otherwise  examination  of  the  reflexes  was  negative. 
II 
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Sensation  and  codrtlioation  appeared  to  be  perfect.  Id  the  right  loin  a 
mass  was  felt  descending  bdow  the  ribs  on  deep  inspiration,  slightly 
tender. 

I^j'sical  cxaminatioo,  Indudii^  the  blood  and  urine,  was  otherwise 
Degiative. 

Discussion. — Certainly  a  vixy  complicated  case.  No  doubt  con- 
stijialion  accounts  for  a  part  of  the  s}-mptoms  but  the  pains  are  nty 
wide-spread  and  unusually  intense  for  constipation.  Moreover,  there 
are  certain  facts  in  the  ph)-&ical  cxaminauon  which  cannot  possibly  be 
thus  explained. 

Intestinal  obstruction  by  bands  or  adhesions  is  always  a  menace  in 
those  who  have  had  a  strangulated  hernia  and  an  operation  for  extra- 
uterine pregnancy;  but  for  the  same  Fe:ison  as  mentioned  in  the  last  para- 
graph, intestinal  obstruction  cannot  account  for  all  the  facts  in  tliis  case. 

Much  in  the  patient's  bcha%-i<>r  and  ap[>carance,  and  something  in 
her  symptoms,  pcMnt  toward  a  ncurcEus,  but  this  would  not  account  for 
the  absence  of  ankle-jerks  and  pupillary*  reactions. 

The  sip\a  just  mentioned  practically  a.<«3ure  us  that  thb  patient  has 
tabes  dorsalis.  The  only  impcaljint  question  remaining  is  whether  the 
tabes  cx}4ains  all  the  5>'mpIom»,  t'crlainly  the  pains  are  very  character- 
istic of  tabes,  and  the  gastro-intcstinal  !i>-mptom5  may  well  be  inler- 
pTe1e<l  as  "crises."  The  mass  in  the  loin  is  certainly  not  due  to  tabes, 
but  in  all  probability  docs  not  represent  evidence  of  any  disease  what- 
evtT,  but  b  merely  a  tagging  kidney. 

On  the  whole,  it  seems  reasonable  to  believe  that  all  the  symptoms 
are  now  due  to  tal>es.  M  any  rate,  the  patient  should  be  treated  on  that 
basb  for  the  present.  The  chief  lesson  of  the  case  is  the  aecessity  for 
•elf-nstraint  on  the  part  of  earnest  surgeons  when  the  patient's  pupils 
and  Achilles  tendons  fail  to  react 

Outcome.— The  patient  remained  only  two  da\*s  in  the  hospital, 
whither  she  had  come  reluctantly  and  under  the  imprcsMon  that  a 
iccond  operation  would  !«  necessary.  When  it  was  decided  that  no 
operation  was  ad%isablc,  she  declared  that  she  felt  well  and  went  home  at 
once. 

Diagnosis.— Tabes  dorsalis. 


Case  71 

A  married  woman  of  forty-two,  of  negative  family  history  and  past 
history,  entcrrd  the  bos{>ilaI  December  i,  rqo6.  On  January  28,  1906, 
she  broke  her  leg  and  was  confined  to  lied  for  eight  weeks,  during  which 
time  she  lost  her  appetite,  had  jialpitation  of  the  heart,  a  grinding  pain 
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in  the  epigastrium,  and  a  feeling  as  if  there  were  strings  indde  her 
bitched  to  the  navel  and  to  the  backbone.  She  had  occasional  vomiting 
of  whitish  material.  She  was  given  various  medicaments  without  relief. 
In  July  she  began  to  walk  on  crutches,  but  her  symptoms  were  unrelieved. 
Her  appetite  was  poor,  and  she  lost  30  pounds  in  weight  between  Janu- 
ary and  December. 

Her  physical  examination  was  entirely  n^ative,  except  for  a  leuko- 
cytosis of  20,000.  The  gastric  capacity  was  27  ounces;  the  stomach 
conaderabiy  prolapsed.  There  were  no  fasting  contents,  and  after  a 
test-meal  free  hydrochloric  acid  was  found  to  the  amoimt  of  0.23  per 
cent  There  was  no  blood.  Three  days  later  the  white  cells  had  fallen 
to  10,000,  and  ranged  between  that  and  16,000  during  the  three  weeks  of 
her  stay  in  the  hospital.  At  no  time  was  there  anything  abnormal  about 
her  temperature,  pulse,  or  respiration: 

DiBCDBsion. — It  is  natural  to  fear  cancer  in  this  case,  for  gastric 
symptoms  of  recent  origin  always  threaten  cancer  when  the  patient  is 
over  forty.  The  presence  of  abundant  free  hydrochloric  acid  in  the 
stomach-contents  by  no  means  excludes  cancer.  The  most  hopeful 
feature  in  this  regard  is  the  absence  of  tumor  or  stasis,  one  of  which 
would,  in  all  probability,  be  manifest  after  a  year  of  suffering. 

To  those  who  are  always  on  the  look-out  for  psychic  causes  in  gastro- 
intestinal disease,  the  fact  that  this  patient  had  no  stomach  trouble  until 
she  broke  her  leg  and  was  confined  to  bed,  offers  an  important  clue.  It 
should  lead  us  to  investigate  very  carefully  the  patient's  mental  condition. 

Outcome. — It  turned  out  on  careful  questioning  that  she  feared  she 
was  suffering  from  cancer.  She  was  gready  encouraged  by  the  negative 
results  of  the  gastric  tests,  and  in  eighteen  days  gained  7}  pounds,  mostly 
as  a  result  of  forced  feeding,  with  laxatives  and  myrrh  pill,  one  or  two  at 
night,  aromatic  chalk  mixture,  sodium  bicarbonate  when  in  distress, 
and  a  quassia  cup  before  meals.  She  was  also  relieved  by  10  grains 
of  sodium  bromid  after  meals,  and  on  two  or  three  occasions  had  trional 
at  night.    The  main  point,  however,  m  her  recovery,  was  forced  feeding. 

The  leukocytosis  is  not  explained,  but  must  be  listed  as  one  of  those 
wild  and  untamed  facts  which  I  have  grown  to  expect  as  a  normal 
dement  in  every  well-studied  case. 

Diagnosis. — Gastric  neurosis. 

Case  72 

A  factory  hand  of  thirty-eight  entered  the  hospital  December  29, 
1907.  Seven  years  ago  he  began  to  suffer  from  tape-worm,  of  which 
large  segments  were  passed  until  three  years  ago,  when  the  whole  worm 
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vm  reniovTtl.  During  this  lime  he  had  attacks  of  ejiigastric  pain  and 
vomiting,  often  associated  ^^-ith  jaundice.  His  family  histor>-  and  habits 
are  Kood.  Ei^ht  (lu)'s  ago  he  was  again  seized  with  pain  in  the  ejn- 
gastrium,  relieved  iiy  vomiting.  An  hour  later  the  jnin  returned  and  he 
\-omited  again.  Ttii«  hap[>t:n«d  five  times  tlut  day,  The  next  day  he 
kept  quiet  and  had  no  pain  or  vomiting.  On  the  third  day  he  went  to 
work,  and  the  {ain  and  vomitinf;  recurred.  On  the  fourth  day  he  was 
quiet  and  felt  well.  On  the  fifth  day  he  again  »-orlced,  and  again  had 
pain  and  ^-omiting.  For  the  [lasl  ihrec  days  he  has  not  worked  and  has 
felt  well.  This  association  of  {tain  with  work  has  been  (irescnt  in  all  his 
past  attacks.  He  lias  never  had  jKiin  at  night,  on  Sunday's,  or  on  holi- 
days; and  during  the  time  that  he  has  had  these  attacks  he  has  changed 
his  work  three  times.  His  |)ain  bears  no  special  relation  to  the  time  or 
kind  of  food.  1'hc  vomitus  consists  of  small  amounts  of  ^trecnish  mater- 
ial and  saliva.  He  has  nc^cr  i*xn  food  or  blood  either  in  the  vomitus 
or  in  his  stools.  During  the  alUtcks  his  ap]x;tilc  is  poor  and  his  bowels 
constipated.  He  states  that  Ik  lias  been  considerably  jaiuidiced  during 
ibis  last  attack.     He  has  Inst  live  pounds  in  the  course  of  tlic  last  year. 

On  |>li)'sical  examination  no  jaundice  is  found.  Many  Icetli  are 
miisiDg;  the  rest  arc  in  fair  rondition.  I'herc  is  a  s)-stolic  murmur 
at  the  apea,  not  transmitted.  The  heart-apex  is  in  the  fifth  interspace, 
inside  the  nipple-line.  The  aortic  second  sound  is  louder  than  the 
pulmonic  second  sound.  The  tension  of  the  pulse  is  apparently  h^h, 
the  lungs  normal.  The  abdomen  is  level,  slightly  rigid,  tympanitic 
througho*.!!.  and  vtry  slightly  tender  on  jiressurc  in  the  epigastrium. 
There  are  slight  dulncss  and  re».itancc  in  the  region  of  the  gall-bbddcr, 
but  no  jaundice.  The  ll'i'er  is  not  felt.  Physical  examination,  includ- 
ing the  binnd  and  urine,  is  otlKTwi.se  norm.il. 

Discassioo.  -Tlic  lapc-worm  is  obnously  "a  blind."  It  b  vay 
unlikely  ttut  the  epigastric  pain  and  vomiting  from  which  the  patient 
suffered  from  1900  to  1904  had  any  real  connection  with  the  tafjc-worm. 
It  b  perhaps  worth  mentioning  here  that  practiL-ally  all  the  symptoms 
tRidilionally  associated  with  tapc-it'orm  are  nnlhlcal.  In  the  \'ast 
majority  of  cases  lajie-worm  produces  no  symptoms  whatever. 

Since  the  death  and  bin-iat  of  "gastralgia."  that  ancient  foe  of  clear 
diagno^s  and  helpful  treatment,  such  pain  as  this  patient  suffered  has 
been  shown  to  be  generally  due  to  one  of  two  causes — duodenal  ulcer  or 
gall-stones.  Since  the  attacks  ha\-e  apparenlly  been  associated  with 
jaundice,  our  first  thought  is  gall-stones,  but  on  a  closer  study  of  the 
case  we  find  tliat  he  lias  now  no  jaundice,  although  be  now  considers 
himself  as  yelloiv  as  in  the  previous  attacks.    This  makes  us  doubt 
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whetber  he  really  was  ever  jaundiced.  I  have  many  times  found  reason 
to  discount  patient's  ovm  statements  in  this  matter.  Patients  and  their 
friends  often  use  the  word  "jaundice"  to  denote  nothing  more  definite 
than  a  sallow  complexion.  To  the  consideration  of  duodenal  ulcer  I 
shall  return  later. 

Aneurysm  or  angina  abdominaiis  is  suggested  by  the  fact  that  the 
pain  is  increased  by  exertion  and  the  pulse  tension  high.  On  the  other 
hand,  a  pain  which  produces  and  is  reheved  by  vomiting  is  rarely  due  to 
dther  of  the  causes  just  mentioned.  The  physical  examination  shows 
no  evidence  of  aneurysm. 

Is  it  likely  that  the  lack  of  a  good  set  of  teeth  explains  some  or  all  of 
this  patient's  symptoms?  It  does  not  seem  to  me  so.  Despite  the  many 
positive  statements  regarding  the  close  association  of  digestive  troubles 
and  poor  or  deficient  teeth,  I  have  never  seen  any  clinical  evidence 
which  would  enable  us  to  say  more  than  "perhaps,"  so  extraordinarily 
common  is  it  to  examine  people  who  have  lived  their  lives  quite  free  from 
digestive  troubles,  though  only  one  or  two  blackened  fangs  remain  in  each 
jaw.  I  by  no  means  deny  the  possibility  that  malnutrition  or  poor  diges- 
tion may  in  certain  c^es  be  due  to  defective  teeth,  but  I  think  we  need 
a  great  deal  more  definite  study  and  evidence  before  we  shall  have 
justification  for  the  positive  statements  and  the  expensive  municipal 
criisades  that  are  now  so  rife. 

A  definite  diagnosis  in  this  case  would  be  easier  if  we  knew — (a) 
Whether  there  is  blood  in  the  stools  and  (b)  whether  hyperchlorhydria 
is  presoit.  Even  in  the  absence,  however,  of  these  data  I  think  the 
diagnosis  of  duodenal  ulcer  is  justifiable.  Between  this  disease  and  the 
hyperchlorhydria  which  leads  to  it  diagnosis  is  not  always  possible,  as 
«t11  be  exemplified  in  a  subsequent  case.  The  absence  of  any  tem- 
peramental or  occupational  cause  for  the  worry  and  irritability  so  often 
associated  with  hyperchlorhydria  makes  me  incline,  on  the  whde, 
toward  ulcer. 

Outcome. — On  January  i,  1908,  the  abdomen  was  opened.  The 
gall-bladder  and  ducts  were  found  to  be  normal,  but  a  small  duodenal 
idcer  was  present.    No  aneurysm.    The  patient  made  a  good  recovery. 

Diagnosis. — Duodenal  ulcer. 

Case  73 

A  married  woman  of  forty-seven,  with  negative  family  history  and 

good  habits,  entered  the  hospital  December  21,  1907.     She  stated  that 

for  eighteen  years  she  has  had  abdominal  cramps  every  three  or  four 

months,  but  that  for  the  last  two  weeks  these  have  come  much  more 
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often — sevcD  times  in  Iwo  weeks,  llie  pala  starts  in  the  epigastrium 
\-cry  suddenly  and  n-ithout  known  cause,  mthout  rcUlion  to  food, 
to  mcnslruatioD,  or  to  the  time  of  day.  Il  radiates  to  the  right  Aank, 
bsis  alxnjt  three  hours,  and  often  wakes  her  from  slcvp.  It  is  usually 
accompanied  by  xTimiling  of  food  or  brownish  liquid.  'Iliere  is  no  his- 
tory of  jaundice,  and  between  attacks  she  feels  {perfectly  ^^cll,  although 
the  pain  is  so  sewre  as  to  require  morpliiii.  Her  bowcU  ar«  re^^ular, 
her  urination  normal,  although  for  the  last  three  days  ^c  has  passed  less 
urine  than  usual.    She  thinks  she  has  lost  a  great  deal  of  weight. 

Ph>-sical  examination  is  negative,  except  for  considerable  qiigastric 
tenderness.  The  while  cells  number  15,800;  the  stained  sniear  negutive. 
The  urine  contains  a  slight  trace  of  albumin;  gravity,  1030;  a  few  hj'aline 
and  granular  casts. 

Discussion.— Such  s>'mptom5  might  be  due  to  constipation,  but  her 
negative  statement  upon  this  point  vras  confirmed  by  our  observation  in 
the  hoapilal.  The  history  is  also  suggestive  of  lead -poisoning,  except 
for  its  extreme  duration,  but  the  condition  of  the  blood  and  of  the  gums 
enables  us  to  rule  tliis  out. 

The  negative  ph)'sic3l  examination,  which  included  tests  of  the 
pupillary  and  other  important  reilexes,  makes  lat>cs  with  pistric  crisis 
out  of  the  question.  The  regularity  of  the  lx>wels  and  the  long  dura- 
tioa  of  symptoms  render  chronic  inltstinal  obstruction  (cancer)  ^-cry 
unlikely. 

Gastric  cancer  b  alwa>-s  to  be  feared  at  the  age  o(  forty-»c\'cn  when 
the  patient  has  vomited  a  brownish  liquid  at  frequent  interx'als,  has  had  a 
great  deal  of  eingastric  i^ain.  and  is  believed  to  ha\'e  loel  a  great  deal  of 
vretght.  By  the  use  of  the  stomach-lu)>e  we  were  able  to  establish  the 
bet  that  there  were  no  gastric  stasis  and  no  blood  in  die  stonutch-con- 
icnts  or  in  the  vomitus.  The  size  of  the  stomach  was  normal,  and  no 
tumor  {nlpabtc. 

Duodenal  ulcer  often  gi^cs  a  history  of  very  prolonged  suffering, 
similar  lo  that  in  this  case,  and  there  is  nothing  in  the  history  lo  exclude 
II.  Kven  the  fad  that  blood  ivas  alisent  fmm  the  \X)mitu8,  the  artificially 
abstracted  gastric  contents,  and  the  feces  by  no  means  excludes  ulc«r. 
The  riidiaiinn  of  the  |>«in,  however,  its  sudden  onset  and  its  smlden 
relief  by  morphin,  arc  less  characteristic  of  duodenal  ulcer  than  of  the 
disease  next  to  l>e  considered.  We  note  also  tlie  absence  of  any  relation 
between  the  pain  and  the  digestive  activities. 

Gall-sloncs  might  ex)ilain  all  the  s>-mploms  in  the  case,  although  the 
diagnosis  is  not  forced  upon  our  notice,  as  it  would  be  were  jaundice 
present.     Wc  are  no  longer  surprised,  howexTT,  to  find  gull-stoncs  in  the 
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absence  of  jaundice,  and,  on  the  whole,  no  other  diagnosis  seems  as 
likdy.  The  negative  physical  examination  does  not  militate  at  all 
against  this  idea,  nor  does  the  condition  of  the  urine  incline  us  to  chaise 
our  minds,  though  it  is  not  at  all  obvious  why  the  albumin  and  casts  are 
pttsent 

Outcnne. — On  December  a6,  1907,  the  abdomen  was  opened  and 
15  large  stones  were  found  in  the  gall-bladder.  The  patient  made  a 
good  recovery. 

Diagnosis. — Gall-stones. 

Case  74 

A  tailor  of  forty-nine  with  a  good  family  history  and  good  habits 
entered  the  hospital  on  June  15,  1907.  For  the  last  eighteen  years  he 
has  had  occasional  spells  of  dull  epigastric  pain  coining  on  in  the  after- 
noon for  a  month  or  so.  These  attacks  had  never  troubled  him  much, 
and  were  often  absent  for  a  month  at  a  time;  but  for  the  last  ten  years 
th^  have  become  more  frequent,  and  the  pain  has  appeared  in  the 
morning,  as  well  as  in  the  afternoon,  accompanied  by  a  feeling  of  weight 
in  the  abdomen,  but  rarely  by  vomiting.  About  a  year  ago  the  pain 
began  to  come  regularly  between  10  and  12  in  the  morning,  and  between 
4  and  6  in  the  afternoon,  except  during  the  periods  when  he  was  under 
treatment.  The  pain  is  now  sharp,  and  radiates  sometimes  from  the 
epigastrium  to  the  back,  rarely  to  the  left  hypochondrium.  It  is  partly 
rdieved  by  eating,  and  whoUy  by  cooking-soda,  but  never  by  pressure. 
He  frequently  belches  gas. 

Two  months  ago,  after  a  day  during  which  he  had  been  constantly 
r^uTgitating  sour  fluid,  he  vomited  at  one  time  almost  three  quarts  of 
sour,  foaming  yellow  fluid,  with  great  relief.  Two  weeks  ago  he  vomited 
a  similar  quantity,  and  at  the  end  of  it  was  a  little  chocolate-colored 
stuff.  He  ttiinks  he  has  lost  so  pounds  in  the  last  six  months,  yet  he 
worked  until  May  29th  and  until  very  recently  felt  as  strong  as  ever, 
and  has  eaten  and  slept  well. 

Physical  examination  was  negative,  except  that  the  stomach  capacity 
was  74  ounces,  the  organ  extending  three  inches  below  the  navel  and 
showing  visible  peristalsis. 

DiscosBion. — Here  is  a  history  nearly  typical  of  duodenal  ulcer. 
I  have  given  it  here  to  prove  that  in  some  such  cases  no  ulcer  is  demon- 
strable at  operation.  One  of  the  wisest  clinicians  of  my  acquaintance 
recently  said  in  a  personal  letter:  "In  my  experience  '  hyperchlorhydria ' 
generally  spells  duodenal  iJcer."  I  agree  with  this  statement  if  it  is 
taken  literally — that  is,  if  we  distinguish  "generally"  from  "always." 
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My  object  at  the  prtsenl  time  is  to  exemplify  one  o(  the  weak  points  in 
diiucal  diagnods — our  inability,  namely,  dearly  to  distinguish  the  two 
<<ii}fjtyc  above  referred  to.  Had  we  known  at  the  outset  that  this  patient 
was  an  alcoholic,  tbc  balance  might  have  inclined  a  Uttle  more  toward 
hjrpercblorhydria,  as  this  trouble  b  not  infrequently  associated  with 
alcoholism.  But  still  we  should  have  been  waodering  in  the  region  of 
probaliililics. 

Outcome. — Operation  on  the  nintli  of  July  sliowcd  no  dilatation, 
ulceration,  or  scar  [ormation  anywhere  in  the  Momach  or  duodenum. 
The  pyloric  ring  was  of  good  siiie.  The  patient  made  a  good  recovery, 
and  on  July  sS,  190S,  rciK)rts  that  he  had  had  similar  attacks  of  pain, 
but  less  se\'ere.  He  now  admits  that  at  times  he  drinks  liquor  freely, 
but  thinks  that  these  sprees  ha\'e  no  relation  to  his  gastric  attacks. 

Diagnosis. — H)'pcrchlorhydria  (alcoholism?). 

Cas«  75 

.^  farmer  of  foct)'-^x,  with  a  negative  family  history  and  good  habits, 
entered  tlic  hospital  February  19,  1907.  For  the  past  two  years  he  has 
had  many  se^-cre  attacks  of  epigastric  pain,  coming  without  apparent 
cause,  and  relieved  almut  once  a  month  by  \x>miting.  For  tlie  ]>ast  two 
weeks  the  pain  has  increased  in  severity.  He  localiites  it  accurately 
just  bdow  the  en^form  cartilage,  and  descrilKS  it  as  sharp,  increased 
by  coughing,  by  exertion,  or  by  a  meal  containing  pork,  ef^,  or  veal. 
It  is  usually  worse  at  night,  especially  just  after  he  goes  to  bed.  It  is 
somewhat  relieved  by  hot-water  bottles,  but  it  generally  keeps  him  awake 
most  of  the  night 

Phy^cal  examination  shows  the  heart's  impulse  two  inches  outside 
the  nipple-line  in  the  6fth  space.  There  is  a  presystolic  thrill  and 
murmur  at  the  apex,  ending  in  a  sharp  first  sound.  A  short  systotic 
murmur  is  also  heard  at  the  apex.  Both  murmurs  are  tnuismitted  to 
the  axilla.  Tlic  pulmonic  second  Mund  is  vi-ry  ditTicuh  to  hear.  At 
tbc  base  of  the  heart  a  soft  systolic  thrill  can  I>e  felt  in  the  aortic  area, 
and  a  high-pitciied  diastolic  murmur  heard  under  the  sternum  at  the 
level  of  the  third  rib  and  above  this  jMunt.  together  witi)  a  soft  s}'3tolic 
murmur,  which  is  audible  throughout  the  prccordia.  No  second  sound 
can  be  heard  in  the  aortic  region.  The  pulse  is  of  the  plateau  type; 
tbc  arteries  are  tortuous  and  thickened.  There  is  a  Uteral  cxcureioa 
of  the  brachials.  iUood -pressure.  lo^.  The  edge  of  the  liver  is  felt  on 
inspiration,  and  there  is  moderate  tenderness,  sharply  localized  bdow 
the  ensifonn  cartilage,  and  accompanied  by  muscular  spasm. 

Discussion. — In  this  case,  as  in  roost  of  those  preceding  and  follow- 
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ing  it,  the  pain  is  worse  at  night.  This  symptom  has  often  been  referred 
to  as  characteristic  of  gall-stone  pain  or  duodenal  ulcer,  and  there  are 
other  features  in  the  case  consistent  with  one  of  those  two  diagnoses, 
but  it  is  of  crucial  importance  in  the  study  of  this  case  to  note  that  the 
pain  is  increased  by  exertion  and  by  coughing.  This  is  not  usually 
the  case  with  duodenal  ulcer  or  gall-stones,  although  inflammatory 
adhesions  may  be  so  situated  that  muscular  action  stretches  them  pain- 
fuUy. 

The  presence  of  the  well-marked  heart  lesions  (aortic  steno^s  and 
r^urgitation),  and  especially  of  the  high  blood-pressure,  makes  us 
suspect  any  pain  of  being  connected  with  the  circulatory  system.  The 
rdation  to  exertion  is  very  characteristic  of  angina  pectoris.  Does  pain 
of  this  type  ever  occur  as  low  as  the  epigastrium?  It  certainly  does, 
although  the  term  "angina  abdominalis"  is  perhaps  more  appropriate. 
I  have  seen  a  great  many  cases  of  this  type  treated  quite  unsuccessfully 
by  stomach  specialists  without  regard  to  the  circulatory  condititm. 
To  get  further  clearness  on  the  diagnosis,  one  would  need  to  observe 
carefully  the  effect  of  rest  and  of  nitroglycerin.  Certainly  no  type  of 
stomach  or  gall-bladder  trouble  is  relieved  by  nitroglycerin. 

Outcome. — .\  few  days'  observation  in  the  hospital  ward  demon- 
strated the  truth  of  our  suspicions:  rest  rendered  the  attacks  less  fre- 
quent, and  those  which  occurred  were  promptly  relieved  by  nitroglycerin. 

Diagnosis. — Angina  pectoris  Qow). 

Case  76 

A  salesman  of  forty-nine  came  to  the  hospital  on  December  lo,  1907, 
complaining  of  pain,  constipation,  and  vomiting.  He  is  in  the  habit  of 
taking  several  drinks  of  whisky  a  day,  but  has  never  been  sick  until  the 
present  illness,  and  his  family  history  is  good.  For  five  weeks  he  has 
suffered  from  abdominal  pam.  The  pain  began  at  a  time  when  he  was 
"not  feeling  well,"  and  had  stopped  work  for  a  few  days.  It  is  in  the 
epigastrium,  worse  at  night,  relieved  by  eating,  and  accompanied  by 
much  wind  and  belching.  It  usually  begins  about  4  p.  m.,  and  reaches 
its  maximum  severity  between  11  p.  M.  and  4  A.  m.,  after  which  it  sub- 
Mdes.  Of  late  it  has  come  every  night.  He  often  vomits  with  the  pain, 
and  last  night  did  so  three  times.  He  has  small  movements  of  the 
bowels  every  second  or  third  day.  Two  months  ago  he  weighed  160 
pounds.     Now  he  weighs  136  pounds. 

Physical  examination,  including  the  urine,  is  negative.  No  lead- 
line is  to  be  seen.  The  leukocj-tes  number  10,400;  hemoglobin,  90 
per  cent.    In  the  differential  count  the  polynuclear  cells  are  80  per  cent.; 
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lymphocylts,  i8  per  cent.  ;cosinophilcs.  2  pcrccnl.  There  is  very  murked 
stippling  and  abnoimal  suining  of  many  red  cells. 

I'hrcG  da\'s  later  the  urine  was  found  to  contain  a  tiace  of  albumiot 
with  numeniuii  hyaline,  finely  and  coanely  granular  casts,  many  with 
cells  adherent. 

Ditcuuion. — Our  first  impressioa  is  natunlly  that  "nun  done  it," 
but  on  second  thought  there  seems  no  special  reason  why  he  should 
suddenly  begin  to  &ufler  at  this  time  as  the  result  of  so  long  continued 
a  habit. 

The  bet  that  his  bowels  arc  so  constipated  raises  the  question 
whether  this  trouble  may  not  account  for  all  his  sj-mptoms,  whether  it 
be  of  the  ordinar>'  functional  l)-|)e  or  dependent  upon  a  stricture  (malig- 
nant?). But,  as  before,  the  question  arises,  why  should  he  suddenly 
begin  to  suffer  from  constipation  at  the  age  of  forty-nine?  The  tunc* 
tional  types  of  the  affection  usually  make  tlicir  appearance  long  before 
thai  age.  Only  some  special  abenulion  in  diet  or  some  great  nervous 
strain  would  account  for  the  sudden  appearance  of  functional  constipa- 
tion in  a  man  of  tliis  age. 

It  is  possible,  of  course,  as  I  have  previously  stated,  that  cancer  of 
the  bowel  may  exist  for  months  or  even  >-eurs  without  manifL-sling  its 
presence  by  any  sj-raptoms,  but  when  wc  look  over  the  historj-  ami  ex- 
amine the  patient  with  this  possibility  in  mind,  iherescems  to  be  nothing 
to  support  it,  although  the  loss  of  weight  is  suggestive. 

A  pain  relieved  by  eating  often  occur*  m  connection  with  hj-perchlor- 
h>'dria  or  peptic  ulcer,  and  there  is  nothing  in  the  case  absolutely  to 
exclude  these  affections,  which,  like  cholelithiasis,  must  always  remain 
in  the  background  of  our  minds  when  paroxj-smal  epigastric  pain  b  the 
presenting  symptom. 

Before  making  any  further  investigation  or  following  up  any  other 
clue,  we  should  test  the  possibilities  suggested  1>y  the  presence  of  marked 
stippling  in  the  stained  red  corpuscles  despite  the  alxience  of  anemia. 
Although  no  lead  line  is  seen  and  nothing  in  the  patient's  occupation 
suggests  pturabism,  this  blood  lesion  is  so  characteristic  that  cver>- 
effort  should  Iw  made  to  follow  it  as  a  clue. 

Outcome.— During  the  first  three  da>-s  the  diagnosis  was  not  made; 
and  later  it  was  discovered  that  he  has  for  three  years  used  drinking- 
water  coming  through  30  feet  of  lead  pipe.  His  blood- pressure  was  found 
to  lie  185  mm. 

On  Deccmt>eT  i  ;th  his  attacks  of  colic  were  less  marked,  but  sudden 
muscular  weakness  in  both  arms  appeared  for  the  first  time.  On  Dcc«m- 
ber  24th  be  was  free  from  colic  and  the  urine  had  cleared  up,  but  the  arms 
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and  back  showed  very  marked  muscular  weakness.    On  this  day 
(the  34th}  a  well-marked  lead  line  was  found  on  the  gums,  visible  only  on 
liie  inner  side  of  the  teeth  of  the  loiuer  jaw. 
Bisgnosis. — Plumbism. 

Case  77 

A  n^ro  of  uxty-four  entered  the  hospital  August  7,  1907.  He 
stated  that  his  mother  died  at  eighty-&ve  "of  worry."  His  family  his- 
tary  is  otherwise  not  remarkable.  He  now  complains  of  severe  epigastric 
pain  which  had  been  present  for  three  months.  During  the  CivO  War 
he  drank  a  quart  of  whisky  daily.  Fifteen  years  ago  he  had  a  venereal 
sore  which  was  treated  at  the  Boston  Dispensary  with  calomel  locally 
and  iodid  of  potas^um  internally.  He  was  treated  for  six  months  and 
noticed  no  secondary  symptoms.  He  says  it  was  his  habit  to  take  three  or 
four  glasses  of  whisky  a  day  and  three  or  four  beers,  but  for  the  past 
four  months  he  has  abstained.  He  smokes  and  chews  five  cents'  worth 
of  tobacco  a  day. 

At  the  onset  of  the  pain,  three  months  before,  he  fell  in  the  street, 
although  he  was  not  unconscious.  Since  that  time  the  pain  is  apt  to 
radiate  from  the  epigastrium  across  his  chest  or  up  his  left  side  and 
through  his  back.  Occasionally  it  shoots  from  the  lower  part  of  his  back 
up  to  his  left  shoulder,  or  from  his  right  hip  down  his  leg,  but  it  is  worst  in 
the  epigastrium. 

Four  weeks  ago  he  was  examined  at  the  Boston  Dispensary  and 
thinks  that  he  was  ruptured  at  that  time.  He  has  had  no  vomiting,  head- 
ache, or  palpitation.  In  January,  1907,  he  weighed  180  pounds;  in  June, 
145  pounds;  now,  140.    His  digestion  is  good. 

Physical  examination  shows  a  pallor  of  the  mucous  membranes.  The 
heart  is  negative  except  for  accentuation  of  the  aortic  second  sound. 
The  carotid  arteries  are  prominent  and  easily  palpable.  The  blood- 
pressure  is  130  mm.  of  mercury.  The  right  lung  shows  a  consider- 
able number  of  coarse  riles  below  the  scapula,  with  moderate  dulness 
extending  to  the  base  of  the  lung.  One  and  a  half  inches  below  the  right 
costal  margin  is  a  rounded  nodule  an  inch  and  a  half  in  diameter,  con- 
siderably elevated,  apparently  not  connected  with  the  skin.  It  is  some- 
what movable,  not  tender,  and  does  not  descend  with  respiration.  There 
is  dulness  in  both  flanks,  shifting  with  change  of  position.  The  penis  is 
six  inches  in  circumference,  markedly  edematous,  as  is  the  perineum. 
The  motions  of  the  back  are  limited  and  painful.  A  rectal  examination 
shows  that  the  prostate  is  the  size  of  a  small  grape-fruit,  very  firm,  im- 
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movable  in  the  pelvis,  and  encroAching  markedl)'  upon  the  rectum. 
Tbc  right  testis  is  enlarged  and  tcndvr. 

R«]  cells  3.696,000;  dilTcrential  count  normal;  white  cdls,  14.200; 
hemoglobin,  45  per  cent. 

Discussion. — Alidominal  aneurysm  must  certainly  be  considered  as 
a  cause  of  pain  like  that  described  in  this  case,  especially  when  there 
is  so  well  authenticated  a  history  (>f  s\']>hilitic  infection.  The  enlarged 
testicle  would  then  naturally  be  explained  as  syphHilic  orchitis.  The 
sudden  onset  of  the  p^n  and  its  ]>ro»trating  efTocts  might  be  accounted 
for  by  a  {tartial  rupture  of  tbc  aneurynmal  sac. 

.\gain:$i  Uiia  diagnosis,  however,  is  tiic  evidence  furnisher!  by  rectal 
examination.  I  know  of  no  syphilitic  lesion  which  will  produce  such 
changes  in  the  i>ru&tatc.  Another  fact  of  importance,  whic))  came  to 
light  later,  was  the  incf^ciency  of  a  prolonged  course  nf  antis>i)hilitic 
treatmeni  which  he  had  recently  imdergone.  Malignant  disease  is 
certainlj-  the  commonest  cause  for  an  cxtcnsi\'e,  hard,  immox'ablc  tumor 
connected  with  the  prostate  gland.  Thi%  would  easily  account  for  the 
anemia  and  for  the  nodule  in  the  abdominal  wall,  though  both  of  these 
might  possibly  be  accounted  for  also  by  sj^ihiUs. 

If  malignant  disease  is  the  correct  diagnn^s,  why  was  the  patient  so 
suddenly  stricken  that  he  fell  in  the  street  three  months  before?  I  can 
give  no  confident  answer  to  this  question.  Possibly  his  habits  hare  some- 
thing to  do  with  explaining  it. 

Outcome. — The  patient  died  on  the  tenth  of  August.  Autopsy  showed 
sarcoma  of  the  right  testis,  with  metastasis  in  the  prostate, adrenal  glands, 
small  intestine,  bronchial  lymphatic  glands,  pleura,  pericardium,  and 
abdominal  wall. 

DiagDOBis.— Sarcoma  testis  with  metastases. 

Case  78 

A  colored  woman  of  inenty-four  entered  the  hospital  August  t,  1Q07. 
Seven  months  ago  she  l>cgnn  to  complain  of  a  severe  steady  pain  at>out 
the  center  of  the  abdomen,  a  little  more  on  the  left  than  on  the  righL 
At  this  time  a  Lir^e,  hard  tumor  was  discowred  near  the  rwvel.  For 
three  months  following  this  she  had  many  attacks  of  poin  in  the  sante 
region,  and  her  temperature  ranged  from  100°  to  105^  F.  The  lump  in 
the  mean  time  decreased  in  size.  For  the  last  four  months  she  has  had 
occasional  spells  of  pain  lasting  two  or  three  da>'s.  Site  does  not  feel 
fc^vrish.  For  the  past  four  months  she  has  had  scwrc  epigastric  pains, 
coming  on  evTri'  lifleen  minutes,  lasting  two  or  three  minutes,  and  often 
leading  to  vomiting,  but  for  the  |>a5t  twcntj'-four  hours  she  has  been  free 
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from  pain.  She  has  lost  twelve  pounds  in  the  past  seven  months,  but 
until  the  last  four  days  has  not  felt  very  much  weakness.  Nose-bleed 
has  been  frequent  all  her  life,  and  has  been  more  apt  to  come  at  the 
menstrual  period.  Her  bowels  have  been  constipated  for  years,  but  with 
medidne  have  usually  moved  once  a  day.  Temperature,  never  above 
99°  F.    Hemoglobin,  80  per  cent.;  leukocytes,  g8cx>;  urine,  normal. 

Physical  examination  shows  nothing  abnormal  in  the  chest.  The 
abdomen  is  held  very  stiffly,  especially  in  the  lower  portion,  where  there 
is  slight  dulness.  Much  tenderness  is  complained  of  throughout  Noth- 
ing else  could  be  made  out  on  account  of  this  tenderness.  By  vagina  a 
band  could  be  felt  to  the  right  of  the  uterus,  but  the  fundus  could  not  be 
palpated  on  account  of  abdominal  spasm.  Immersion  in  a  warm  bath 
failed  to  relax  the  abdominal  muscles,  and  even  under  ether  the  spasm  did 
not  entirely  relax. 

Discussion. — Clinical  experience  teaches  that  whenever  a  negress  is 
sck  and  the  symptoms  are  below  the  waist,  fibroid  tumor  of  the  uterus 
usually  turns  out  to  be  the  diagnosis.  The  abdominal  examination  was 
so  unsatisfactory  in  this  case  that  nothing  definite  could  be  said  regard- 
ii^  the  uterus.  The  lump  which  was  so  readily  felt  some  months 
before  would  play  in  very  well  with  the  idea  of  a  fibroid  tumor,  but  its 
apparent  decrease  in  size,  the  prolonged  fever  (three  months'  duration), 
and  the  generalized  abdominal  spasm  do  not  fit  well  with  this  diagnosis. 

Pehic  peritonitis  originating  in  a  pus-tube  would  explain  the  band 
felt  by  the  vagina  and  the  tenderness  of  the  lower  abdomen,  but  would 
not  account  for  the  long  fever,  the  wide  extent  of  the  abdominal  spasm, 
and  the  tumor  near  the  umbilicus.  Tuberculous  peritonitis,  however, 
will  explain  all  these  facts,  and  is,  moreover,  exceedingly  common  in 
young  colored  folks. 

Outcome. — On  August  7th  the  abdomen  was  opened  and  showed 
tuberculous  peritonitis,  the  viscera  irregularly  matted  together;  no  fluid. 

Diagnosis.— Tuberculous  peritonitis. 

Case  79 

A  married  woman  of  thirty-eight,  a  French  Canadian,  entered  the 
hospital  December  10, 1907,  for  chronic  abdominal  pain  which  has  lasted 
for  several  weeks  and  apparently  has  incapacitated  her  for  any  work. 
This  pain  has  troubled  her  on  and  off  for  three  years  and  a  half. 
At  times  it  is  very  severe  and  interferes  much  with  her  sleep.  Now 
it  is  present  every  day;  formerly  she  would  ha\'e  respite  from  it  for 
many  weeks  at  a  time.  It  is  not  affected  by  eating  nor  by  the  time  of 
day.    Her  appetite  is  fair,  and  she  has  never  been  jaundiced.     She 
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voniits  occasionally,  the  voroitus  not  being  in  any  way  characteristic. 
Ucr  bowck  move  aboul  once  in  three  days.  She  has  no  cough  and  do 
hea<liichc,  but  thinks  she  has  lost  20  pounds  in  the  past  eight  months, 
and  has  been  unable  to  work  during  ihut  lime  on  :iccoimt  of  [xiin. 

Phj'sical  examination  showed  considerable  loss  of  weight  and  pallor 
of  the  mucous  membranes.  Temperature,  pulse,  and  respiration  normal. 
The  chest  was  normal,  tlie  alxlomen  somewhat  retracted,  rigid,  tym- 
panitic throughout,  and  lender  in  the  epigastrium;  no  masses  felt.  The 
blood  and  urine  showed  nothing  abnormal. 

Discnuion. — The  smploms  are  strikingly  like  those  of  the  last  case 
(tul>erculous  peritonitis),  but  in  Ihc  present  case  there  are  weeks  of 
freedom  from  s)-mptoms  and  no  fever  has  been  recorded.  All  the  ordi- 
nary clues  suggested  by  Ihc  cases  last  studied  were  followed  up  quite 
b^iOessly.  Wc  could  obtain  no  positi%'e  evidence  of  an  intestinal  stric- 
ture, of  lead-p<»5oning,  of  |>eptic  ulcer,  cholelithiasis,  or  of  any  form  of 
peritonitis.  There  seemed  no  reason  lo  susjwct  the  kidney  or  any  |)art 
of  the  urinarj'  tract. 

Under  these  conditions  it  is  proper  to  ask  oumdvcs  whether  the 
^rmptonts  may  not  be  due  to  pure  constipation?  It  seems  cxtraordinar>- 
that  alossof  20  jiounds  in  weightshoukl  be  brought  about  by  ihiscausc. 
Only  the  therapeutic  test,  however,  can  decide  the  question.  If  the 
symptoms  all  disappear  when  the  bowels  are  properly  regulated,  and  if  so 
long  OS  Ihey  continue  regular  there  is  no  recurrence  of  pain,  the  diag- 
nosis will  be  justified. 

Outcome.— Under  careful  diet,  with  sodium  bicarbonate  J  dram 
after  meals  and  mild  laxatives,  the  p«tii-nt  ceased  to  have  pain  and  left 
the  bo9[rital  in  six  da)s.  Her  subsequent  history  has  been  uneventful 
(1910). 

Diagnosis. — (.'onstipation. 

Case  80 

A  Russian  Jew  of  lhirt}--two  entered  the  hospital  February  11,  igo8. 
Ho  has  complained  for  five  months  of  qtigastric  cramiis  beginning  about 
4  p.  u.,  lasting  all  niRht  and  until  noon  the  next  day.  In  previous 
years  be  has  tiad  similar  att^icks  occasionally.  'Hie  pain  has  no  relation 
to  eating,  but  on  the  daj's  in  which  his  stomach  has  been  washed  out  in 
the  out-jiAiient  department  he  has  been  relieved.  He  has  a  good  ap- 
petite and  cats  well,  but  voniits  daily,  sonwtimes  spontaneously,  some- 
times |njrf>oscly  for  relief  of  dintrcss.  The  amount  of  vomitus  is  large — 
often  as  much  or  more  than  he  has  eaten  since  he  last  vomited.  His 
boweb  often  go  five  and  six  days  without  mox'ing.    About  m  week  ago 
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he  woke  at  2  o'clock  in  the  morning  fcdinR  vtrj'  faint  He  soon  began 
to  be  "choked  up,"  and  for  twenty-four  hours  had  great  difficulty  in 
breathing.  About  a  year  ago  he  weighed  145  pounds.  His  present 
weight  b  114  pounds.  He  was  formerly  a  painter,  but  has  had  nothing 
to  do  with  lead  for  thirteen  years. 

Physical  examination  is  negative,  except  that  there  are  tcndemess 
and  some  spasm  imdcr  the  right  costal  border.  The  blood  and  urine 
are  normal.  His  stomach  holds  joS  ounces  of  fluid.  The  contents,  ob- 
tained by  washing,  smell  strongly  of  organic  acids,  and  it  is  difficult  to  get 
the  wash-water  clear.  On  inflation.,  the  lower  Ixirrler  of  the  stomach 
reaches  to  a  point  midway  between  the  navel  and  the  pubic  1x>nc. 
Sahli's  test  waa  administered,  with  the  following  result :  300  c.c.  of  the  lest 
fluid  were  given.  .After  one  hour  the  total  residue  was  315  c.c,  of  which 
X09  c.c.  are  te^t  fluid  and  206  c.c.  secretion;  therefore  the  percentage  of 
test  fluid  passed  from  the  intestine  in  one  hour  is  63  per  cent,  as  comjiared 
with  the  normal  of  75  to  90  per  cent.;  the  hydrochloric  acid  of  the  pure 
gastric  juice,  3.4  per  cent.;  average  normal.  5.5  per  cent.  Diagnosis: 
deficient  motility  with  hypersecretion.  His  chief  complaints  during  his 
sUy  in  the  hospital  were  a  burning  epigastric  pain,  flatulence,  and  con- 
stipation.    He  received  no  relief  from  diet,  medication,  or  gastric  lavage. 

Discussion. — We  repeated  in  this  case  the  therapeutic  test  used  so 
successfully  in  the  last,  but  even  when  the  bowels  were  in  a  perfectly 
satisfacton'  condition,  the  suffering  continued  without  respite.  Con- 
stipation, therefore,  was  not  the  trouble;  it  was  the  result,  not  the  cause. 

Lead-poisooing  was  excluded  by  the  study  of  the  blood  and  the 
gums. 

Tenderness  and  spasm  under  the  right  costal  border  occurring  in  & 
patient  who  suffers  from  paroxismal  cjiigastric  pain  compel  us  to  con- 
sider gall-stones.  This  possibility  cannot  be  ruled  out,  and  was  one  of  the 
alternatives  in  the  mind  of  the  surgeon  who  later  opened  the  abdomen. 

Obviously,  however,  there  must  be  something  \vrong  outside  the 
gall-bladder,  for  the  patient's  stomach  is  markedly  dilated  and  docs  not 
empty  itself  properly.  Gastric  stasis,  however,  may  be  one  of  the  disas- 
ters fc^lowing  in  the  train  of  repeated  gall-stone  attack  and  as  a  result  of 
the  adhesions  thus  produced. 

For  gastric  cancer — that  commonest  of  all  causes  of  pyloric  stenosis — 
the  history  seems  to  be  too  long  in  this  case.  Yet  can  we  exjilain  the 
loss  of  weight  on  any  other  hypothesis?  In  answering  this  last  (juestion 
it  is  worth  while  to  stale  emphatically  that  patients  may  lose  a  lifth  or 
a  quarter  of  their  weight  within  a  few  months  as  a  result  cither  of  gall- 
stones or  of  peptic  ulcer. 
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Id  (he  present  case  all  that  was  ceniiin  before  operation  was  the 
exisience  of  an  obstruction  to  the  outflow  of  gastric  contents.  As  a 
cause  for  this,  the  scar  of  u  duodviutl  ulcer  iind  ilic  adhesums  resulting 
from  repeated  gall-stone  attacks  were  the  alternatives  ni<»t  seriously  con- 
sidered. 

Outcome. — Accordingly,  on  Februarj-  rgth  the  abdomen  ^^^ls  opened. 
No  disease  was  found  In  the  stomach,  duodenum,  or  gall-bladder,  but 
the  pykwui  was  considerably  oljstnicted  by  adhesions.  Gnslro-cnier- 
otomy  was  done.  .'Vftcr  the  0|>crattoR  the  paticn\  un|>rovcd,  and  bf 
March  ijthseemi'd  Iol)e  in  excellent  condition  except  for  weakness.  On 
May  20th  he  was  discharged,  wholly  free  from  gastric  symptoms. 

Diagnosis. — Pyloric  adhesions. 
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Case  81 

.\  married  woman  of  thirty-two  has  been  complaining  for  some 
months  of  acute  qiigastric  pain  coming  immediately  after  nwals,  lasting 
about  fifteen  minutes,  and  relieved  l>y  the  Mchtng  of  gas.  She  entered 
the  hospital  on  July  39,  1907,  She  had  suffered  from  tj-phoid  fc>-cr 
at  the  age  of  fifteen,  from  diphtheria  at  twenty,  scarlet  fever  at  (wcniy. 
two,  "peritonitis"  five  ye:irs  ago.  She  has  lx*n  married  fifteen  years, 
but  has  had  no  children  and  no  miscarriages.  Fi^-cyearsago  site  weighed 
350  pounds,  and  she  thinks  she  has  gained  in  weight  lately.  She  is  in 
the  habit  of  taking  two  or  three  drink»  of  whisky  a  wce^k  for  the  "Uucs." 
Four  days  ago  she  ate  very  heartily  at  supjicr-timc.  At  1  o'clock 
the  following  nKwning  she  was  takcji  with  severe  epigastric  pain,  whkh 
has  persisted  c\cr  since. 

Alter  iHiliution  of  the  e|»gastrium  the  pain  becomes  s]mHnodle 
and  seems  to  go  straight  through  to  the  back.  It  is  worse  witli  every 
deep  lireath,  and  is  increased  by  emotion. 

The  boweb  were  moved  last  night  for  the  first  time  during  this 
QlncM,  as  a  result  of  laxative  pills.  The  jKiin  Iws  pre\'entcd  sleep,  and 
last  night  she  thinks  she  was  delirious.  Ihe  patient's  temperature  is 
103^  F.;  pulK,  100;  respiration,  30.  There  is  tenderness  on  percussion 
owr  the  Imvcr  part  of  both  lun^  behind,  but  nothing  else  abnonnal  b 
made  out  The  abdomen  is  somewhat  hollow  alx>ve  the  umbilicus, 
rather  full  liclow;  the  uMnminal  "'all  \'eT>'  thick  and  flabby,  lliere  is 
slight  rigidity  in  the  lower  part,  less  in  the  epigastrium,  ivhcrc  the  pain 
is  worst.  Deep  [iressure  dicits  expressions  of  jwin  in  both  the  lower 
qttadnuits  and  in  the  right  h^-pochondriuni.  The  edge  of  the  liver 
cannot  be  cnade  out. 
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Next  moming  the  pain  was  more  definitely  localized  in  the  epi- 
gastrium, and  the  temperature  and  pulse  remained  elevated,  while  the 
white  corpuscles  had  risen  from  13,400  to  17,000. 

Discussion. — Out  of  this  very  checkered  past  history,  with  its 
suggestions  of  dyspepsia,  peritonitis,  and  alcoholism,  no  clear  indica- 
tions for  diagnosis  emerge.  The  constipation  and  the  very  wide-spread 
character  of  the  pains,  both  in  the  back  and  the  front  of  the  body, 
are  common  features  of  some  types  of  neurosis,  but  the  presence  of 
fever  and  leukocytosis  make  neurosis  very  unlikely.  In  the  foreground 
of  the  clinical  picture  are  the  epigastric  pain  and  tenderness  of  acute 
onset  Many  possibilities  may  emerge,  but  at  present  no  clear  diagnosis 
is  possible. 

The  problem  here  presented  is  a  very  familiar  one.  We  have 
good  reason  to  believe  that  in  the  course  of  twenty-four  or  forty-eight 
hours  the  diagnods  will  be  much  clearer,  but  is  it  not  dangerous  to 
wait  so  long?  Should  not  an  operation  be  done  at  once  before  more 
dangerous  symptoms  appear?  No  definite  rules  can  be  given  by 
following  which  we  can  solve  this  difficulty  in  every  case.  The  decision 
rests  mainly  upon  two  points  of  observation: 

1.  How  sick  is  the  patient? 

2.  Is  she  getting  worse  from  hour  to  hour? 

An  answer  to  the  first  question  depends  on  long  and  mature  clinical 
experience.  A  general  impression  is  gamed,  of  which  no  very  clear 
account  can  be  given.  The  look  of  the  patient's  face  and  the  quality 
of  the  pulse  are  perhaps  the  most  important  items  in  the  judgment. 

More  important  is  the  demonstrable  change  under  observation  of 
some  of  the  measurable  data,  such  as  temperature,  pulse,  respiration, 
leukocytosis,  the  degree  and  area  of  spasm,  tenderness,  and  pain, 
"WTiile  we  are  watching  the  course  of  these  variables,  it  is  quite  likely 
that  the  pain  and  tenderness  will  have  time  to  "settle."  Careful 
observation  of  most  cases  of  this  kind  brings  out  three  stages: 

1.  The  initial  pain,  its  location  being  of  great  diagnostic  value  if 
the  history  is  clear  and  definite. 

2.  The  subsequent  radiations  of  this  pain,  often  most  confusing. 

3.  Its  final  "settling"  in  a  single  spot,  most  important  in  diagnosis, 
but  often  dangerous  to  wait  for. 

The  symptoms  do  not  seem  to  be  violent  enough  for  perforated 
peptic  ulcer  or  for  acute  pancreatitis,  though  neither  of  these  can  be 
ruled  out.  Gall-stones  is  the  next  most  frequent  cause  for  pain  of 
this  type,  provided  lead,  tabes,  constipation,  pericarditis,  and  angina 
pectoris  are  excluded,  as  is  easily  possible  in  the  present  case.  Since 
12 


ihvie  are  fever  and  Icukocyto^s,  it  is  reasonable  to  bcUcve  that  some 
cholccv-stitis  has  aliso  oocurred  here. 

Oa(com«. — On  the  afternoon  of  the  thirtieth  of  July  operatioa 
showed  an  enlarged,  cdi-matous.  panuilly  gangrenous  gull-bladder, 
with  one  faceted  stone  within. 

The  patient  made  a  good  recoven-. 

DiacDosia. — Cholelithiaus  and  gangrcaous  gall-bladder. 

H  Case  82 

A  woman  of  forty-tight  entered  the  hospital  February  14,  1908. 
She  has  had  four  children,  all  of  whom  are  now  dead.  The  first  was  a 
congenital  idiot;  tlic  second  hiid  water  on  the  brain;  the  third  was 
stjll-born,  and  the  fourth  died  at  three  ycare  of  pneumonia.  Slw  had 
repeated  convul^ons  during  the  latter  months  of  her  third  pregnancy. 
During  the  others  she  had  no  such  trouble.  She  has  had  no  miscarriage. 
Her  habits  are  good,  but  she  has  usually  passed  her  water  eight  or  ten 
times  each  night  during  the  past  ten  j-cars. 

For  the  past  seventeen  years  she  has  had  many  attacks  of  epigastric 
pain,  with  distention  and  belching.  'Hie  ]>ain  has  nc\%r  been  colicky 
or  accompanied  by  jaundice,  but  has  radiated  to  the  back,  and  has 
sometimes  been  severe  enough  to  require  morphin.  'I'hc  attacks  of 
pain  have  no  relation  to  mental  conditions  nor  to  the  character  or  time 
oi  meals.     Her  weight  is  unchanged. 

Two  and  a  half  weeks  ago  she  had  a  sudden  attack  of  pain,  worse 
than  at  any  (irevious  time,  and  \'omited  several  times  in  the  firvl  twenty- 
four  hours.  She  had  fc^-cr  for  five  days,  and  has  t>ccn  in  bed  ev^ 
since.  She  has  had  daily  chills,  Usttng  from  lifteen  to  twenty  minutes 
fKch,  and  recurring  alK>ut  the  same  hour.  Her  boweb  haw  l)een  con- 
stipated, and  she  has  taken  only  liquid  food  for  two  ivceks. 

Temperature,  pulse,  and  respiration  are  normal.  The  patient  Is 
vtry  obeae.  The  sclera  sho^vs  a  very  slight  yellowish  tinge.  The  chest 
is  negative,  and  the  alHlomen  shows  nothing  hut  general  tenderness. 
At  a  point  si  inches  Iwlow  the  cosbil  margm  a  nnmdcd  edge  fpresuro- 
ably  the  liver)  is  fell  tn  descend  on  inspiration,  and  there  is  considera- 
ble tenderness  at  this  [<oint  and  just  abo«  it.  The  surface  of  the  liver 
seems  irreKuiar.  The  riifhl  sacro-iliac  joint  is  tender  to  pressure,  and 
she  feels  better  with  a  pillow  under  tlic  litmlwr  soinc.  Her  pain  af»d 
x-omiting  continued  after  the  patient  entered  the  hospital,  and  despite 
laiali*-es.  countcrirritanls.  and  starvation.  The  leukocyte  coimt  at 
entrance  was  8000,  but  rose  on  the  third  day  to  17,000,  with  90  pei 
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cent,  of  polvnuclear  cells.    The  temperature  at  the  same  lime  rose  to 

I02*  F. 

Discussion. — When  a  woman's  pregnancies  ha\'c  resiiUwl  as  in 
this  case,  syphilis  must  always  be  Ihouj^hl  of  as  a  jjossiblc  cause  tor  any 
subsequent  symptoms.  The  presence  of  chills  and  the  sug^-stion  of  an 
irregular  liver  point  toward  that  organ  as  possibly  the  scat  of  a  syphilitic 
process.  On  account  of  such  chills  I  have  twice  known  i»ticnl5  to  be 
drcDchod  with  quiiun  for  weeks  at  a  time,  when  syphilis  of  the  liver  was 
the  true  diagnosis. 

In  this  case,  however,  the  normal  temperature  makes  us  wonder 
whether  the  chills  may  not  be  of  nervous  origin.  Trembiinj;  and 
shivering  are  very  corrunon  nervous  symptoms,  with  or  without  the  sen- 
sation of  cold,  and  under  these  conditions  often  get  mistaken  for  a  chill, 
ivhich  usually  carries  with  it  the  presence  of  fever.  We  arc  b)-  no  means 
certain,  however,  that  the  tem|wrature  has  always  been  normal  pre%'iouG 
to  Fcbruarj-  14th;  indeed,  the  patient's  statement  directly  contradicts 
such  an  idea.  At  any  rate,  wc  cannot  be  contL-nl  with  the  diagnosis  of 
psycboneurosis  in  view  of  the  quite  definite  physical  signs  described  above. 

Can  her  troubles  all  be  due  to  sacro-iliac  arthritis?  Attention  is 
drawn  to  this  point  by  the  tenderness  over  the  sacro-iliac  joint  and  the 
relief  following  support  of  the  lumbar  spine,  but  the  jaundice,  enlarged 
liver,  and  the  persistent  vomiting  cannot  be  thus  explained.  Pain  and 
tenderness  in  various  [tarts  of  the  abdomen  maybe  produced  through  the 
ner%e  radiations  originating  in  sacro-iliac  disease.  Both  gall-stones  and 
appendicitis  may  thus  be  emulated.  But  in  this  case  we  have  other 
objective  Ngns. 

By  far  the  commonest  lesion  associated  with  a  picture  like  that  here 
given  is  cholelilhiaMS,  and  although  tliecase  is  atypical  in  various  respects, 
tliift  seems  to  be  the  most  reasonable  diagnosis. 

Outcome. — Operation  showed  an  enlarged,  thickened,  and  pcrfor- 
atc<l  gall-bladder,  surrounded  by  a  considerable  amount  of  pus.  and  con- 
taining numerous  gall-slones, 

Diagnosis.— Cholelithiasis  with  perforations. 

Case  83 
A  school-boy  of  thirteen  entered  the  hospital  February  14,  1908. 
Tn  No\'embcr  and  Recemhcr,  1906.  he  had  an  acute  urethritis,  and 
ponococci  were  demonstrated  in  the  discharge.  He  has  had  "rheu- 
matism" for  about  one  year  in  the  past  three  years,  tn  periods  lusting 
from  six  weeks  to  three  months.  His  family  history  is  not  remarkable, 
and  he  has  been  well  for  the  past  two  years. 
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Seven  days  ago  he  began  to  have  tpigaslrU  pain.  Twe  days  ap>  his 
knees  became  swollen  and  (winfut  on  motion,  and  he  took  to  his  bed, 
where  he  has  since  rcmaini-d.  In  tlic  |»t&t  two  days  his  knees  ha\'e  im- 
proved and  no  other  joints  liavc  bwn  invoU*ed.  Yesterday  mominK  he 
be);an  to  breathe  wry  rapidly,  but  has  had  no  cough  and  no  %~o(niting. 

Physical  cxamtnalion  shWMs  slightly  labortd  breathing,  with  [KiUor 
of  the  mucous  membranes.  Temperature,  100,2*  F.;  pubc,  112;  rcs- 
piiatioa,  28.  The  heart's  diUncss  extends  into  the  «xth  inicnpace, 
two  inches  to  the  left  of  the  nippli^-Une.  The  right  botxJcr  extends  i| 
inches  to  the  right  of  midsicmum.  Tlic  cardiohe[>atk  angle  is  ob- 
tuse. .Ml  over  the  prccordia,  but  loudest  at  the  apex,  a  s>-st(^ic  mur- 
mur and  a  rough  diabolic  murmur  arc  heard.  The  latter  is  also  heard 
over  the  lower  end  of  the  sternum.  In  tlic  left  back  there  is  dulness  ex- 
tending up  to  a  point  one  inch  abo\'e  the  lower  angle  of  the  scapula, 
Ibcnce  slo|Hng  down  through  the  axilla  to  meet  the  caidiac  dulness. 
0\TT  most  of  the  dull  area  broncliial  breathing;,  increased  MMCe-soirnds, 
with  increased  tactile  fremitus,  and  line  moist  rAlc&,  arc  heard.  At  the 
extreme  base,  where  duhiess  is  most  marked,  the  inten»ty  of  voice- 
sounds  and  breath-sounds,  is  ver)-  slight.  Later  a  capillary  pulse  was 
demonstrated,  and  tlic  diastolic  murmur  was  shown  I0  be  loudest  along 
the  left  edge  of  the  sternum,  but  also  fairiy  loud  in  the  second  right 
tntcTspaoc. 

At  no  time  was  there  any  cough.  The  leukoc>'te8  nngcd  iwtwccn 
ia,ooo  and  13,000;  the  urine  was  between  30  and  40  ounces  in  twenty- 
four  hours,  and  free  from  albumin. 

Discussioa. — Obviously,  thb  boy  has  an  arthritb,  and  gonorrhea 
is  its  probable  cause.  The  problem  of  present  im)>orlance  is  to  deter- 
mine what  complications  have  occurred.  EvidenUy  some  infectious 
disease  b  still  gcMng  on,  and  the  pliysical  signs  call  our  attention  es])eci- 
ally  to  tite  heart  and  the  hings. 

Pneumonia,  with  or  withoiii  empyema,  would  exjilain  the  signs  in  the 
right  back,  and  it  is  a  vm' familiar  fact  tlut  pneumonia  and  pleurisy  often 
begin  in  children  with  at>dominal  pain.  Tlie  absence  of  cough  by  no 
means  excludes  pneumonia. 

But  the  cardiac  signs  ha\-e  also  to  lie  explained.  The  increased  area 
of  dulness  and  the  double  apical  murmur  arc  the  oidinar}'  c\'klenccs  of 
endocarditis  with  disease  of  the  aortic  and  mitral  valve.  But  tlie  per- 
cussion lines  on  the  right  side  of  the  heart  (sec  diagram)  are  more 
indicati\'e  of  pericarditis,  diough  no  typical  friction  is  described.  If 
ft  pericardial  effusion  were  present,  it  might  account  not  only  for  the  per- 
ciooioa  outlines  and  the  auscultatory  abaonnaUttest,  but  abo  for  tba 
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Fig.  30. — Signa  dcmoimralilr  id  a  taie  of  endopwitardiiis.     (See  tSio  Fifr  19.) 
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^ns  in  the  back  of  the  left  lung,  since  this  is  just  the  area  of  lung  on 
which  a  pericardial  efEusion  exerts  pressure  in  bed-ridden  patients. 
By  such  pressure  suflSdent  condensation  of  the  lung  is  produced  to  em- 
ulate the  signs  of  pneumonia.  It  is  impossible  to  exclude  a  patch  of 
pneumonia  complicating  the  other  troubles  present,  but  experience  shows 
that  we  are  more  apt  to  be  right  when  we  explain  a  clinical  picture  by 
one  diagnosis  rather  than  by  two.  Pericarditis,  therefore,  seems  the 
most  reasonable  working  hypotheas. 

Outcome. — ^The  temperature  gradually  subsided  in  ten  days.  The 
murmurs  disappeared,  and  the  boy  seemed  entirely  well  by  February 
28th. 

Diagnosis. — ^Acute  pericarditis. 

Case  84 

A  sexton  of  sixty-five  was  first  seen  December  16,  1907,  complaining 
of  paroxysmal  abdominal  pain  relieved  only  by  morphin.  About  three 
years  ago  he  began  to  suffer  from  dyspnea  and  swelling  of  the  legs. 
This  trouble  has  been  present,  off  and  on,  ever  since,  but  he  notices  that 
it  is  better  if  he  is  workii^  hard  than  if  he  sits  around  the  house. 

In  July,  1907,  he  had  an  attack  of  sudden,  cramp-like  pain  in  the  upper 
abdomen,  accompanied  by  dyspnea  and  persistent  vomiting  of  foul 
green  fluid.  After  t\venty-four  hours  the  pain  was  relieved  by  a  sub- 
cutaneous injection  of  morphin.  Since  that  time  he  has  had  similar 
attacks,  gradually  increasing  in  frequency  and  diminishing  in  severity. 
He  now  has  them  every  second  or  third  day,  but  does  not  vomit  with 
them.  In  the  last  three  months  he  has  noted  that  during  the  day  and 
night  before  an  attack  he  passes  large  amounts  of  pale  urine,  and  on  the 
day  following  an  attack  small  amounts  of  dark  urine.  His  abdomen  is 
often  bloated,  but  this  subsides  without  treatment. 

Physical  examination  shows  that  the  pupils  are  equal  and  react  well. 
The  tongue  is  large  and  smooth,  especially  in  the  pKMterior  portion. 
The  apex  of  the  heart  extends  one  inch  outside  the  nipple-line  in  the 
fifth  space.  The  first  sound  at  the  apex  is  weak,  the  second  sound  every- 
where accentuated;  no  murmurs  are  heard.  Blood-pressure  ranges 
betweoi  140  and  160  mm.  The  artery  walls  are  stiff  and  tortuous. 
The  abdomen  shows  general  volimtary  spasm,  and  the  edge  of  the  liver 
is  felt  one  inch  below  the  costal  margin.  The  knee-jerks  cannot  be  ob- 
tained even  on  re&iforcement.  The  urine  averages  about  40  ounces  in 
twenty-four  hours,  with  a  gravity  of  about  1020.  There  is  no  albumin, 
but  a  few  hyaline  granular  casts  are  seen  in  the  sediment.  The  white 
corpuscles  are  6100. 
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During  his  month  in  the  hospital  the  fxitk-nt  had  many  attacks  of 
abdominu]  pain,  always  coming  on  at  night,  relieved  by  moqihin  «> 
completely  that  next  morning  he  felt  well  and  wanted  to  get  up.  Nitro- 
glycerin Biul  amy]  nitrite  were  re[>eulcdly  tried  wiUiout  any  relief. 
Most  of  the  attacks  of  pain  were  preceded  by  slight  shortness  of  breath. 
The  patient  sometimes  vomited  during  an  attack. 

Dr.  James  J.  Putnam  examined  the  patient  and  said  that  the  toss  of 
knee-jerk  might  be  due  either  to  spinal  artcriiwcleroeis  or,  more  prob- 
ably, to  the  diphttieria  of  his  youth. 

Discussion.— In  a  palienl  who  has  no  knee-jerks  and  complains  of 
parox^-sm^U  itbdominal  jwin,  tlie  thought  of  labcs  sJiouUl  automatically 
rise  in  our  minds.  In  ttus  case  tabes  must  remain  a  possibility  uncx- 
cluded  to  the  bsl,  though  it  is  verj'  unusual  to  find  the  pupils  normal  and 
the  other  signs  of  labcs  (lightning  pains,  sphinclcric  disturbances,  sen- 
sory abnormalities,  ataxia,  syphilitic  histor))  all  absent. 

Angina  pectoris  (or  an^na  abdominalis)  is  the  nalunil  infcrcncs 
w hen  tve  come  to  lake  account  of  the  evidences  of  failing  heart  power 
and  of  arteri^  degeneration.  But  anj;ina  is  almost  mwr  accompanied 
by  s-omiting,  and  it  b  rare  to  find  a  case  absolutely  unrdicvod  by  the 
nitrites. 

Though  the  pain  is  not  in  tltc  typical  ])Iace  and  has  not  tlie  typical 
rudtJitions  uf  cholclithiasi.s  there  arc  a  numl>cr  of  points  suggesting  that 
diagnosis.  It  would  be  \'ery  unusual,  howc^Tr,  to  find  no  fever  or  chill 
in  the  hisiory  of  a  patient  who  has  had  gall-stone  {lains  for  six  months. 
Further,  the  aaaociation  of  the  pain  witii  dv'^ixica  and  with  changes  in 
the  amount  of  urine  would  be  very  tmcxpocted  in  cholelithiasis. 

Pe[>tic  ulcer  might  produce  siich  a  pain,  but  the  brief  iKUt>x)3ms 
completely  relieved  by  morphtn  are  not  at  all  characteristic  of  that 
disease.  Further,  it  is  very  rare  to  find  an  ocli^'e  |)eplic  ulcer  coinddcot 
with  evidences  of  failing  heart. 

Plumbism,  simple  consliiatton,  and  intestinal  olxstruction  by  cancer 
can  easily  be  ruled  out. 

It  jccms  to  me  of  importance  to  notice  tl^c  Ixackground  of  this  case. 
For  nearly  three  sxars  previous  to  tlie  onset  of  the  symptoms  now 
complained  of  the  {latJcnl  had  sutTered  from  d>'Spnea  and  edema  of  the 
legs.  11i>-sical  examination  at  the  prcM^t  time  seems  In  indicate  that 
this  is  not  due  to  primary  ^-ah-ular  trouble,  but  rather  to  \-ascu)ar  degener- 
ation. It  is  ]K»«il>)e  tliat  all  the  symptoms  ntay  t>e  due  to  this  same  cause 
acting  upon  diderent  organs. 

It  is  a  well  known  fact  tlial  in  nrtcrinHclen>lic  mibjects  there  appear 
from  time  to  lime  a  great  variety  of  paroxysmal  attacks  which  in  former 
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years  were  attributed  solely  to  the  ot>Iiter8lion,  embolic  closure,  or  rup- 
ture of  one  or  another  blood-vessel.  In  the  Hghl  of  more  careful  post- 
mortem study  we  have  come  to  speak  of  tlicse  pjiroxysmul  uttiicks  as 
vaavlar  crises,'  The  idea  of  vascular  spasm  takes  the  place  of  the  older 
idea  of  groas  vascuUir  lesion,  in  vie%v  of  the  fact  that  jxi&tmortem  there 
is  often  no  gross  vascular  lesion  to  be  found.  Under  this  general  head- 
ing of  vascular  crises  belong  in  all  ]i[<.li:iliility  many  of  the  transient  hemi- 
plegias, monoplegias,  aphasias,  coni;i>,  li«:.il  or  general  spasms  formerly 
explained  asduc  to  permanent  anaintnic  lesions.  Cardiac \'ascular crises 
may  be  supposed  to  account  for  the  cases  of  fatal  angina  pectoris  without 
marked  narrowing  of  the  coronary  arteries.  The  gastric  and  other  crises 
occurring  in  tabes  are  very  possibly  to  be  accounted  for  in  the  same  way. 

In  the  present  case  there  arc  three  sets  of  data  supporting  the  hypothe- 
sis of  vascular  crisis:  (a)  The  curious  urinary  changes  which  strongly 
suggest  the  "urina  spiislica"  seen  in  TOsomoior  aileclions  and  hysteric 
states;  (fr)  the  swelling  of  the  abdomen  during  attacks;  and  (c)  the  associ- 
ation with  dyspnesi. 

1  have  already  stated  that  it  is  impossible  to  exclude  tabes  in  this 
case.  Were  Uiat  the  correct  diagnosis,  the  mechanism  by  which  the 
attack  was  produced  would  be  the  same  as  under  the  hypothesis  of  vas- 
cular crisis  without  t)ie  other  lt.-;jions  of  tabes. 

Outcome. — He  died  of  pneumonia  at  the  end  of  a  month;  the 
autopsy  showed  arteriosclerosis  with  hy]>crtro]>hy  and  dilatation  of  the 
heart  'I"he  celiac  axis  and  the  coronary  arteries  were  only  slighdy 
involved  in  the  arteriosclerotic  process,     N'o  tabes. 

Diagnosis. — Arteriosclerosis;  vascular  crises. 


Case  85 

A  school-boy  of  ten  entered  the  hospital  January  38,  1908,  on  ac- 
count of  epigastric  ]iain  which  came  on  night  before  last  after  a  supper 
of  pork  and  beans  with  cheese.  It  has  i)reventcd  him  from  sleeping 
since  then. 

He  say«  that  it  feels  as  if  some  one  had  punched  him  in  the  stomach. 
Breathing  or  gaping  gave  pain  at  this  point  and  in  the  left  axilla.  He 
has  almost  constant  nausea,  an<l  has  been  feverish  since  jesterday  morn- 
ing. He  has  a  brotlicr  who  has  been  treated  at  the  Children's  Hospital 
for  tuberculosis  of  the  knee. 

At  entrance  his  temjKTaturc  was  102.4*  F.;  pulse,  98;  respira- 
tion, 30,  and  accompanied  by  a  gnml.  He  now  corapliuns  of  pain 
both  in  the  epigastrium  and  at  the  top  of  the  sternum.    The  car- 

■  For  Pal's  acrounl  <it  IbcM  crim  tee  p.  jo. 
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diohepatic  angle  b  obtuse,  and  over  the  area  shov^n  in  the  diagram 
(Ffg.  31)  there  b  a  to-and-fro  friction  sound,  loudest  in  the  second 
right  interspace.  Ph>'sical  cxaminalion  is  otherwise  normal.  The 
white  celb  number  9600;  the  urine  is  ne^tive.  The  day  after  entry  t)te 
friction-rub  disappeared  and  the  temperature  IcU  to  normal  on  the 
second  day.  On  February  5th  he  -kss  pbying  about  the  ward,  and  a 
birly  loud  systolic  murmur  was  heard  at  the  apex  and  in  the  axillic. 
The  cardiohcpatic  angle  «'as  now  acute. 

Discussion.— Some  digestive  disturbance  is  naturally  the  first  ex- 
planation which  occurs  to  us,  since  the  !i>7nploms  followed  so  imme- 
diately upon  the  taking  of  a  heav^  meul;btit  a  simple  digestiN'e  upeet  o( 
this  kind  would  not  account  for  a  temperature  of  10J.4*  F.  (ort)'-cight 
hours  after.  In  alt  probability  the  digestive  upset  was  a  result,  not  a 
caui«.  of  the  present  trouble. 

Tuberculosis  of  the  spine  is  said  to  be  associated  with  epigastric 
pain,  such  as  is  here  present,  and  the  presence  of  tuberculosis  in  the 
patient's  brother  makes  it  ])ro))er  for  us  to  consider  t)iis  disease  seriously. . 
There  is  nothing,  however,  in  the  physical  examination  to  support  any ' 
such  idea— no  spasm  of  ibe  erector  sinns  group  and  no  prominence  or 
tenderness  of  any  vertebra;  nor  are  there  any  indications  of  tuberculosis 
elsewhere. 

With  these  t^^xi  alternatives  excluded  and  with  due  regani  for  (he  results 
of  the  ph>-sical  examination  the  only  reasonable  diagnosis  is  pericarditis. 
Indeed,  the  diagnosis  could  hardly  lutve  twen  missed  except  by  reason  of 
the  all  too  common  error— the  failure  to  look  for  it. 

Outcome. — It  was  learned  subeec(uenlly  that  when  the  patient  was 
three  years  old  be  had  con»dcrabtti  pain  and  weakness  in  hb  legs,  &o> 
cocnponied  by  fever.     Recover?'  was  une\enlful. 

DJagoosis.  —Pericarditis. 


Case  86 

A  biMs-finisher  of  fifty-six  entered  the  hospital  on  January  30,  1908, 
nitb  a  negative  history  up  to  et]^t  weeks  ago,  although  he  had  been 
in  the  habit  of  taking  about  fi^'C  drinks  of  ivhbky  a  day  for  a  good 
many  years.  Eight  weeks  ago  he  began  to  have  abdominal  pain, 
worst  in  the  pit  of  the  stomach.  Thb  pain  b  sharp  and  piercing, 
almost  constant  of  late,  keeping  him  awake  at  night.  For  the  pest 
week  or  two  it  has  nm  up  under  the  left  costal  margin  at  times.  There 
have  Iicen  no  vomiting  and  no  bckhing,  but  he  has  gradually  lost  hit 
appetite  entirely.  Food  docs  not  affect  the  pain  in  any  way.  Hia 
wdght  has  fallen  43  pounds  in  three  months.    His  bowels  arc  regular. 


P^I.— F(inloi)-«rca  ><iil  iiervtiuinn  oUllliicI  In  CMC  Kj.     (*hir(  <onij<liiiiil  ig  ([JgUlriC 
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On  physical  raamination  temperature,  pulse,  and  respiration  are 
Dormal,  likewise  the  lungs.  The  heart  shows  no  evidence  of  enlarge- 
ment, and  its  sounds  are  regular  and  of  good  quality.  At  the  apex 
there  is  a  faint  systolic  murmur  transmitted  to  the  axilla,  heard  also 
in  the  pulmonary  area  and  more  faintly  in  the  aortic  area.  All  over 
the  precordia  and  over  the  left  pectoral  is  heard,  during  inspiration 
alone,  a  faint,  grating,  systolic  sound,  loudest  in  the  third  space  and 
anterior  axillary  line.  In  the  fourth  space,  near  the  left  edge  of  the 
sternum,  is  heard  a  crackling  systolic  sound  not  aEEected  by  respiration. 
The  aortic  second  sound  is  considerably  accentuated;  the  artery  walls 
are  somewhat  thickened.  Examination  of  stools  shows  nothing  re- 
markable, the  guaJac  test  being  negative.  The  stomach  was  found  to 
hold  76  ounces  of  water.  The  lower  border  descended  ij  inches  below 
the  navel.  After  a  test-meal  the  gastric  contents  showed  no  free  hydro- 
chloric acid  and  no  lactic  acid;  the  guaiac  test  was  negative. 

Discussion. — Whisky  is  so  old  a  friend  of  this  patient  that  it  is  not 
likely  to  begin  to  disagree  with  him  in  his  fifty-sixth  year.  Probably 
it  has  nothing  to  do  with  the  symptoms  in  this  case. 

Peptic  ulcer  might  produce  such  pain,  and  is  perfecUy  consistent 
with  the  loss  of  42  pounds'  weight  in  two  months.  But  the  lack  of 
appetite,  the  entire  absence  of  vomiting  and  belching,  and  the  short 
duration  of  the  symptoms  make  this  unlikely. 

What  are  we  to  make  of  the  curious  signs  in  the  chest?  Have  they 
anything  to  do  with  the  symptoms  complained  of?  Inspiratory  systolic 
sounds,  absent  during  expiration,  and  best  heard  along  the  margins 
of  cardiac  dulness,  constitute  the  commonest  t}-pe  of  so-called  cardio- 
respiratory murmur.  The  phenomenon  has  no  clinical  significance 
except  that  in  a  considerable  proportion  of  cases  it  is  found  to  be  asso- 
ciated with  pleural  or  pleuropericardial  adhesions,  which  may  be  due 
to  tuberculosis.  The  same  may  be  said  of  systolic  crackling  sounds, 
which  occasionally  mystify  the  practitioner. 

It  is  well  to  make  it  a  rule  always  to  hunt  for  e^dence  of  gastric 
cancer  when  a  patient  past  forty  comes  to  us  with  a  receni  and  unex- 
plained history  of  gastric  sj-mptoms,  mild  or  severe.  Errors  in  diet, 
worries,  and  such  causes  are  not  apt  to  take  effect  for  the  first  time 
after  a  person  has  hved  fift}'-six  years.  If  gastric  symptoms  are  due 
to  any  cause  other  than  cancer,  careful  questioning  of  the  patient  will 
usually  prove  that  they  have  existed  at  intervals  for  years.  In  the 
wesent  case  the  evidence  of  enlargement  of  the  stomach  and  the  absence 
of  hydrochloric  acid  from  the  gastric  contents  are  chiefly  of  confirma- 
tory value  as  evidence,  the  history  being  the  important  thing. 
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Very  characteristic  of  gastric  cancer  is  th«  gradual  but  complete 
\ofS  of  apiKtJtv  in  this  case.  On  the  oiher  hand,  the  absence  ut  votmt- 
ing  and  of  any  relation  between  the  pain  and  the  taking  of  food  is  rather 
unusual. 

Outcome. — His  symptoms  were  somewhat  relieved  by  lo  grains 
of  orthoform^  ^vcn  four  limes  a  day,  and  15  minims  of  dilute  hydro- 
chloric acid,  given  twenty  minutes  after  each  meal. 

The  patient  died  on  March  1 5th.  Autopsy  showed  cancer  of  the 
stomach. 

Diagnosis. — Gastric  cancer. 

Case  67 

A  bricklayer  of  fifty-two  entered  the  has]^ta]  April  7,  1908,  with  a 
diagnoas  of  gall-stones.  His  family  history  and  past  history  were 
negative;  his  habits  good.  For  three  months  be  has  complained  of 
pain  in  the  epigastrium,  not  sc^-e^c,  but  worse  after  eating,  and  usually 
radiadng  to  the  ti^t  back.  For  six  ucek^  he  hai^  noiictxl  white  stools, 
dark  urine,  and  jaundice.  I'hrou^huut  thb  time,  liowcvcr,  his  appetite 
has  been  good,  and  he  has  had  no  \'omiting. 

On  physical  examination  he  was  found  (o  be  deeply  jaundiced, 
his  lungs  hyperresonant  in  front,  with  slightly  prolonged  vxpiration. 
Over  the  sacrum  was  a  soft,  Hallcned,  sulKrutancous  prominence  the 
axe  of  a  dollar.  Nothing  else  was  detected  on  physical  examination, 
alxlominul  pul[)atioa  bang  unsatisfactory,  owing  to  constant  rigidity. 
On  .April  nth  the  abdomen  became  letA  rc«!s1<mt,  and  an  indclinitc 
mass  was  (dt  in  the  re^on  of  the  gall-bladder.  .\  stomach-tube  was 
passed,  and  the  caiiecity  of  the  organ  w:is  found  lo  be  43  ounces  oi 
water,  the  lower  border  extending  to  a  point  one  inch  below  the  navel. 
No  contents  were  found  in  ihi;  fasting  stomach.  After  a  tcsl-mcaU, 
howe\'er,  hydrochloric  acid  was  found  to  be  0.09.  lactic  add  test 
and  guaLtc  test  were  negatt^'c. 

Discussion.^Mxclufling  congenital  cases,  an  afebrile,  pennfteot 
jaundice  usually  presents  to  us  the  problem  of  deciding  between  three 
cause*: 

I.  Gall-stones  and  ihcir  elTccts. 

3.  Cancer,  eilher  of  the  pancreas  or  bile-ducts,  occasionally  of  the 
liver  itself. 

3.  Cirrhosis. 

Hepatic  syphilis  is  considerably  less  frequent  as  the  cause  of  long- 
standing jaundice,  and  the  duration  is  here  assumed  to  1>e  sufficient 
to  exclude  the  acute  infectious  and  the  catarrhal  l}-pe  of  jaundice. 
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Against  gall-stones  in  the  present  case  is  the  intensity  of  the  jaundice 
without  variation  in  six  weeks,  the  absence  of  colic,  and  the  presence  of 
a  mass  in  the  region  of  the  gall-bladder.  Long-standing  jaundice  due 
to  gall-stones  is  usually  associated  with  a  normal  sized  or  contracted 
gall-bladder  (Courvoisier's  law).  It  is  quite  possible,  however,  that 
the  mass  in  the  region  of  the  gall-bladder  is  not  due  to  distention  of  that 
viscus. 

Cirrhosis  almost  never  produces  an  intense  degree  of  jaundice.  The 
coloration  is  slight  or  moderate.  It  is  rarely  associated  with  pain,  and 
usually  produces  either  erJargement  of  the  liver  or  some  evidence  of 
portal  stasis. 

Cancer  then  seems  the  more  likely  diagnosis;  whether  it  is  of  the 
pancreas  or  the  bile-ducts  we  have  no  means  of  determining.  That  it 
is  probably  not  in  the  liver  itself  is  to  be  argued  from  the  absence  of  gastric 
symptoms  and  of  objective  manifestations  of  gastric  disease. 

Outcome. — Operation,  April  23d,  showed  moderate  enlargement 
of  the  liver,  distention  of  the  gall-bladder,  and  a  mass  of  hard,  apparently 
cancerous,  tissue  in  the  region  of  the  pancreas.  The  patient  made  a  good 
recovery  from  the  operation. 

Diagnosis. — Pancreatic  cancer;  [chronic  pancreatitis]. 

Case  88 

A  chef  of  thirty-two  entered  the  hospital  on  April  8th  with  the  state- 
ment that  his  mother  had  died  of  a  "complication  of  diseases";  his 
father  had  had  a  persistent  cough  for  four  years;  one  brother  had  died 
of  consumption  at  the  age  of  twenty-four,  and  a  sister  died  of  "rectal 
abscess"  at  the  same  age.  The  patient  had  been  exposed  to  tubercu- 
losis. 

Ever  ance  he  was  nineteen  years  of  age  he  has  had  attacks  called  epi- 
lepsy. These  have  always  come  during  sleep,  and  do  not  awaken  him.  In 
the  morning  he  wakes  with  a  headache  and  general  pains,  usually  finding 
that  he  has  bitten  his  tongue.  At  first  these  attacks  came  about  once  a 
m(»ith;  now  they  come  only  about  once  in  six  months.  Nevertheless,  he 
was  well  and  strong  until  four  years  ago,  when  he  vomited  about  four 
quarts  of  fluid.  Following  this  he  was  sent  to  a  hospital  for  tuberculosis 
and  remained  there  six  months,  although,  so  far  as  he  knows,  he  has  never 
had  a  cough  and  nothing  abnormal  has  been  found  in  his  lunp.  Two 
and  a  half  years  ago  he  weighed  160  pounds;  now  he  weighs  r37  pounds. 
His  habits  are  good. 

For  the  past  ax  weeks  he  has  been  treated  for  abdominal  pain  not 
closely  localized.    Four  days  ago  he  vomited  a  few  times,  and  this  vomit- 
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tng  has  pcrsUied  uvi  rather  increased  since  then.  In  the  hsl  Iwo  da)'S 
be  bus  vomited  up  about  two  quarts  of  dark-brown  tnaterisl,  together 
with  some  food  which  he  thinlcs  was  eaten  at  least  Iwenty-four  houn. 
before.  His  pain  is  now  most  snvre  in  Ike  rfiigaslrium  and  under  both 
oofital  margins.  It  ii  sometime*  reliei'cd  by  vomiting,  and  ts  iwvcr 
worse  after  eating.  Yesterday  he  noticed  palpitation  for  the  first  time 
He  has  a  good  a|)f>cti[i-,  hut  hai,  had  some  constipation  for  throe  weeks, 

rhy^cal  examiiuition  was  negative  except  for  slight  tenderness  in  the 
left  epigastrium  and  under  both  costiil  margins.  His  vomilus  n-as  found 
to  conbiin  free  hydrochloric  acid,  and  the  guaiac  test  was  positi\'c,  both 
in  the  stomach-contents  and  in  the  slool.  Despite  careful  diet,  he  coa- 
tinued  to  vomit  and  have  pain. 

OiscussioQ.— Abdominal  symplnros  of  any  kind,  when  occurring  in 
a  iKiitent  with  so  >Irong  a  tuberculous  histor>',  comjicl  us  to  make  a 
must  searching  examination  for  evidences  of  tuberculous  [Kritonilis. 
This  is  true  even  when  ihc  onset  is  much  more  acute  than  in  this  case.* 
But  in  the  absence  of  fever  and  of  all  the  local  nuinifcstations  of  tulicrcu- 
loua  peritonitis  (free  fluid,  generalized  lendemcss.  spasm,  and  tumor- 
liVc  masses)  this  disease  may  l>e  excluded. 

Is  it  possible  to  connect  in  any  way  the  historj'  of  epileptiform 
attacks  wnth  the  present  s>'mi)toms?  Such  atUicks  might  be  due  to 
cerebral  syphilis,  and  t]>e  same  disease  attacking  the  ti\er  and  spleen 
might  nov,-  produce  acute  abdomiDsl  jxiin.  But  in  tbe  absence  of 
uy  enlargement  of  the  liver  or  spleen,  and  without  fever,  anemia,  or 
other  lesions  {lointing  to  syphilis,  wc  have  no  good  reason  for  consider- 
ing this  disease  seriously. 

In  Ihc  treatment  of  cases  characterized  by  pain  and  \-omiting  I  ha\'e 
often  been  misled  so  as  to  forget  the  jxissibility  of  chronic  intestiiuil  ob- 
struction— midcd,  I  mean,  by  Ihc  prominence  of  s\-mptoms  ap[Ktrently 
referable  to  ihe  stomach.  F«))ccially  when  there  b  constipation,  as  in 
the  present  case,  this  possibility  should  never  t*  lost  sight  of;  but  it  must 
remain  a  mere  posability  unless  there  is  other  cadence  to  support  it. 
In  the  present  case  the  po»tive  guaiac  test  in  the  stool  is  all  that  we 
have  in  the  way  of  ph)-sical  signs  favoring  obstruction.  In  the  absence 
of  tumor,  \isib1c  peristalsis  or  intestinal  noise,  chronic  obstruction  de- 
ser>'e9  no  further  consideration. 

If,  then,  the  symptoms  are  of  gastric  origin,  as  seems,  on  the  whole, 

most  probable,  there  arc  but  two  diseases  deserting  serious  considera- 

tian — cancer  and  ulcer.     In  the  al)svnce  of  alcoholism  and  of  any  other 

cause  for  chronic  congestion  of  the  stomach  (heart  disease,  drrhosts), 

I  Ai  an  UlwiTkikiii  of  ibr  ^nu  mmtI  ri  trmpfjou  in  tuberculoua  pcritoniib  ttc  p.  417. 
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cancer  and  ulcer  are  the  only  diseases  likely  to  produce  hemorrhage  both 
from  the  stomach  and  the  bowel,  associated  with  persistent  vomiting 
and  epigastric  pain.  This  likehhood  is  increased  when  the  patient  fails 
to  improve  after  careful  dieting. 

.gainst  cancer  is  the  fact  that  the  patient  is  relatively  young,  has  no 
ste^y  gastric  stasis,  and  especially  the  persistence  of  a  good  appetite. 
The  presence  of  free  hydrochloric  acid  is  also  somewhat  against  the  diag- 
nosis of  cancer.  On  the  whole,  peptic  ulcer,  gastric  or  duodenal,  is  the 
best  working  diagno^ 

Outcome. — On  the  fifteenth  of  May  his  stomach  was  opened  and  a 
puckered  scar  found  on  the  posterior  wall  of  the  stomach.  Posterior 
gastro-enterotomy  was  done.    The  patient  did  well. 

Diagnosis. — Gastric  ulcer. 

Case  89 

A  waitress  of  twenty-eight  entered  the  hospital  on  May  5,  1898. 
She  said  that  she  had  "malaria  of  the  stomach"  seven  years  ago,  and 
was  sick  for  three  days  with  fever  and  chills.  At  that  time  she  had  no 
vomiting  and  no  pain,  and  has  otherwise  been  well  except  for  occasional 
"chills,"  until  three  years  ago,  when  she  began  to  have  a  gnawing  in  the 
stomach,  coining  unmediately  after  eating  and  followed  by  gastric 
distention  and  belching,  which  continues  until  about  two  hours  after 
eating.  This  belching  has  been  worse  for  the  past  year.  At  times 
enormous  quantities  of  gas  are  expelled  with  much  noise.  For  relief 
from  the  gnawing  sensation  she  sometimes  makes  herself  vomit,  the 
vomitus  usually  consisting  of  about  half  a  pint  of  white  phlegm  in  which 
she  has  several  times  seen  specks  of  blood.  Her  appetite  has  been  good 
and  her  bowels  regular. 

Physical  examination  shows  a  very  marked  pulsation  near  the  navel ; 
over  it  a  thrill  is  felt  and  a  systolic  murmur  heard.  There  is  slight  ten- 
derness in  the  center  of  the  epigastrium.  The  examination  revealed 
nothing  abnormal. 

The  guaiac  test  in  the  stool  was  n^ative.  She  was  put  on  a  diet  of 
carbohydrate  and  fats,  with  a  diagnosis  of  gastric  neurosis,  and  was  at 
<mce  relieved  of  her  symptoms. 

Discussion. — Any  one  who  had  the  opportunity  to  hear  the  thunder- 
ous noise  with  which  this  patient  expelled  gas  from  the  stomach  would  be 
strongly  biased,  I  think,  toward  a  diagnosis  of  gastric  neurosis,  for 
these  explosions  are  almost  alwaj's  preceded  and  brought  about  by  the 
habit  of  "cribbing,"  or  swallowing  air,  which  in  turn  is  usually  the  result 
of  gastric  neurosis.     The  most  important  question  is,  can  we  exclude  pep- 
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tic  ulcer?  Many  of  the  symptoms  suggest  this  disease,  and  the  patient's 
neurotic  coii^tilution  by  no  means  excludes  it.  On  tiie  other  hand,  it 
is  unusual  for  the  patient  to  be  rdicvt»l  of  pain  and  other  gastric  symptoms 
at  a  time  when  the  stomach  is  empty.  Though  many  gastric  ulcers  exist 
without  producir^t  hemorrhages,  it  would  be  im[KiGsib]e,  I  think,  to  make 
a  diagnosis  of  ulcer  in  this  ase  unless  hemorrhage  occurred.  I'hc 
Specks  of  blood  in  the  \'omitus  arc,  of  course,  of  no  special  importance, 
^pui  the  ciiigastric  tenderness  has  no  diagnostic  value. 

The  thought  of  aneurysm  is  apt  m  disturb  both  doctor  and  patient, 
nhcn,  as  in  the  present  case,  abdominal  puin  is  assodatex]  with  a  marlced 
pulsation,  palpable  thrill,  and  sj-stnlic  murmur  near  the  navel.  The 
evidences  by  means  of  which  aneurysm  may  be  excluded  in  this  and 
similar  cases  have  already  bern  fully  discussed  on  p.  143.  Malaria  was 
considered  in  the  diagnosis  of  this  case,  but  a  careful  tempcralurfi 
record  enabled  tis  to  exclude  it.  The  diagno«s  remained  in  doubt. 
gastric  ulcer  and  gastric  neurosis  being  llic  main  alternatives. 

Outcome.— On  June  6th  she  was  once  more  on  house  diet,  up  and 
about  the  ward,  and  seemingly  qiutc  well.  With  care  about  diet  and  an 
impro\-ed  environment,  the  patient  has  continued  wdl  up  to  the  |m»enC 
lime  (1910). 

The  continued  good  health,  after  so  short  a  period  of  treatmeot,  seems 
to  me  to  argue  strongly  against  ulcer. 

Dlftfnosls.-^Gastric  neurosis. 

Case  90 

A  Jewess  of  thirty  had  been  operated  on,  July  30,  1900,  for  cholccy*- 
tiUs.  The  gall-Madder  was  drained.  After  this  ofieration  she  re- 
mained well,  and  has  had  three  children.  She  entered  the  hospjlal 
March  13,  1907.  complaining  of  epigastric  pain  of  two  yeara'  duration, 
coming  at  irregular  iniervjiLs,  and  worse  after  eating.  For  the  past 
month  the  pain  has  increased  in  sextrrity  and  has  radiated  to  the  back, 
but  not  to  cither  side;  it  often  an-akens  her  at  night.  Her  bowels  arc 
consti|»ated,  and  she  has  eaten  little  for  the  past  four  weeks,  thougli  her 
appetite  was  previously  good.  She  has  lost  much  strength,  and  for  Ibe 
past  four  da>'S  has  remained  in  bed. 

At  entrance  and  thcreafier  her  pulse  ranged  most  of  the  time  abon 
90,  and  not  infrequently  readied  lao.  Her  evening  tcmjierature  wag 
usually  abo\-e  99"  F.,  but  below  100*  F. 

Physical  examination  showed  nothing  nhnofmal  in  ihc  chest.  There 
was  geneiml  abdomittal  rigidity,  especially  above  the  navel,  where  there 
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was  marked  diffuse  tenderness.  The  white  cells  were  27,000  at  entrance, 
and  88  per  cent  of  these  cells  were  polynuclear.  Three  days  later  the 
tenderness  was  gone,  and  the  leukocytes  were  found  to  be  normal ;  they 
remained  so  thereafter.    The  urine  was  at  all  times  negative. 

Examination  of  vomitus  showed  free  hydrochloric  acid  in  abundance, 
and  a  positive  guaiac  test  for  blood  was  obtained.  Tube  examination 
was  n^ative.  In  the  stool  the  guaiac  test  was  twice  negative.  The 
patient  complained  of  marked  abdominal  pain,  but  obtained  great 
relief  from  the  subcutaneous  injection  of  sterile  water. 

The  patient  was  treated  by  careful  feeding,  the  administration  of 
}-grain  doses  of  cocain,  and  dram-doses  of  Hoffmann's  anodyne  for 
gastric  distress.  On  one  or  two  occasions  J  grain  of  morphin  was 
administered.  Nutrient  enemata  were  tried,  but  were  always  expelled 
within  a  short  time.  The  patient  took  liquids  well  after  the  first  few 
days  and  was,  for  the  most  part,  free  from  pain  and  vomiting. 

Discussion. — The  symptoms  seem  to  be  very  much  the  same  as 
tboee  previously  proved  to  be  due  to  cholecystitis.  Since  the  gall- 
bladder was  drained,  and  probably,  for  the  most  part,  obliterated,  it  is 
unlikely  that  there  is  any  return  of  inflammation  at  that  point,  especially 
as  she  seems  to  have  had  five  years  of  freedom  from  symptoms.  The 
same  considerations,  however,  lead  us  to  wonder  whether  adhesions 
may  not  have  formed  in  the  vicinity  of  the  gall-bladder,  resulting  in 
gastric  stasis  and  precipitating  the  attacks  of  pain.  The  absence  of 
any  gastric  stasis,  however,  as  evidenced  by  the  stomach-tube  examina- 
Haa,  makes  this  supposition  less  likely. 

The  local  signs  at  the  time  of  entrance  and  the  leukocytosis  point 
rather  toward  a  local  peritonitis,  possibly  from  a  gastric  ulcer.  Were  this 
the  case,  however,  we  should  not  expect  the  disappearance  of  all  these 
agns  within  three  days.  One  cannot  help  being  influenced  by  the  fact 
that  this  patient's  pain  was  greatly  improved  by  the  "  lU  cure  "  (injec- 
tions of  sterile  water,  mistaken  by  the  patient  for  morphin). 

Chronic  appendicitis  has  not  been  yet  extensively  discussed  in  this 
book,  for  the  reason  that  I  find  it  hard  to  arrive  at  any  very  definite 
conclu^on  upon  the  subject,  but  certainly  this  case  is  very  similar  to 
those  which  surgeons  are  accustomed  to  operate  on  with  that  diagnosis. 
The  childhood  attacks  often  seen  in  chronic  appendicitis  are  not  here 
mentioned.  There  was  at  no  time  any  local  tenderness  or  spasm  in  the 
right  iliac  region,  nor  any  radiation  of  pain  to  that  region.  Nevertheless, 
it  b  certainly  true  that  cases  no  more  typical  than  this  have  been  relieved 
of  all  symptoms  after  the  removal  of  an  adherent,  kinked  appendix. 
Id  this  connection  I  wish  to  call  attention  to  the  following  table,  which 
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embodies  the  conclusions  of  Dr.  Graham  and  Guthrie,'  arrived  at  after 
the  study  of  a  large  series  of  cases  from  the  Mairxn  clinic ; 

DIFFERENTIAL  DIAGNOSIS  OF  THE  MILDER  TYPES  OF  CHRONMC 
APPF-NDICITIS.  PEPTIC  U'LCER,  AND  GALL-STONES.— i^/«r  CrjAdai 
mud  GiMrit,  Jma.  Amtr,  J/rdL  Atttt.t  M«uk  19,  I9i«.} 
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The  conclusions  of  these  obscncis  arc  borne  out  by  most  of  mj 
observations,  and  seem  to  me  about  as  near  to  wisdom  as  any  yet  oOfetod 
upon  the  subject. 

After  \try  careful  study  of  the  case  we  were  unable  to  arrive  at  any 
definite  dia^osis.  We  could  not  dcfiiiitdy  incriminate  the 
the  gall-hladdcr,  or  any  other  \'isciis,  yet  we  were  by  no  means  certain 
of  the  absence  of  severe  disease  calling  for  sursical  interference.  Ac* 
cordingly,  on  Mardi  34lh  the  abdomen  was  opened,  but  careful  search 
revealed  no  disease  of  any  kind.  Ttie  patient  made  an  uneventful 
recovery. 

Diagnosis. — Gastric  neurosis. 

Case  91 

A  dressmaker  of  twenty-three,  whose  mother  died  of  cancer  of  the 
stomach,  was  seen  January  38,  1907.  She  admitted  that  for  a  year 
she  had  taken  a  f^rcat  deal  of  beer,  wine,  and  whisky,  and  for  the  past 
two  weeks  she  had  taken  from  a  \mX  lo  6vc  pints  of  whisky  a  day. 
During  this  last  period  she  had  eaten  practically  nothing,  and  has 
been  in  bed  most  of  the  time.  A  few  days  ago,  whenever  she  closed 
her  eyes,  she  saw  bi^  animals  and  other  apparitions.  For  the  past  three 
days  she  has  vonuted  almost  constuntly,  and  had  some  epigastric  pain, 
which  has  become  more  severe  dtiring  the  past  two  days,  especially 
ijoiu.  Amcr.  Mnl.  Ajhoc.,  Manh  19,  igto. 
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when  she  breathes  deeply.  Last  night  her  respiration  was  very  difficult 
and  shallow  in  consequence.  There  has  never  been  any  blood  in  the 
vomitus. 

Temperature,  pulse,  and  respiration  were  normal,  the  left  pupil 
considerably  lai^er  than  the  right,  but  both  reacted  normally;  a  heaw 
brownish  coat  was  found  on  the  tongue,  and  a  marked  tremor  in  the 
fingers.  The  chest  showed  nothing  abnormal.  The  abdomen  was 
rigid  and  tender  throughout;  exquisitely  so  in  the  epigastrium.  Liver 
dulness  was  not  increased,  and  there  was  no  shifting  dulness  in  the 
Banks. 

Discussion. — ^The  chief  problem  in  this  case  is  to  decide  whether  the 
alcoholism  from  which  she  is  suffering  will  account  for  all  the  symptoms. 
We  are  not  accustomed  to  associate  extreme  abdominal  tenderness  and 
rigidity  with  delirium  tremens  or  with  simple  alcoholism.  On  the 
other  band,  if  perforative  peritonitis  {stomach,  gall-bladder,  appendix) 
were  present,  there  should  be  some  rise  of  temperature,  pulse,  respira- 
tion, or  leukocyte  count,  none  of  which  occurred.  There  is  nothing  in 
the  case  to  justify  the  suspicion  of  lead-poisoning,  tabes,  chronic  intestinal 
obstruction,  passive  congestion  of  the  liver,  pericarditis,  pneumonia,  or 
any  of  the  other  causes  of  epigastric  pain  which  have  been  discussed  on 
pre^ous  pages. 

Is  it  pcffisible  that  the  symptoms  may  be  due  merely  to  the  excessive 
%'omiting,  with  the  wrenching  strain  thereby  brought  upon  the  abdominal 
muscles?  We  decided  to  take  our  chance  of  this  diagnosis,  and  planned 
our  treatment  accordingly. 

Outc<Mne. — The  next  day  the  pain  was  much  less,  likewise  the  ten- 
derness and  tremor,  and  there  has  been  no  vomiting.  By  February  3d 
she  was  entirely  free  from  complaints,  and  on  the  sixteenth  she  left  the 
hospital  well. 

Her  treatment  consisted  of  milk  diluted  one-third  with  lime-water, 
4  ounces  every  two  hours  when  awake;  orthoform,  10  grains,  every  four 
hours;  hot  stupes  to  the  abdomen  every  hour  when  awake;  whisky,  i 
ounce  every  four  hours;  triple  bromids,  30  grains,  and  tincture  of  cap- 
»cum,  15  minims  before  meals.  After  the  first  two  days  the  whisky  was 
omitted.    The  other  medicines  were  not  needed  after  the  thirteenth. 

Diagnosis. — Alcoholism. 

Case  92 

A  teamster  of  forty-eight  entered  the  hospital  August  12th.  Gas- 
tric ulcer  and  abdominal  aneurysm  were  the  diagnoses  suggested  by 
the  out-patient  phyacian.    The  family  history  was  not  remarkable, 
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eiccpt  that  one  sister  has  been  in  the  Worcester  Insane  Asylum.  The 
palicnf  s  habits  and  past  historj'  arc  Kood.  Ten  weeks  ago  he  began  to 
have  steady  epigastric  pain,  usually  dull,  sometimes  shar|>.  After  two 
or  three  days  he  had  to  ^i^'c  up  n-ork  on  account  of  pain  and  weakness, 
but  he  has  not  be«i  in  bed  for  the  whole  of  any  day.  Prc%ious  to  this 
illness  he  has  never  had  pain  of  this  sort.  It  is  worM  utiout  one  hour 
after  eating,  but  it  is  not  rclicwd  by  food,  and  docs  not  radiate  to  any 
other  jtoinl.  During  the  same  pericxl  he  has  also  had  aches  and  darting 
pains  in  his  neck,  lefts,  and  the  ri^ht  side  of  his  chest.  For  the  past 
two  or  three  weeks  he  has  fdl  sleepy  and  nervous  in  the  daytime,  while 
at  night  pain  and  nervousness  have  often  kept  him  awake.  He  has 
headache  during  most  of  ever)-  morning.  The  last  (our  or  five  weeks  be 
has  been  short  of  breath,  but  has  noticc<]  no  sudling  of  his  fed.  lib 
bowels  move  only  once  in  (our  days.  His  up(Klile  is  poor,  but  he  has 
not  vomited. 

On  examination  he  seems  to  be  emaciated.  The  chest  shows  noth- 
ing abnormal.  The  atxlomen  is  decidedly  concave  and  somewhat  tender 
in  the  epigastrium,  where  there  Is  marked  ptilsation  visible  and  palpable 
from  a  point  two  inches  below  the  sternum  (o  a  point  one  inch  Iwlow  the 
navel.  Otherwise  phy»cal  examination  is  negatiw,  and  the  bl<xxl.  urine, 
and  tempcnture-chart  indicate  nothing  abnormal.  The  patient  was 
depressed,  seemed  very  apathetic,  aiul  at  times  refused  nourishment. 
The  stomacli-tubc  proved  that  the  stomach  bdd  30  ounces  of  u'aicr  arKl 
showed  no  evidence  of  enlargement.  .\ftcT  a  test-meal  the  extracted  con- 
tents showed  free  HCl,  ai2  per  cent.,  no  lactic  acid,  no  blowl. 

Discussion. — Although  abdominal  aneurysm  was  considered  in 
this  case,  the  physical  sij^  are  clearly  those  of  d>7iamic  aorta,  Ihediffer- 
ential  diagno^s  of  which  luis  l>cen  already  discussol.     {See  p.  141.) 

Gastric  cancer  is  always  a  threatening  possibility  when  a  man  of 
forty-eight  begins  to  have  digestive  symptoms  for  the  first  time  in  his 
life.  The  emaciation  present  in  this  case  lends  support  to  this  hypothesis, 
and  tlic  ncgatix'e  results  of  examination  hy  the  stomach-tube  do  not  en- 
able us  positively  to  exclude  cancer.  We  will  return  to  the  discussion  of 
it  belou-. 

Peptic  ulcer  docs  not  cause  pains  so  widespread  as  those  here  de- 
scribed. If  Ihb  were  the  diagnoeu,  we  should  expect  also  some  relief 
after  food,  and  very  possibly  some  blood  in  the  stomach -contents.  Yet 
while  ulcer  would  not  account  for  all  the  facts  here  present,  we  must  hold 
Jitdgment  in  reserve  regarding  it,  as  we  have  alruady  done  regarding 
cancer. 

Could  the  symptoms  be  explained  as  the  result  of  simple  constipa- 
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tion  combined  witli  starvation  which  his  emaciation  siif^eate?  Very 
possibly  Ihcy  may,  but  wc  still  require  some  rcsison  lor  the  sudden  appear- 
ance of  constipation  in  a  healthy  teamster  of  forty-eight. 

We  cannot  afiord  to  leave  out  of  consideration  the  psychic  symptoms 
in  this  case.  A  middle-aged  laboring-man  does  not  l*^in  to  be  sleq}- 
Icss  and  nervous  mthout  ob\-ious  cause.  The  ordinarj'  cause  for  such 
symptoms  is  alcoholism,  which  could  be  definitely  excluded  here.  In 
view  of  the  patient's  depression,  his  persistent  headaches,  his  nen-ous- 
ness,  insomnia,  and  apathy,  a  mild  tyjw  of  insanity  (depressive  maniac 
peydwHs)  seems  probable,  especially  since  no  cause  for  his  depression 
can  be  found  in  any  of  the  recent  events  of  his  life,  .\ssuming  this  to 
be  true,  the  question  remains:  Can  the  alidominal  symptoms,  the  ano- 
rexia, and  emaciation  lie  thus  exjilained?  To  this  it  is  to  be  answered 
that  in  sanatoria  and  asylums  for  the  insane  tt  is  a  wry  common  ex- 
perience to  find  the  foreground  of  the  clinical  picture  occupied  mainly  by 
gastro-intcstinal  symptoms  almost  as  severe  as  those  seen  in  organic 
disease.  Tlie  further  course  of  these  cases,  however,  demonstrates  the 
absence  of  any  such  disease,  and  leads  us  to  the  conclusion  that  the 
gastro-tntestinal  symptoms  are  simply  one  item  in  the  symptom-complex 
called  insanity. 

Assuming  then  that  this  patient  is  mildly  insane,  we  arc  justified  in 
supposing  that  bis  stomach  symptom.>>  arc  dependent  upon  this  psychosis, 
even  though,  were  he  normal  mentally,  wc  should  be  strongly  inclined  to 
believe  that  he  had  gastric  iitccr  or  ranccr. 

Outcome. — The  gxitient  liecame  more  and  more  depressed.  Two 
special  consultants  pronounced  the  case  simple  melancholia,  and  he  was 
removed  to  an  asylum. 

Diagnosis. — Melancholia. 


Case  93 

An  Italian  laborer  forty  years  old  hud  "rheumatism"  five  years  apio 
and  one  year  ago.  Many  joints  were  swollen,  [gainful,  and  tender  for 
a  lew  weeks  in  each  attack,  but  he  has  regained  perfect  function  in  all 
the  joints. 

He  takes  two  whiskies  before  breakfast  and  four  beers  during  the 
day.    Denies  venereal  disease. 

For  six  weeks  he  has  had  piawinj?  pain  in  the  epigastrium  and  right 
hypochondrium,  gradually  getting  worse,  sometimes  disturbing  steq), 
but  never  influenced  by  food.     Nocturia,  i  to  ,5  times. 

Physical  Examination. — The  cardiac  impulse  extends  1  cm.  outride 
the  nipple  in  the  fifth  space.    No  enlargement  to  the  right  is  detected. 
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Cardiac  action  regular — 80  per  minute;  the  ajiex  firet  sound  is  replaced 
by  tt  km^,  blowing  murmur,  which  is  itlso  ikudiMe  in  the  left  axilla.  At 
the  third  left  costui  cartilage  is  the  maximum  intensity  ai  a  diastolic 
murmur,  which  is  also  faintly  heard  in  the  second  riglu  tntcr»]wce.  The 
pulmonic  second  sound  is  accentuated. 

.Ml  the  superficial  arteries  pulsute  strongly,  and  there  is  a  "Corrigan" 
and  capillary  pulse. 

Nails  slightly  incurved.    Lungs  nt^tive. 

In  the  upper  right  abdominal  quadrant  is  a  mass  easily  felt  bimanu- 
ally,  descending  over  an  inch  on  full  insiiiration,  with  a  rounded  edge 
and  a  semiHuctuant  consistence.  1'hc  liver  dulnvss  cxten<ls  8.5  cm. 
below  the  ribs  (nipple-line)  and  13.5  cnA.  below  tlie  ensiform.  Whether 
or  not  the  liver  is  continuous  with  the  mass  described  al>ovc  cannot  \>c 
certainly  determined.  The  liver  edge  is  sharp  on  the  left  of  the  mediiin 
line,  but  cannot  be  folt  distincUy  on  the  right. 

The  spleen  is  (talfxiMe  2  cnt.  IkIow  tJie  ribs.  Alxlomen  otherwise 
negative;  likcvi-isc  the  rest  of  the  body.  Urine,  40  ounces;  specific  grav- 
ity, 1011.    No  ajbumin,  pus.  blood,  or  casts.    Blood  normal. 

Cystoscopy  showed  evidence  of  normal  functioning  in  each  kidney. 

Discussion. — Clearly  enough  this  [xitient  lius  incom|>etencc  of  the 
aortic  and  niitial  ^'alvcs,  jkrcsumably  of  rheumatic  origin.  The  inter- 
esting problem  remaining  concerns  the  mass  in  the  rifi^t  hypochondrium. 
Is  it  liver,  kidney,  or  retroperitoneal  tumor? 

The  alcoholic  histor>'  may  ha^'e  produced  a  drrhosis,  but  cirrhoMs 
rarely  causes  {lain,  and  tlic  cirrhotic  li\'er  is  hunl,  not  wmifluctuani. 
Moreover,  wc  do  not  expect  to  feci  the  liver  bimanually,  though  that  is 
by  no  mi-ans  impoanUe^  There  seems  reason  to  Itelievc  that  the  liver 
M  i-nlargcd  in  this  case,  bat  apparently  there  is  something  else  wrong. 

A  mass  pal|ia)>le  bimanually  in  the  right  flank  usually  turns  out  to  be 
connected  with  the  kidney,  and  it  was  with  this  in  mind  that  cystoscopy 
was  done.  Tlie  results  of  tliis  examination  go  far  tonaid  excluding 
renal  disease,  and  were  interpreted  in  this  sense. 

Tumors  of  the  retrof>eriloncnI  glands  produce  not  infrequenUy  a 
mus  like  that  here  described.  Dia;;^r«is  of  such  tumors,  howe^'cr,  is 
impOBsiltlc  unless  there  are  more  deftnitv  ]>re:isure  symi>toms  (pain  in  the 
back  and  legs),  or  unless  there  has  licen  maligiuint  disease  dscwbcrc  in 
the  Ixtdy,  with  possible  metastasis  in  the  region  now  under  ooniudera- 
tion. 

Syphilb  oi  the  liver  and  cancer  of  the  liver  or  colon  would  not  account 
for  so  soft  n  mass  as  is  here  described.  Is  it  possible  that  simple  passi\-e 
coQgestton  due  to  the  cardiac  lesion  might  [>roduce  so  soJt  an  enlarge- 
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ment  of  the  liver?  Against  this  is  the  absence  of  much  stasis  in  the  lungs, 
legs,  or  abdominal  cavities,  and  the  fact  that  the  questionable  mass  can- 
not with  certainty  be  comiected  with  the  liver  edge  palpable  to  the  left  of 
the  median  line.  A  surgical  consultant  considered  the  symptoms  due 
to  a  tumor  of  the  gall-bladder  or  of  the  kidney.  On  the  whole,  there 
seems  to  be  enough  doubt  upon  this  point  to'  justify  exploratory  lapa- 
rotomy. 

Ootctnne. — Laparotomy  showed  the  kidneys  and  gall-bladder  to  be 
normal.     A  large,  dark,  congested  liver  was  the  only  finding. 

This  case  seems  to  me  to  be  of  unusual  interest,  since  it  shows  that 
passive  congestion  of  the  liver  is  one  of  the  items  which  must  be  seriously 
considered  in  a  diagnosis  of  diseases  involving  the  right  upper  quadrant. 
So  far  as  I  am  aware,  this  is  one  of  the  few  cases  on  record  in  which 
laparotomy  has  been  done  for  passive  congestion  of  the  liver. 

Diagoosis. — Hepatic  congestion. 

Case  94 

A  private  secretary,  sixty  years  old,  entered  the  hospital  March  a, 
J907.  Her  father  died  of  consumption.  She  had  diphtheria  at  twelve. 
Twenty-five  years  ago  she  had  inflammatory  rheumatism  and  ophthalmia, 
was  in  bed  a  week,  and  has  had  a  slight  similar  attack  since.  In  the  past 
thirty  years  she  has  had  about  twelve  attacks  of  colic,  characterized  by 
sudden  painful  cramps  in  the  abdomen.  The  last  attack  was  in  July, 
1906.  Ten  years  ago  an  appendix  abscess  was  opened  and  drained.  She 
has  never  been  jaundiced,  but  always  lias  had  a  strong  tendency  to  con- 
stipation. Her  best  weight  was  182  pounds  six  months  ago.  Six  weeks 
ago  she  had  several  attacks  of  indigestion  within  a  week;  after  this  she 
was  well  until  four  weeks  ago,  when  she  had  a  sudden  severe  attack  of 
epigastric  pain  lasting  an  hour.  She  has  had  live  or  six  similar  attacks 
since,  most  of  them  coming  after  breakfast  and  lasting  several  hours  until 
relieved  by  morphin. 

The  pain  does  not  seem  to  radiate  in  any  direction.  For  three  days 
she  has  been  jaundiced. 

Physical  examination  showed  an  obesity  and  a  marked  jaundice, 
but  was  otherwise  n^ative.  By  the  sixth  of  March  the  jaundice  had 
cleared  up  and  the  patient  was  comfortable  except  for  slight  sore  throat. 

Discussion. — Since  tuberculous  peritonitis  may  manifest  itself  for 
the  first  time  with  symptoms  as  acute  as  those  here  present,  it  deserxes 
a  moment's  consideration,  especially  in  view  of  the  tuberculous  family 
history.  But  there  are  no  physical  signs  corresponding  to  this  disease, 
and  in  the  absence  of  fever  it  need  not  be  further  discussed. 
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Attacks  of  abdominal  pato  in  a  [Nitienl  who  hat,  no  knee- jerks  should 
slways  remind  us  of  tabes,  yd  there  are  no  other  conlimtttory  UctA. 
and  it  is  quite  possible  that  the  diphtheria  which  the  [lulient  passed 
through  at  ihe  age  of  twelve  may  have  produced  a  neuritis  which 
accounts  for  the  loss  of  knee-jerks. 

In  elderly  persons  with  a  strong  tendency  to  constipation  we  need 
no  further  explanation  for  many  uncomfortable  abdominal  symptoms; 
but  coD&lipation  practically  never  produces  |>ain  so  sharp  as  to  require 
morphin  unless,  indeed,  it  be  due  to  organic  obstruction.  Her  af^  and 
the  character  of  the  jAin  arc  quite  con»»tent  with  this  diagnosis  and 
experience  has  shou-n  that  intestinal  obstruction  is  always  a  serious 
danger  for  tliosc  who  hB\-e  been  operated  u{x>n  for  appendiciiLs,  especi- 
ally if  the  formation  of  adhesions  has  been  fa%ored  by  drainuKV  of  the 
wound.  Bui  if  tlie  intestine  winx*  obstructed,  we  should  expect  disten* 
tioo  and  vomiting,  while  the  attacks  of  pain  would  probably  not  occur 
90  frequently  and  at  such  &hort  intervals. 

Peptic  ulcer  is.  as  in  90  nuny  cases,  a  possibility  impossible  to  exclude, 
but  the  presence  of  jaundice,  the  sudden  relief  by  morphin,  and  the 
absence  of  any  definite  relation  between  tlic  pain  and  the  taking  of  food 
turn  our  attention  rather  to  gall-stones.  Since  the  a|^>eantnce  of  the 
jaundice  this  diagnosis  has  been  ttderably  obvious.  It  is  favored  b)' 
the  age  and  sex,  the  obesity,  and  the  character  of  the  pain. 

Oatcom*. — The  abdomen  was  opened  on  the  ninth  of  March,  and 
showed  a  small  giill't)lad<ler  completely  filled  with  stones. 

Dlagaostt.  —Gall-stones. 

Case  95 

Mrs.  H..  a  widow  of  seventy,  was  seen  in  consultation  November 
8,  1901.  Her  mother  died  of  old  age  at  cight)--one;  her  father  of  dia- 
betes at  sixty.  Three  miers  dkd  0/  pulmonary  tuberculosis;  one  from 
an  accident;  one  of  unknown  cause;  one  is  still  living. 

Mrs.  H.  has  had  ten  children:  By  first  hiislund,  eight;  hoo  of  these 
died  of  ptilm<mary  tuberculasis,  one  of  "dropsy";  one  daughter  died 
from  "effects  of  a  5urv:ical  o[K-ralion";  ihrt-c  dii-d  in  infancy,  cause 
unknown;  one  living.  The  two  children  by  her  second  husband  are 
living  and  well. 

She  had  tlie  usual  children's  diseases,  hut  otherwise  was  alwaj's 
well  until  i8()o,  when  she  had  ^lmngu]atcd  hernia  and  was  operated 
upon.  During  the  following  year  she  did  not  feel  well,  had  fever, 
chills,  \'omi(ing,  and  pain,  and  in  1891  was  ojicrated  for  right  empyema. 
This  discharged  for  six  months,  but  finally  healed.    Since  that  lima 
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she  has  complained  of  dyspep»a,  sour,  bitter  eructations,  dull  pain 
in  epigastrium,  headache,  malaise,  and  gradual  lo^  of  fiesh — about 
30  pounds  in  all. 

In  May,  1901,  she  had  an  attack  of  severe  pain  in  Ihs  epigastrium, 
midway  between  umbilicus  and  ensiform;  the  pain  was  relieved  by  hot 
dlrinks.  A  month  later  had  a  similar  attack;  a  physician  was  called, 
who  said  it  was  acute  neuralgifi  of  the  stomach.  He  gave  her  something 
to  make  her  vomit,  and  she  vomited  for  twenty-four  hours  almost  con- 
tinuously, the  vomitus  consisting  mostly  of  "green,  bitter  stuff."  She 
had  a  similar  attack  September  i,  1901,  relieved  by  hot  drinks.  There 
was  some  vomiting  in  this  attack.  Next  attack,  September  8th;  then, 
September  14th;  the  last  two  relieved  by  morphin,  J  grain.  The  final 
attack  about  October  19th.  This  last  attack  was  the  most  severe.  Be- 
tween attacks  patient  was  fed  on  liquids  and  semisolids,  and  complained 
of  no  pain  or  indigestion.  The  pain  seemed  to  start  at  a  spot  in  the 
right  back  on  the  level  of  the  sixth  or  seventh  rib,  radiating  straight 
forward  to  "pit  of  stomach,"  thence  down  the  left  side  of  the  belly. 
There  was  nothing  to  be  seen  at  this  dorsal  spot,  but  it  was  p)ainful  to 
touch.  After  receiving  a  subcutaneous  injection  of  morphin,  she  began 
to  vomit  and  continued  to  vomit  about  every  half-hour  for  thirty-six 
hours.  She  became  very  weak,  but  had  a  normal  temperature  and  a 
pulse  of  60.  She  passed  but  little  urine  during  this  thirty-six  hours, 
but  at  the  end  of  it  she  voided  nearly  two  quarts.  Examination  of  this 
urine  showed  specific  gravity  1022,  color  high,  abouto.i  percent,  of  albu- 
min. Sediment  contained  few  hyaline  and  fine  granular  casts,  with  fat- 
drops  adherent.  A  specimen  of  urine  sixteen  hours  later  was  smoky,  am- 
tainedo.1  albumin,  and  in  addition  to  sediment  in  previous  urine  was 
full  of  blood  and  calcium  oxalate  crystals.  The  patient  now  complained 
of  pain  in  both  Qanks  and  soreness  all  over  abdomen,  especially  on  right 
side.  The  temperature  now  is  100°  F.  and  pulse  88.  There  is  headache. 
Blood-pressure,  145.  No  jaundice  now  or  in  any  of  these  attacks,  but 
the  patient  says  she  always  looked  a  Uttle  yellow. 

She  is  a  well-preserved  lady,  rather  fat.  Liver  normal  in  size.  A 
point  of  extreme  tenderness  is  situated  half-way  between  ensiform  and 
umbilicus.  Heart  and  lungs  negative.  Colon  distended  with  gas.  The 
sclera  near  the  iris  is  clear  blue.  On  drawing  back  the  eyelid  a  slight 
tinge  of  yellow  is  visible  at  the  periphery. 

Discussion. — Intestinal  obstruction  is  naturally  our  first  thought 
when  a  patient  complains  of  acute  abdominal  symptoms  with  persistent 
v(»niting,  and  has  previously  had  an  operation  for  strangulated  hernia. 
But  in  this  case  there  is  no  abdominal  distention,  no  constipation  or 
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diarrhea,  no  visible  peristalsis,  and  an  unusual  di-grcc  of  comfort  between 
attacks. 

When  a  patient  is  relieved  as  markedly  as  in  this  case  by  tiie 
(akin;;  of  hot  drinks,  i^tric  Hatulence  with  ]>yloric  spo&m  seems  a 
natural  explanation.  But  this  symptom  in  practically  all  cases  is 
dqH-ndent  u)kki  some  deeper  cause,  such  as  peptic  ulcer  or  gall-stones. 
The  loDji;  history  of  d)-spcpsia  Icadins  up  to  sharp  attacks  of  [tain  is 
consistent  with  either  of  the  abo\'e  diagnoses,  which  will  be  further 
discussed  bctnw.  One  of  the  confusing  elements  here  is  the  condition 
of  the  urine.  Can  the  symptoms  be  due  lo  luvmia,  which  is  truditionally 
supposed  to  lead  to  attacks  of  abdominal  pain  in  certain  cases?  The 
Urine  docs  not  suggest  acute  neithritis,  and  if  any  type  of  chronic  nephri- 
tis were  present,  there  should  be  hypertrophy  of  the  heart  and  a  higher 
blood -pressure.  In  all  probability,  therefore,  the  urinary  lindings 
arc  to  be  explained  as  the  result  of  some  toxic  irritation  of  the  kidney, 
and  arc  not  of  any  serious  sif^nit'icance.  In  one  of  the  laten-xamimitions 
the  presence  of  macroscopic  blood  in  the  urine  b  noteworthy  as  sug- 
f^ing  a  possible  stone  or  tumor  of  the  kidney,  but  one  remarks  that 
this  specimen  of  urine  was  pas-scd  not  long  after  the  bla<lder  had  l>een 
emptied  of  two  quarts  of  urine  following  an  acute  retention.  This 
chain  of  events  b  notoriously  prone  to  produce  hematuria.  <!>n  the 
whole,  then,  in  the  absence  of  any  palpable  mass  in  the  kidne)'  re^on, 
there  seems  no  go(xl  rvaw>n  lo  susjH-ct  that  organ. 

Wc  are  left  with  tlic  two  diseases  so  often  suspected  and  discussed 
heretofore — gall-stones  and  peptic  ulcer.  The  Ieni]er  sjiot  in  tlic 
back  corresponds  rather  to  the  pain  of  gall-stones  than  to  that  of  ulcer, 
and  it  a  especially  significant  lh;tt  tn  one  of  the  attacks  the  pain  started 
at  this  point  and  radiated  thence  forward.  The  immediate  relief  of 
pain  by  moqihin  and  the  alieence  of  indigestion  l>etween  attacks  incline 
ut  to  the  diagnosis  of  gall-stones,  especially  since  the  less  accesuble 
portions  of  the  sclera  have  bc^un  to  show  a  yellowis.h  tinge.' 

Tlic  jirolonged  %'omittng  after  the  administration  of  morphin  Is 
pKsumaMy  to  be  ascribed  to  one  of  the  not  uiKommon  idiosyncmsics 
in  relation  to  this  drug. 

Outcome.—Xext  day  slight  jaundice  was  c%idcnt  in  the  sclera. 
This  gradually  deepened   until  her  skin  wus  almost  a  coffee  color. 

I  II  b  petbtpa  wonh  noting  hm  thftt  ^ibrn  wr  an  rir«<^l<>8  '"'  MtfiKiIag  a  iHglll 
dqtnr*'  '4  i^vuHrr,  mr  thoM  cmnine  nprdaDy  ihe  pcriphcnt  ponfeat  at  ibe  aikn, 
rnhkh  ihrnr  ■  yrllimWt  tki|p  long  befote  iherv  h  anj  colnnuton  «rtHiiid  tht  Irit.  Il  h 
(mIj  Id  iIm  tarj«T  iiranntinnd  cnidrv  r4  Jitunilirc  ihai  tbr  vrlViw  colnr  arluaHy  nuvn  ihe 
Irk     AllPitlinn  lo  ibl*  point  mnctima  Tcnden  ihc  laotr  dcliouc  t«U  of  iltc  tcnim  un- 
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The  stools  were  carefully  sifted,  but  no  stone  found.  Liver  toider. 
In  two  days  the  gall-bladder  could  be  felt.  Urine  heaw  with  bile; 
stool  day  colored.  Temperature,  100°  to  101°  F.;  pulse,  80  to  100. 
Pain  in  both  flanks.  The  spot  on  her  back  has  developed  into  a  mark 
that  looks  as  if  some  local  application  had  been  made.  It  is  shaped 
like  this:  Oi  has  sharply  defined  edges,  is  not  tender,  not  swollen,  and 
not  hot 

Operation  showed  stones  in  the  common  duct. 

Diagnosis. — Gall-stones. 


aoi 


DIFFEKENTIAL  DIAGNOSIS 


Causes  of  Pain  in  the  Right  Hypochondrium 


1.  PASSIVE  CONGESTION  OF  THE  UVER 


2.  QALL-STONES 
AND  ACUTE 
C  HOLECYS- 
TITI8 
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4.  CANCER  OF  THE 
LIVER 


3.  HIGH    APPENDIX!     ^^  __ 

(INFLAMED)  i    ^^ 

}m 

5.  URETERAL  STONE   ■  16 

6.  RENAL  STONE  I  10 

7.  PEPTIC  STONE  I  a 

}■ 


8,  SUBDIAPHRAGM- 
ATIC ABSCESS 


Rarer  causes  art;:    Hydro-  and  pynnqihrosJs,  renal  and  perirenal 
infections,  sacro-iliac  lesions,  and  retroi>eritoneaI  neoplasms. 
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CaseOfi 

A  boy  of  twelve  entered  the  hospital  April  6,  1908,  complaining 
of  tenderness  and  pain  in  the  right  hypochondrium.  He  had  a  tempera- 
ture of  100°  F.  Gall-bladder  inflammation  was  the  diagnosis  suggested 
by  his  physician.  His  previous  and  family  history  suggested  nothing, 
but  he  had  been  suffering  almost  constantly  for  two  months  with  the 
pain  above  described.  This  pain  has  been  gradually  growing  worse, 
and  is  now  aggravated  by  deep  inspiration.  Occasionally  he  has  a 
sharp  pain  in  the  right  shoulder;  otherwise  than  this  he  has  had  no 
symptoms,  and  has  been  able  to  go  to  school  until  five  days  before  his 
entrance  to  the  hospital.  He  has 
been  decidedly  constipated. 

Physical  examination  showed  that 
the  heart's  impulse  was  best  seen 
and  felt  in  the  fourth  interspace, 
just  outside  the  nipple-line.  The 
sounds  were  regular  and  of  good 
quality.  A  soft  systolic  murmur  was 
heard  at  the  apex,  not  transmitted 
widely;  the  pulmonic  second  sound 
was  slightly  accentuated;  the  pulse 
not  remarkable.  The  lungs  were 
normal,  likewise  the  abdomen,  with 
the  exception  of  tenderness  and  con- 
siderable voluntary  spasm  in  the  right 
hypochondrium  and  right  Uiac  fossa. 
The  temperature  record  is  shown 
in  the  accompanying  chart.  The 
leukocytes  numbered  9200  April  7th. 

April  8th,  two  days  after  entrance,  the  temperature  rose  to  102.4° 
F.  and  the  pain  increased.  A  surgical  consultant  saw  the  boy,  and 
said  that  the  case  was  one  for  exploration  of  the  bile-ducts,  but  it  was 
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Fig.  31. — Chart  of  case  96. 
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deddod  to  wait  until  tbc  boy's  parents  could  be  communicated  with. 
In  ihe  meantime,  dulnt.'tis  and  diminished  breathing  were  found  in 
the  lower  right  back,  and  on  April  loth  the  abdominal  rigidity  had 
almost  disappeared.  On  this  duy  a  hy|*odi.-rmic  needle  was  intro- 
duced in  the  back  over  the  dull  area,  but  no  iluid  obtained.  An  .v-ray 
takcD  April  13th  showed  no  lesion  of  the  lung  or  j>leura  and  no  enlai:ge- 
meot  of  the  cardiac  area  to  the  right.  So  far  the  diagnosis  was  wholly 
in  doubt. 

April  15th,  nine  days  after  entrance,  a  double  iK-ricardial  friction 
sound  was  heard  for  the  I'lrst  time,  and  the  right  border  of  cardiac 
dulncss  on  tbc  level  of  the  fifth  rib  was  found  to  be  two  inches  from  the 
midstemal  line. 

Discussion. — Gall-stones  are  so  rare  in  boys  of  twdvc  that  one 
should  l>c  very  slow  to  make  the  diagnccus.  no  matter  how  much  the 
sv'mptoms  resemble  that  disease.  Pain  and  s]>asm  constitute  the 
whole  of  our  positive  evidence  pointing  toward  gall-stones,  though  the 
fever  shown  on  the  accompannng  chart  would  be  cjuite  con^stent  nith 
gall-bladder  inflammation.  Without  more  charactcrislic  colic,  with- 
out jaundice  or  palpable  jjalt-bladder,  we  should  not  make  the  diagnosis 
of  gall  stones  wntil  every  other  i>ossibitiiy  has  been  disprox-ed. 

.•\bdominal  pain  in  children  always  points  toward  <liscaso  of  the 
chc«t  (pneumonia  or  pleurisy)  as  wdl  as  of  the  abdomen.  In  the  well- 
meant  desire  to  solve  the  problem  through  some  diagnosis  of  this  kind 
an  area  of  dulness  and  diminished  breathing  was  worked  out  in  the 
lower  right  back,  a  most  dubious  region,  owing  to  the  varying  height 
of  the  liver  dulness.  Such  «gns  as  were  found  were  not  substantiated 
in  any  way  by  the  results  of  cxploraton*  puncture  and  .v-ray  examina- 
tion. In  vievi-  of  this  they  may  \k  set  down  as  hallucinations  of  hearing 
due  to  what  the  psychologists  call  "expectant  attention." 

From  Ihe  li{>s  of  the  majority  of  physicians  we  should  surely  hear 
of  "rheumatism"  or  "neuralgia"  as  explanations  of  an  obscure  pain 
like  this,  but  in  the  present  case  these  antiquated  btanket-dtagnoseft 
nuy  be  excluded  without  qualification.  Bo)'s  of  twelve  do  not  have 
neuralgia  or  rheumatism  at  the  sites  where  ]>ain  is  complained  of  here. 
\Vc  must  demand  that  the  pain  shall  be  localized  at  or  near  a  joint 
licfore  the  word  "rheumatism"  cati  find  any  jilace,  while  all  pain  called 
"neuralgic"  should  follow  the  known  anatomic  course  of  some  atret. 

InHammation  of  an  undescended  ^subhepatic)  appendix  is  suggested 
by  the  position  of  tbc  pain  and  spasm.  The  onset  has  not  been  as 
sudden  nor  the  leukocyte  cmmt  as  high  as  in  ma>t  cases  of  appendicitis 
aasodatod  with  so  much  fe^er  and  pain.     Nevertheless,  imtil  the  spasm 
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disappeared  and  the  pericardial  friction  made  itself  apparent,  a  "high 
appendix"  could  not  be  ruled  out. 

We  may  ask  ourselves  whether  the  position  of  the  cardiac  impulse 
(fourth  interspace,  just  outside  the  nipple)  indicates  any  pathologic 
condition  or  has  any  bearing  upon  the  diagnosis.  The  answer  should 
be  in  both  cases,  no.  At  this  boy's  age  the  heart's  apei  is  not  infre- 
quently thus  situated. 

Until  the  appearance  of  the  pericardial  friction-rub  I  do  not  believe 
that  a  diagnosis  could  have  been  made  in  this  case,  nor  do  I  believe 
that  the  pericarditis,  which  ran  its  course  in  so  typical  a  way  after  that 
date,  was  itself  the  cause  of  all  the  previous  symptoms.  There  seems 
to  me  good  reason  to  believe  that  many  infections,  especially  in  young 
people,  are  in  their  early  stages  as  wide-spread  and  unlocalized  as  their 
symptoms.  It  is  probably  by  a  further  step  in  the  progress  of  the  infec- 
tious process  that  inflammation  appears  in  a  well-marked  circum- 
scribed area  with  an  exudate  and  the  resulting  pathologic  changes. 
It  was  with  the  idea  of  producing  such  a  localization  of  a  previously 
general  process  that  French  physicians  have  employed  subcutaneous 
injections  of  turpentine  to  bring  about  what  they  call  a  "fixation  ab- 
scess." 

Possibly  blood  cultures  would  have  helped  us  in  this  case.  They 
must  be,  for  the  present,  our  only  means  of  recognizing  many  infections 
in  their  early,  unlocalized  stage. 

Outcome. — On  the  nineteenth  the  area  of  cardiac  dulness  had  con- 
siderably increased  in  size,  and  now  extended  well  out  into  the  left  axilla. 
The  leukocyte  count  had  meantime  risen  from  9200  at  entrance  to 
19,900  on  the  eighteenth.  The  friction  sound  had  meantime  disap- 
peared, while  dulness  and  diminished  breath-sounds  were  detected  in 
the  left  lower  back. 

On  the  twentieth  dulness  in  the  left  axilla  was  found  to  extend 
nearly  to  the  posterior  axillary  line.  The  leukocytes  numbered  22,000, 
with  80  per  cent,  of  polynuclear  celb.  The  diagnosis  of  pericardial 
effusion  was  then  made,  and  a  trocar  was  inserted  in  the  lifth  space,  one 
inch  outside  the  left  nipple,  and  just  beyond  the  palpable  cardiac  impulse. 
Seven  ounces  of  turbid,  blood-tinged  fluid  were  obtained,  with  a  sf)ecific 
gravity  of  1022;  2.1  per  cent  albumin.  The  sediment  of  this  fluid 
showed  87.5  per  cent,  of  polynuclear  cells.  No  tubercle  bacilli  were 
found.  Immediately  after  the  tapping  a  double  friction-sound  could 
again  be  heaid  all  over  the  precordia,  and  great  pain  was  complained 
of  in  this  region.  Pain  and  audible  friction  continued,  with  some  inter- 
vals of  rdief,  during  the  next  three  days. 
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April  23d  the  case  was  again  seen  by  a  sur^rical  consultant,  and  on 
the  twenty- loiirth  ihc  pericardium  was  opened  and  drained  by  re»ectint{ 
a  costal  cartilage.  The  l»y  afterward  developed  a  left  jileural  cSusion, 
which  finally  became  purulent,  but  after  rather  a  tedious  iUness  he 
com)Jetely  recovered. 

Notft  of  TreatmcrU. — The  bowels  were  mo\-ed  by  calomel,  \  grain 
every  fifteen  minutes  until  (en  doses  were  given;  afterward  by  cascara 
and  by  an  enema.  For  the  pain,  hot  fomentations  and  turfientine 
stu|>es  were  giv'en.  \  mustard  fxiulticc  to  the  a)>domen  also  ^vc  some 
relief,  and  later  an  ice-bag  was  placed  o\'er  the  heurl  and  about  )  grain 
of  morphin  was  given  daily  by  siiljcutaneous  itijoction. 

Diagnosis. — Tericardiul  rfTusion. 

Case  97 

A  highly  neurotic  Jewish  boy  of  eighteen  was  seen  June  19,  1907. 
His  illness  liegan  in  NovcmlxT,  1906,  when  for  two  weeks  he  was  troubled 
by  (Miin  in  the  right  loin  and  right  back,  together  with  "dim*  headaches" 
and  wvakiKss  In  his  legs.  He  twlicu'S  that  he  strained  himself  in  lifting 
a  heavT  jmcking-casc  in  Octol)cr.  rcjoti.  In  the  latter  (lart  of  December 
be  had  a  »milar  but  milder  attack.  He  slates  that  since  Juniiar>'  aolh 
he  has  suffered  from  constant  (xtin  in  the  right  loin,  frei|ucntty  catching 
him  with  a  severe  stitch  on  inspiration.  Occa.sinnally  the  pain  tias 
shot  drvivn  from  liis  side  toward  the  groin  or  up  toward  the  eptga&trium. 
His  urine  is  usually  clear,  but  sometimes  stained  red,  and  full  of  floating 
liarticics.    He  has  gained  in  weight,  but  lost  in  strength  since  Frhruary, 

In  January'  be  was  carefully  examined,  but  no  disease  found.  On 
June  13th  his  urine  showed  a  slight  trace  of  albumin,  with  many 
Icukoc>-tes  and  blnnd-cdls  in  the  sediment.  On  June  tQth  a  physical 
examination  was  negati\'e  excejtt  that  the  right  rectus  alxlominolis  was 
Sfuslic.  and  there  u^s  tenderness  over  the  right  side,  most  marked  at 
the  edge  of  the  ribs,  in  tlie  riglit  nipple-line,  and  in  the  right  iliac 
fossa. 

At  the  time  r>f  this  examination  the  lower  edge  of  the  right  kidney 
was  palpable  on  deep  inspiration,  and  there  was  a  slight  tenderness 
along  the  lower  dorsal  and  lumbar  spine.  The  movements  of  tlie  spine 
were  free.  He  had  no  fev'cr  and  no  increase  in  the  leukocytes.  The 
urine  varied  greatly  in  gravity,  being  twice  ln-J«\%'  1008  and  three  times 
abov'c  1010  within  twenty-four  hours.  It  abva>'s  contained  a  very  slight 
trace  of  albumin,  and  in  the  sediment  a  vctif'  small  numtier  of  bjood- 
cells  and  leukocytes.  One  si>ecimen  showed  a  blood-clot  the  sixe  of  a 
bean. 
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Cystoscopy  was  done  on  the  twenty-sixth,  and  showed  on  the  floor 
of  the  bladder  "a  brownish,  cylindric,  putty-like  plug."  The  ori&ce 
of  the  right  ureter  was  greatly  dilated,  and  a  httle  pus  was  seen  to  issue 
from  it.    A  strong,  clear  stream  of  urine  issued  from  the  left  ureter. 

DiscussioQ. — In  the  actual  presence  of  this  patient  it  was  far  more 
difficult  than  in  reading  the  printed  case  to  avoid  being  unduly  impressed 
by  his  neurotic  temperament.  Any  one  so  manifestly  and  annoyingly 
self-centered,  especially  if  he  be  of  the  Jewish  race,  runs  a  considerable 
risk  of  being  falsely  accused  or  falsely  suspected  of  being  "merely  a 
neurotic."  Our  better  Judgment,  however,  should  make  it  dear  that 
there  is  something  else  in  the  background. 

The  patient  himself  was  inclined  to  attribute  all  his  symptoms  to 
the  strain  suffered  in  the  previous  October,  but  on  careful  questioning 
it  was  clear  that  the  symptoms  did  not  make  their  appearance  until 
some  weeks  after  the  date  of  the  supposed  strain. 

We  may  note  that  in  the  physical  examination  there  are  no  data 
regarding  the  condition  of  the  sacro-iliac  joints.  Many  of  the  symptoms 
here  described  couId.be  accounted  for  by  some  of  the  acute  lesions  of 
those  joints.  In  fact,  however,  the  joints  were  normal,  although  this  is 
not  stated  in  the  text. 

The  chief  moral  of  this  case  is  the  impossibility  of  a  satisfactory 
diagnosis  through  the  ordinary  methods  of  physical  examination  in 
many  cases  involving  the  right  upper  abdominal  quadrant.  Without 
cystoscopy  a  "  high  appendix  "  (see  case  96)  could  not  have  been  excluded, 
and  the  diagnosis  must  have  remained  long  in  doubt;  indeed,  the  case 
is  introduced  largely  to  illustrate  the  importance  of  cystoscopy  in  cases 
involving  neither  bladder  symptoms  nor  ordinary  "renal  colic." 

It  remains  merely  to  discuss  what  lesion  we  should  expect  to  find 
in  the  kidney  on  the  basis  of  the  facts  here  given.  Malignant  disease 
of  the  kidney  is  rare  at  eighteen,  and  cannot  be  recognized  in  the  absence 
of  tumor  and  hematuria.  Tuberculosis  of  the  kidney  should  produce 
fever,  pyuria,  and  vesical  discomfort.  In  the  majority  of  cases  also  a 
tumor  would  be  palpable  after  eight  months  of  suffering.  Renal  stone 
seems  the  most  reasonable  diagnosis. 

Outcome. — An  a:-ray  plate  taken  on  the  twenty-eighth  showed  a 
shadow  apparentiy  in  the  pelvis  of  the  right  kidney.  On  the  same  day 
operation  confirmed  the  findings  of  the  x-ray,  though  the  stone  crumbled 
up  into  fine  sand  when  touched.    The  patient  made  a  good  recovery. 

Diagnosis. — Renal  stone. 
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Case  98 


A  factorj'-hand  of  tn-cniy-six,  whose  family  history  was  unimportant, 
had  ty])lioid  fever  when  he  was  d^ht  years  of  at^e,  and  has  stifTi-rcd  from 
coosti(«tion  for  the  past  ten  years.  With  the  exception  of  20  cigarettes 
a  day,  his  habils  arc  good. 

For  the  jiast  four  months  he  has  been  more  constipated  than  usual, 
his  boneU  movinf;  only  once  in  four  or  five  days.    For  Ihe  |nst  two  ntckt-i 
be  has  been  troubled  by  headache,  which,  however,  has  disappeared 
to-day.    During  (his  lime  his  ap[)etite  ha»  been  poor. 

Eight  daj'S  ago  he  began  to  have  a  steady,  moderately  severe  fain 
at  the  right  costal  mai^n.  Y'lvt  da)-g  »go  he  noticed  that  his  eyes 
were  ycilow,  and  that  his  urine  was  of  u  dec|>red  color. 

Od  phy^cal  examination  his  sclera  was  found  to  be  moderately 
yellow,  and  his  skin  considerably  discolored.  Both  tonsils  were  slightly 
enlarged,  and  lltere  were  a  Ivw  white  spots  upon  the  right  tonail.  '11)0 
heart's  impulse  u'as  not  seen  or  felt.  The  sounds  were  best  licard  in 
the  fourth  interspace,  three  itichcs  from  the  median  line.  Inhere  were 
DO  murmurs  nor  other  modifications  of  the  sounds.  There  was  ri^^dity 
in  the  right  upper  quadrinl.  with  tenderness  and  dulness  extending ' 
an  inch  and  a  half  below  the  riljs.  A  sharp  edge  could  Ix-  felt  to  descend  \ 
on  full  ins|«ration  at  this  point.  The  upjicr  border  of  li^-er  dulness  was 
at  the  sixth  rib.  I'he  atxJomcn  was  oihenvisc  negative,  as  were  the 
other  organs.  The  urine  contained  bile  and  a  i-ciy  slight  trace  o( 
albumin,  but  was  othcnvisc  normal.  'Inhere  was  no  anemia  and  no 
leukocytosis. 

The  patient  was  first  seen  on  the  twcnty-scmnd  of  February'.  Vnder 
sodium  pho8))hate,  so  grains  after  nwals,  and  a  hot-water  bag  to  tlie 
hypochondrium,  he  l)ecame  comfortalile,  and  by  March  4th  his  yellow 
color  had  considerably  faded.  His  cotutipution  was  later  treated  by 
csscaia  and  by  cncmata. 

Discussion. — Any  case  involving  jaundice  and  a  past  history'  of 
typhoid  fever  suggests  a  typhoKl  cholecystitis  with  the  resulting  gall- 
stones, and  this  |>os5ibility  cannot  be  excluded  here.  Without  colic, 
fe^tr,  chills,  or  vomiting,  and  without  a  palpable  gall-bladder,  we 
cannot  get  beyond  suspicions  in  this  direction. 

Cases  of  relatively  short  jaundice,  with  or  without  slight  enlargement 
of  the  liver,  such  as  b  here  prcsen^  are  traditionally  labeled  as  "catarrhal 
jaundice"  if  nothing  more  definite  appears  in  sght;  but  it  is  always 
quite  ])06eible  that  wc  may  I>c  dealing  in  these  cases  either  with  a  transient 
obstruction  due  to  stone  or  to  an  infectious  cholangitis  traveling  down 
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the  ducts  rather  than  up.  There  is  iitUc  if  any  proof  that  so-called 
catarrhal  jaundice  spreads  upward  from  an  InHamed  duodenum.  For 
Ihc  present,  however,  and  until  our  knowledge  of  the  subject  is  con- 
siderably increased,  we  mu&t  be  content  with  the  old  term. 

Outcome.— On  the  fifteenth  of  March  his  color  was  practically 
normal  and  the  bile  was  gone  from  his  urine.  He  fdt  perfectly  well 
and  was  discharged.    There  has  been  no  recurrence  in  three  years. 

Diagnosis. — Catarrhal  jaundice. 

Case  99 

A  widower  of  seventy-seven  entered  the  hospital  Fehniary  25,  i()o8. 
He  has  alwav-s  followed  the  trade  of  carpenter  and  has  been  strong 
And  well  except  for  two  attacks  of  nudaria,  one  during  the  Ci\'il  War 
<wben  he  sened  for  three  years),  and  the  other  eight  years  ago. 

SevcnUftt  years  ago  he  was  kept  out  of  work  for  fourteen  months 
00  account  of  symptoms  sup[K>scd  by  one  doctor  to  be  due  to  cancer 
of  the  stomach,  by  other  doctors  to  Se  caused  by  liver  trouble.  At  that 
lime  he  suffered  pain  under  the  right  costal  margin;  this  pain  shot 
through  into  his  back  and  was  awficiatcd  with  vomiting  and  frequent 
black  stools.  He  never  vomited  blood,  was  never  Jaundiced,  and  had 
no  chills,  fever,  or  colic,  Tlie  pain  was  always  worse  at  night,  but  had 
no  relation  to  the  character  of  food  nor  to  the  lime  of  taking  it. 

He  completely  rcco^-ered  from  this  attcick,  and  has  been  at  work 
tver  Mncc  except  for  a  period  of  tno  months,  sn'tn  wars  ago,  when 
be  was  in  the  Massachusetts  General  Hospital  for  an  attack  diagnosed 
as  duodenal  ulcer.  At  that  time  he  frc(]ucntly  passed  blood  in  his 
stools  and  his  weiglit  fell  to  200  ]X)unds,  where  it  lias  since  remained. 

One  year  later  he  had  an  attack  of  vomiting  with  tany  stools,  similar 
to  those  glassed  the  year  l»efore,  but  wtis  well  again  in  a  few  days.  Three 
years  ago  he  had  an  attack  of  vomiiins  lasting  nine  hours;  there  was 
no  blood  in  his  stools  at  that  lime,  but  he  had  to  remain  in  the  house  for 
two  weeks.  Between  the  attacks,  j.  e.,  (at  most  of  the  last  fifteen  years, 
he  has  called  himself  uvll,  Tu-eniy  monlhs  ago  he  had  a  severe  attack 
of  pain  under  the  right  costal  raarsin,  accompanied  this  time  by  the 
appearance  of  a  red  spot  on  the  skin  just  below  the  ribs.  He  was  told 
by  his  doctor  that  he  probably  had  an  abscess  of  the  liver.  After  a 
day  or  two  of  this  pain  his  urine  suddenly  became  ))ink  and  remsiined 
so  for  ten  days;  the  i>ain  and  the  red  sjjot  then  gradually  subsided, 
and  the  urine  became  normal  in  appearance. 

A  year  ago  he  had  an  attack  of  indigestion,  with  pain  under  the  right 
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coslal  margin  and  fainted,  so  that  he  fell  out  of  his  chair  while  the 
doctor  was  lalkin;;  to  him.    His  habits  have  alwu>-s  been  excdlcni. 

For  lUe  fail  six  months  he  has  had  a  continuous,  dull  [>ain  under  the 
n'shl  rib-margin.  This  puin  gets  worse  on  moving  about,  is  not  atTcxited 
by  food,  and  occasionally  becomes  severe,  radiating  to  other  jKiints  of 
the  abdomen  and  to  the  back.  He  had  such  an  attack  three  nights 
ago,  but  tvas  rulicved  by  drinking  three  glasses  of  cold  water. 

Six  zaf€ks  ago  he  noticed  under  the  right  costal  margin  a  swelling, 
which  lui&  steadily  increased  in  size  and  become  exceecUngly  tender 
to  the  tiKich.  He  has  had  no  fever,  no  jaundice,  no  vomiting,  and  no 
change  in  the  amount  or  color  of  his  urine.  He  has  noticed  nothing 
remarkable  about  his  stools. 

Physical  examination  rcvrais  no  emaciation  and  nothing  abnormal 
in  the  chest.  The  right  costal  margin  is  markedly  prominent,  and  in 
the  center  of  this  prominence  is  a  rounded  protrusion  which  is  very 
lender.  (Sec  Fig.  ^3.)  The  lender  mass  is  firm  and  somewhat  mor.tbic, 
ftomeiimes  reaching  the  median  lino  in  the  ei»gnstrium.  The  cxlge  of  the 
liver  is  fdt  just  below  the  mass,  and  is  apparently  somewhat  trrcgulur. 

Ph)'sical  examination  Is  otherwise  negative,  likewise  tlic  blood  and 
tirinc.  His  stools  contain  no  occult  blood.  After  further  obscnalion 
it  was  found  that  the  tumor  would  move  with  a  cliangc  in  the  patient's 
position  until  it  reached  the  left  costal  margui;  with  this  motion  the 
Upper  border  of  liver  dulness  also  mo\'vd  downward.  Examined  by 
means  of  a  stomach-tube,  the  stomach  was  found  to  reach  one  inch 
below  the  na\-el  when  inflated.  The  upper  border  was  at  the  tip  of 
the  cnsiform  cartilage^  The  stamach-c<nitcnts  after  a  tcsl-mcal  showed 
hydrochloric  add,  0.11  i>er  cent.,  and  total  acidity,  0.17;  no  occult 
blood. 

Discussion.— The  early  history  of  this  case  points  straight  to  the 
diagno^s  of  duodenal  ulcer.  Between  these  initial  symptoms,  how- 
ever, and  the  sulTcrings  of  the  last  six  months,  there  ore  two  curious 
ejiisodcs  which  may  be  first  briclly  discussed. 

How  arc  we  to  explain  the  appcarmnce  of  the  red  spot  In  the  right 
hypochondrium  and  the  close  sequence  of  pink-colorcd  urine?  Since 
tliese  symptoms  began  toKclhcr  and  ccaMt]  together,  it  is  reasonable 
to  look  (or  a  common  cause.  Vi'e  may  conjecture  that  the  spot  (m 
the  hj'pochondritim  nis  due  to  a  "purpuric"  extravasation  of  blood, 
and  that  the  urinary  oIoratiDn  was  due  to  a  simibr  cochjinosis  in  the 
kidney.  Such  occurrences  would  tw  easily  explicable  were  jaundice 
present,  for  we  are  well  accustomed  to  sec  all  sorts  of  oozing  and  hemor- 
rhages in  jaundiced  patients.    It  has  been  pointed  out,  howe\'er,  by  Dr. 
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Fig.  jj.— Dioicniin  of  niRn*  recoiled  in  a  patirnl  who  complain*  of  psb  Btul  tivcllinK 

umlcr  llic  it^liT  till). 
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Maurice  H.  Richardson  and  others,  that  the  hemorrhagic  tendency  in 
diseases  of  the  liver  is  not  confined  to  those  which  produce  jaundice. 
If,  therefore,  we  assume,  as  seems  warranted  by  the  outcome  of  the 
case,  that  this  patient  may  have  had  liver  disease  at  the  time  of  the 
phenomena  we  are  now  attemptir^  to  explain,  the  idea  of  multiple 
hemorrhage  would  be  plausible. 

What  shall  we  say  of  the  fainting  attack  which  occurred  a  year  ago? 
Since  this  patient  has  had  repeated  and  profuse  intestinal  hemorrhages, 
presumably  from  duodenal  ulcer,  it  seems  not  unlikely  that  the  faintness 
was  due  to  the  repetition  of  such  a  hemorrhage. 

Coming  now  to  the  events  of  the  last  six  months,  we  find  them 
characterized  by  continuous  pain  in  the  region  of  the  liver,  apparently 
unconnected  with  the  taking  of  food,  but  complicated  later  by  enlarge- 
ment and  irregularity  of  the  liver. 

In  patients  who  have  never  lived  under  conditions  favorable  to 
hydatid  infection  (association  with  sheep  and  sheep-dogs,  especially 
in  Greece,  Australia,  and  Iceland),  we  need  consider  only  two  diseases 
to  explain  a  nodular  enlargement  of  the  liver,  viz.,  cancer  and  syphilis. 
The  nodules  due  to  cirrhosis  are  rarely  if  ever  palpable  through  the 
abdominal  walls.  The  hepatic  enlargements  due  to  passive  congesticm, 
fatty  infiltration,  leukemia,  pseudoleukemia,  amyloid  disease,  obstruc- 
tive jaundice,  and  abscess  do  not  produce  a  nodular  surface.  Our 
problem,  then,  is  reduced  to  narrow  limits — cancer  or  syphilis.  I 
have  never  known  syphilis  to  produce  so  much  pain  as  was  suffered 
in  this  case.  The  absence  of  fever  is  also  against  this  diagnosis.  The 
same  is  true  in  a  lesser  degree  of  the  absence  of  syphilitic  history  and 
syphilitic  lesions  in  other  parts  of  the  body. 

Cancer  of  the  liver — which  seems  the  most  probable  explanation 
of  this  man's  present  sufferings — is  rarely  primary.  We  may  suppose 
it  to  be  secondary  to  a  growth  implanted  in  the  site  of  the  peptic  ulcer 
which  we  have  good  reason  to  believe  existed  some  years  ago.  Yet 
we  have  no  definite  evidence  of  any  such  growth  in  the  stomach  or 
duodenum,  and  the  starting-point  of  the  disease  must  be  left  in  uncer- 
tainty. 

Outcome. — On  the  seventh  of  March  the  abdomen  was  opened 
and  showed  a  firm,  nodular  mass  of  malignant  disease  in  the  liver  about 
the  dze  of  a  cocoanut.  The  abdomen  was  closed  and  the  patient  left 
the  hospital  on  the  nineteenth  of  March.    He  died  three  months  later. 

Diagnosis. — ^Hepatic  cancer. 
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Case  100 

The  patient  is  a  stable-man  o(  thirty-six  who  was  drsi  seen  March 
7,  1908.  He  lutd  a  good  deal  of  trouble  with  liis  stomach  three  years 
ago,  but  since  then  has  been  well  until  (our  weeks  ago,  when  he  began 
to  vomit  and  (o  have  severe  |Miin  in  the  right  upper  quadrant.  His 
vomitus  sometimes  contains  lari;e  quantities  of  food.  The  pain  is  vtry 
severe,  and  for  the  last  two  weeks  has  forced  him  to  walk  tlic  ttoorex-er}' 
night  and  to  lalce  morphin  tablets. 

At  present  his  [)ain  is  at  its  wor^l  about  two  hours  after  meals;  it  is 
also  very  troublesome  at  night;  sometimes  it  shoots  across  to  the  left 
costal  mafpn  and  up  to  the  right  nipjile.  For  three  weeks  he  has  eaten 
onlv  bread,  milk,  and  tea. 

On  physical  examination  his  right  pupil  was  found  to  be  slighdr  larger 
than  his  left.  Both  react  normally.  The  skin  was  werj'where  notably 
smooth  and  salin-Iike  to  the  touch.  His  radial  arteries  were  considerably 
diidcencd.  and  his  aortic  second  sound  was  greater  tlun  liis  pulmonic; 
otherwise  nothing  nTong  was  found  in  the  chest.  There  was  moderate 
tenderness  in  the  right  upper  quadrant.  rh>'sical  examination,  includ- 
ing the  Uood  and  urine,  was  otherwise  normal.  .\  stomach-tulw  passed 
More  breakfast  showed  no  fasting  contents.  The  capacity  of  the 
stomach  was  34  ounces,  and  the  percussion  outline  after  distention 
with  air  indicated  nn  dilaLiiion  of  the  or>^in.  Micro^'x)|))c  and  chemical 
tests  of  the  gastric  conli-nts  after  a  lest-meal  revealed  nothing  abnormal. 

It  was  later  ascertained  that  this  attack  followed  a  ddiaiich  in  which 
he  took  whisky.  Iwer.  and  ale  to  excess  for  a  week,  "which,"  he  saj-s, 
"scalded  his  insides."     Hefore  that  he  liad  taken  no  liquor  for  yesrs. 

Discussion. — By  force  of  ancient  tradition  we  are  accustomed 
to  think  of  syphilis  as  a  cause  for  all  pains  which  are  worse  at  night. 
We  have  seen,  however,  from  the  cases  already  studied  in  this  book, 
that  jiain  due  to  hii-perchlorhj-dria.  to  [wptic  ulcer,  gallstones,  and 
lnd-[)oisoning,  is  also  aggravult-d  at  night  in  many  cases.  In  the  pres- 
ent case  the  suspicion  of  s\'philis  is  somewhat  increased  by  the  finding 
of  thickened  radiid  arteries,  accentuated  aortic  second  sound,  and 
unequal  pu|)ils;  yet  there  Ls  nothing  sufficiently  definite  in  the  physical 
examination  to  justify  a  diagnosis  of  visceral  syi*'^''^^- 

Of  the  other  causes  of  pain  above  mentioned  there  b  not  sufficient 
evidence,  though  only  lead  can  lie  positively  excluded.  Tlic  most 
significant  jKHnt  of  the  physical  examination  is  the  satin-tike  surface  of 
the  skin.  This  quality,  when  wHl  marked  in  workingmen,  is  strong 
evidence  of  recent  alcoholism,  and  when,  as  in  this  case,  the  histoty 
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dOM  not  at  once  suggest  any  such  habit,  the  evidence  oblainctl  throu(;h 
a  routine  physical  examination,  which  inchidcs  a  note  on  the  condition 
o(  the  skin,  may  be  most  important.  This  is  especially  true  when  no 
other  cause  can  be  found  for  the  sudden  appearance  of  marked  gastric 
disturbances  in  an  adult. 

Outcome. — The  juitient  was  put  on  Lenhartz's  diet,  and  in  a  couple 
of  wcx'ks  seemed  perfectly  well. 

Diagnosis. — Alcoliolic  gastritis. 

Case  101 

A  young  Jewish  house  painter  eighteen  years  old,  who  was  first  seen 
March  i6,  190R,  has  hot)  several  attacks  of  rheumatism,  but  neverthe- 
less hus  considered  himself  well  until  fivT  weeks  ago.  when  he  began 
to  suffer  from  pain  in  the  right  iip|x;r  quadrant,  together  with  dyspnea 
on  exertion,  weakness,  and  cough,  with  frothy  white  sputa.  For  the  past 
ten  days  he  has  been  in  bed,  and  found  it  impossible  to  lie  do\vn  at  night 
00  account  of  cardiac  distress. 

On  physical  e.wmination  he  was  found  to  be  pale  and  slightly  cyanotic. 
The  veins  of  his  neck  were  markedly  distended  and  showed  a  systolic 
pulsation.  Tlie  carotids  also  piil&aled  vigorously.  The  heart  showed 
a  diffuse  pulsation  in  the  second,  third,  fourth,  and  fifth  left  interspaces, 
but  the  maximum  impulse  wws  seen  and  fell  In  the  sixth  spac:;  ij>  inches 
outside  of  the  nipple-line.  'ITie  area  of  cardiac  dulncss  extended  aj 
inches  to  the  right  of  midstemum,  and  the  cardiac  impulse  could  be 
felt  for  nearly  an  inch  beyond  the  right  of  midsternum.  The  heart 
mis  regular;  rate,  no.  At  the  ajK'x  a  systolic  and  a  presv'stoUc  murmur 
were  beard.  In  the  left  axilla  and  along  the  left  sternal  Wrdcr  the  sys- 
tolic murmur  was  much  more  intense,  and  a  musical  diastoUc  murmur 
was  heard.  1'he  pulmonic  second  sound  was  much  accentuated;  the 
aortic  second  sound  was  al>senl.  The  p\ilse  was  of  low  tension  and 
of  the  Corrigan  ti,-pe,  but  no  capillary  pulse  was  demonstrated.  The 
lungs  were  normal  except  for  the  presence  of  a  few  moist  riles  at  the 
base  of  the  left  axilla.  There  was  dulncss  in  the  tlanks,  shifting  with 
dunge  of  position.  The  edge  of  the  liver  was  feh  three  inches  below  the 
ribs-  The  organ  was  tender,  and  moved  with  each  systole.  The  urine 
averaged  30  ounces  in  twenly-four  hours,  with  a  specific  gravity  of  1035. 
There  was  a  slight  trace  of  albumin  and  a  few  granular  casts.  The 
blood  showed  nothing  abnormal.     There  was  no  fever. 

Discussion.— In  relation  to  the  prognosis  and  treatment  of  this 
case  it  is  important  to  form  some  estimate  of  its  duration.  Even  a 
cursor}'  study  of  the  cardiac  lesion  must  con\'ince  us  that  the  heart 
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wu  diaeaMKi  for  some  lime  previous  to  the  last  five  we«ks,  during  which 
he  has  called  himself  sick.  In  \iew  of  the  size  of  the  heart  and  the 
character  of  the  murmurs  (which  suggest  Menoses  and  therefore  chronic- 
it)')  we  may  assume  thai  the  disease  has  existed  for  months,  if  not  for 
ycais. 

Cardiac  lesions  involving  marked  hypertrophy  are  most  often  due  to: 

(a)  ValvuUir  disease. 

(b)  Chronic  nephritis. 

(e)  Adherent  (wncardium,  with  or  without  intcntitia)  myocarditis. 

Renal  disease  may  be  ruled  out  by  the  low  tension  of  the  pulse  and 
by  the  characteristics  of  the  urine.  Adherent  pericardium  by  ilM-lf 
cannot  produce  so  marked  a  diastolic  murmur  and  would  not  account 
for  the  arterial  changes  'Corrigan  pulse).  Wc  cannot  exclude  the 
possibilit)-  of  adherent  pcTJCitrdiuni  complicating  other  lesions,  but 
alone  it  would  not  account  for  the  facts. 

The  signs  certainly  point  to  the  cxbtcnce  of  disease  at  the  aortk 
vilve,  and  probably  to  a  similar  condition  at  the  mitral.  Is  the  aortk 
lesion  single  or  double?  I1ie  ph\-sical  signs  give  us  assurance  only  ol 
aortic  incompetence,  but  postmortem  e^iwrience  has  led  me  to  lielieve 
that  whenever  aortic  regurgitation  is  recognb-.ed  in  a  cardiac  caw  of 
consi<lcrablc  duration  occurring  in  a  TOung  |)crson,  aortic  stenosis  is 
atmosi  always  present  as  well,  whether  the  pliystcal  signs  indicate  it  or 
not.  In  other  words,  aortic  disease  due  lo  endocarditis  almost  alwaj's 
produces  stenosis  as  well  as  regurgilalion  if  it  lus  Insted  longer  than  a 
few  weeks. 

.\a  this  case  occurred  previous  to  the  rliscovery  of  the  Wassernunn 
reaction,  wc  had  no  means  of  ascertaining  whelbcr  the  aortic  Icuons 
were  |M%sil>le  or  prolaUy  due  to  syphilis. 

As  regards  the  mitmt  v^alw,  we  have  no  way  of  Iwing  sure  whether 
or  not  an  cndorardiiis  has  I)cen  at  work  there.  The  sv-stolic  murm\ir 
might  be  due  to  relative  insufficiency  without  lesion  of  the  \'3lvc  itself, 
while  the  presv'Stolic  murmur  might  be  of  the  ty[>e  desrribcd  by  .Muslin 
Flint.  But  the  strong  accentuation  of  the  pulmonic  second  sound 
gives  us  reaAon  slightly  to  favor  a  dc-finite  milml  lesion. 

Obviously,  tliCTt  Is  passiv-e  congestion  of  the  liver,  explaining  the 
|Min  ami  tenderness  in  the  right  hypochondrium,  and  these  facts, 
together  with  the  gathering  ascites  (shifting  dulness  in  the  flank),  make 
it  clear  that  the  tricuspid  valve  is  leaking  luidly.  This  still  further 
inclines  us  to  assume  an  organic  mitral  disease.  The  urine  is  typical 
oS  paauve  ren.ll  congestion. 

Why  should  the  heart  have  begun  lo  fait  just  at  this  time?    Wc  are 
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apt  to  explain  such  events  through  a  so-called  break  of  compensation 
supposedly  of  mechanical  origin.  The  individual  is  supposed  to  have 
reached  and  overpassed  the  limits  of  his  cardiac  reserve  power.  It 
has  been  pointed  out,  however,  especially  by  Dr.  Charles  Hunter  Dunn,' 
that  many  of  the  so-called  breaks  of  compensation,  occurring  as  they 
usually  do  without  any  known  strain  or  overexerdon,  are,  in  fact,  due  to 
a  fresh  outbreak  of  the  endocarditis  which  has  previously  been  smoulder- 
ing upon  the  diseased  valve.  This  possibility  is  especially  to  be  thought 
of  when  the  supposed  break  of  compensation  comes,  as  it  were,  out 
of  a  clear  sky,  and  is  accompanied  by  a  polynudear  leukocytosis,  with 
or  without  a  slight  elevation  of  temperature. 

Outcome. — The  boy  lived  in  the  hospital  from  March  6th  to  April 
8th.  At  no  time  did  he  show  any  improvement;  and  despite  digitalis, 
strychnin,  morphin,  magnesium  sulphate,  diuretin,  calomel,  squills, 
and  other  drugs,  he  died  on  April  8th. 

Autopsy  showed  fibrous  endocarditis  of  the  mitral  and  aortic 
valves,  with  stenosis  and  insufficiency  of  both.  There  was  also  a  fresher 
vemicose  process  on  both  valves,  and  some  acute  degeneration  of  the 
myocardium. 

Diagnosis. — See  last  paragraph. 

Case  102 

An  Irish  labcarer  fifty-eight  years  old  entered  the  hospital  February 
i8,  1908.  His  family  history  was  unimportant,  but  he  stated  that  for 
the  past  two  years  he  had  had  "bronchitis,"  and  that  he  had  used  each 
week  70  cents'  worth  of  tobacco  all  his  life,  until  eighteen  months  ago; 
very  little  since.  Since  the  middle  of  October  his  "bronchitis"  has  been 
very  severe,  and  he  has  felt  weak  and  tired,  but  as  the  rest  of  the  family 
were  out  on  a  strike,  he  had  to  keep  at  work.  Three  daj-s  ago  he  got 
wet  through,  and  since  then  he  has  been  in  bed.  He  complains  of 
pain  in  the  right  hypochondrium,  with  dyspnea  and  cough,  especially 
when  he  is  working.  He  raises  yellow  sputum  in  considerable  amounts, 
but  has  never  raised  blood.  Last  November  he  was  troubled  for  some 
weeks  with  pain  in  the  left  side  of  his  chest.  Two  years  ago  he  weighed 
185  pmunds;  now  he  weighs  135.  Whenever  he  coughs  he  has  an 
aggraration  of  the  pain  in  the  right  side  of  the  abdomen  beneath  the 
ribs. 

Phyacal  examination  showed  small,  irregular  pupils,  which  reacted 
normally.  The  throat  was  reddened  and  slightly  swollen;  the  heart's 
acdon  irregular  in  force  and  rhythm,  but  showing  no  other  abnormality. 

•Dunn,  Jour.  Amer.  Med.  Assoc.,  February  9,  1907. 
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His  piilscs  were  apjurcnily  of  incrcasiKl  tcn&ion,  and  his  arteries  easily 
pnlpitblc,  but  on  meaKuremcnt  his  blood-pfcssurc  showed  only  120 
mm.  Ilg.  There  was  no  d>'S[>nc3  in  the  recumbent  potiilion  and  no 
edema  anywhere.  The  lower  two- thirds  of  the  right  lung  behind 
showed  dulncss.  At  the  base  there  was  intense  bronchial  breathinft 
vtiih  marked  increase  of  voice-^unds  and  fremitus  and  many  fmc, 
moist  rftles.  These  sounds  became  less  marlicd  in  the  upper  portion 
of  the  dull  area. 

During  a  ten  da)'s'  stay  in  the  hospital  there  vras  no  notable  change 
in  the  physjcal  signs.  Tlie  jKitienl  had  an  irregular  pyrexia,  reachini; 
as  high  as  loa*  F.  at  frequent  intcnal*,  but  alwap  falling  below  normal 
at  some  time  in  the  twenty-four  hours. 

DlicuMion.— Chronic  bronchitis  {usually  with  disseminated  broo* 
chivctatic  caviiii-s)  is  the  commone;^!  cause  of  a  long-slanding  winter 
cough  in  elderly  jicoplc.  The  fact  that  this  patient's  cough  appean 
to  last  all  the  year  round  does  not  exclude  this  tvpc  of  bronchicctaas, 
but  the  fact  that  it  is  accompaxiied  by  loes  of  weight,  by  i»in  in  the 
right  hypochondrium,  and  by  intense  bronchial  respiration  at  the  base 
docs  not  fit  in  well  with  bronchitis  and  broncluL-cta^i^  The  sputum 
examination  is  very  important  in  soI\ing  t)iis  problem. 

The  irrcgularit}'  of  the  heart  and  the  c\'idcncc  of  degeneration  in 
the  peripheral  arteries  make  us  wonder  whether  the  sigits  at  the  hose 
of  the  right  lung  may  not  represent  a  hydruttiorux  due  lo  cardiac  weak* 
nest.  The  ugits,  to  be  sure,  arc  by  no  means  typical  of  hydrotborax. 
but  might  possibly  be  consistent  with  that  condition,  were  it  not  that 
the  at>SGncc  of  dyspnea  and  edema  ixiints  strongly  against  the  existence 
of  any  canliac  weakness  sufBcicnt  to  account  for  hydrothorax. 

If  we  fix  our  attention  upon  the  physical  signs  alone,  there  is  much 
to  suggest  a  pulmonary  abscess,  dcixmdent  either  u|ion  a  jjostpneuRKiiuc 
empyema  rupturing  into  a  bronchus  or  upon  some  unknown  cause 
("primary  pulmooar)- abscess").  But  the  long  duration  of  the  s>-mptoinft 
and  the  lack  of  any  suggestion  of  acute  onset  make  this  rather  unlikely. 

But  for  the  unusual  {XKution  of  the  ugns,  it  would  l>c  natural  to 
consider  ptdmonary  tuberculosis  first  of  all  in  this  ca!>c.  Et'cn  as  it  is 
this  disease  is  by  no  means  to  l>c  excluded.  RejNAied  and  thorough 
examinations  of  the  sputa  are  called  for. 

Outcome. — The  spulum  s)hiw«1  many  tutwrcle  Imcilli  and  ahio 
many  pncumococci,  both  vriihin  and  outside  of  the  leukocytes.  The 
patient  remained  in  the  hospital  until  the  second  of  March  without  show- 
ing any  consitlvrablc  change  in  any  respect,  except  that  he  gained  4 
pounds  in  weight    He  is  troubled  greatly  with  insomnia,  for  which 


I 
I 


RIOHT  nVPOCnoifDRIAC   PAIN 


319 


be  n-as  gi\Ta  chloral  hydrate,  15  grains,  on  tno  cxrcasions,  and  veronal, 
10  grains,  once.  His  coughing  was  relieved  by  }  grain  of  codetn,  and 
liis  bowels  were  kept  regular  by  A.  S.  and  B.  pills.  After  the  first  few 
*iiyt  he  was  able  to  be  up  and  out-of-doors,  and  gained  considentbly  in 
strength. 

Dia  gn  osis. — PhthiMS. 

Case  103 

An  English  tailor  thirty-eight  years  of  age,  who  entered  the  hos- 
pital March  11,  190S,  bad  been  complaining  of  \mni  throughout  his 
body,  especially  in  his  lower  legs,  for  the  jrast  seven  weeks.  The 
pains  were  so  severe  as  to  compel  him  to  give  up  work,  but  were 
relieved  by  treatment.  Three  days  ago  he  began  to  haw  pain  in 
(he  right  upi>cr  quadrant,  nidiating  to  other  parts  of  the  abdomen  and 
downward.  His  appetite  has  been  poor,  hut  he  has  not  vomited.  His 
bowds  have  ^Kun  moved  by  catluirtics.  Ttiree  (lays  ago  he  had  two 
sn-crc  chills,  and  since  then  he  has  sweat  a  good  deal  at  times, 
NoUiiog  abnormal  was  noticed  about  his  water. 

Physical  examination  ^c^■caIcd  nothing  wrong  in  the  chest.  The 
ibdomen  uas  full,  tympanitic  throughout,  and  held  rather  rigidly. 
The  patient  appeared  to  suffer  a  good  deal  of  (win,  hut  wlicn  liis  atten- 
tion vr&i  distracted,  one  could  palpate  deeply  without  discovering  any 
L tenderness.  Attempts  to  mo\e  the  bowels  were  not  satisfactorj-.  The 
leukocyte  count  at  entrance  was  14,000;  next  day  it  had  risen  to  3i,ooc, 
and  on  the  third  day  to  35,200.  His  temperature  ranged  Iwtwecn  101° 
and  i03^  F.;  his  pulse,  between  90  and  100.  His  urine  showed  nothing 
abnormal. 

Discussion. — ^The  patient's  account  of  himself  lea\'es  us  still  in  the 
dark  as  to  the  nature  of  his  trouble.  Discovering  that  his  abdominal 
tenderness  apparently  disappears  when  his  attention  is  dittiracted,  we 
an  in  danger  of  discounting  his  other  and  more  serious  sj-mptoms. 
But  with  pain,  chills,  and  un  uicreasing  leukocytosis  there  is  almost 
eertainly  a  focus  of  infection  somewhere.  Our  best  guide  in  all  proba- 
bility is  the  initial  pain,  since  he  has  not  yet  arrived  at  that  third  stage 
in  the  de\Tlopmcnt  of  an  infection  at  which,  after  scatlering  itself  in 
confusing  radiations,  the  pain  and  tenderness  finally  "setde"  over 
the  site  of  the  disease.     (Sec  further  discussion  of  this  point  on  p.  207.) 

There  is  nothing  in  the  (kila  here  presented   to   incriminate  the 

kidney  or  the  stomach.    On  the  whole,  therefore,  the  most  likely  place 

I  (or  investigation   is   the  gall-bladder.     Xevertheless,   there  are  many 

other  possibilities.    I  have  seen  a  case  much  like  this  in  which  throm- 
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bosis  of  a  mesenteric  artery  was  found  at  operation,  but  I  have  never 
known  that  diagnosis  correctly  made  before  operation.  Appendicitis 
and  portal  phlebitis  are  also  possible. 

Outcome. — Laparotomy  on  the  thirty-fiist  revealed  an  acute  chole- 
cystitis. 

Diagnosis. — Acute  cholecystitis. 

Case  104 

A  Hungarian  woman  of  sixty  entered  the  hospital  August  2a,  1907, 
complaining  of  two  months'  pain  in  the  right  upper  quadrant  of  the 
abdomen,  but  asserting  that  her  sickness  was  wholly  due  to  the  behaWor 
of  her  step-daughter.  As  a  result  of  this  the  patient  has  lost  her  appetite, 
become  constipated  and  rather  sleepless,  but  has  not  given  up  work. 
She  has  had  five  children  and  no  miscarriages,  and  has  alwa^-s  con- 
sidered herself  well.  She  passed  the  menopause  twenty  years  ago; 
her  past  history  and  family  history  have  been  wholly  good. 

On  examination  she  was  found  to  be  decidedly  pale.  There  was 
no  glandular  enlargement.  There  was  ptosis  of  the  left  upper  eydid, 
but  the  ej'cs  were  otherwise  normal  except  for  marked  irregularity  of 
the  pupils  and  a  failure  to  react  to  light.  The  chest  revealed  nothing 
abnormal.  The  abdomen  was  large  and  flabby,  llie  whole  of  the 
right  half  of  it  was  occupied  by  a  hard,  smooth,  irregular  mass,  imnunu- 
ble,  not  tender,  and  very  sharp  at  the  edge.  The  dulness  o%'er  this 
area  was  continuous  with  the  liver  dulness,  which  began  at  the  sixth 
rib.  The  lower  bonier  of  the  tumor  was  six  inches  below  the  costal 
margin  (Fig.  34).  There  were  slight  edema  along  the  shins  and  marked 
varicosity  of  the  veins  in  iH>th  legs. 

The  hemoglobin  was  20  i)er  cent.;  leukoc>1cs,  2000;  the  urine 
normal.  \'aginal  and  rectal  examinations  were  negative.  The  gastric 
contents  extracted  after  a  test-meal  showed  no  free  hydrochloric  acid 
and  no  occult  blood.  The  capacity  of  the  stomach  was  50  ounces. 
There  was  no  residue  Iwfore  breakfast. 

Discussion. — The  problem  here  is  of  a  tumor  in  the  right  hypo- 
chontirium  with  anemia — a  tumor  which  gi\es  every  evidence  of  being 
coarsely  irregular  in  shaj>e.  I'ndcr  these  conditions  the  possibilities  iot 
diagnosis  are  as  follows: 

III)  I.iver — cancer,  sjTihilis;  much  less  ])rol)al)Iy  hydatid,  enlarged 
gall-bladiier,  downward  displacement  of  the  normal  organ. 

(/')  Kidney — tubtTcuIosis,  hydronephrosis  or  pyonephrosis,  c>-stic 
degeneration,  neo[>lasm. 

(f)   Rctrojieritoncal  tumors  displacing  or  pushing  forward  the  li\*er. 


Fig.  34> — Oullintt  of  a  laaat  frit  In  Cue  104.     Chirf  rooipluint  b  pain  in  Ihc  righl  hypo- 

cbondrhini. 
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Tumors  of  the  stomach  or  intestine  are  practically  out  of  the  ques- 
tion. Masses  of  exudate  and  matted  intestines,  such  as  occur  with 
tuberculous  peritonitis,  are  smaller  and  have  no  sharp  edge. 

Returning,  then,  to  the  three  main  groups  listed  above,  we  may 
exclude  displacements  of  the  liver  and  enlargements  of  the  gall-bladder, 
since  the  shape  of  the  tumor  here  present  does  not  correspond  at  all 
with  any  of  these. 

Hydatid  cysts  of  the  liver  do  not  produce  so  grave  an  anemia  and 
are  usually  large  enough  to  be  perceptible  by  the  individual  and  com- 
plained of  by  hira  before  the  physician  discovers  them.  This  patient 
was  wholly  unaware  of  her  tumor. 

Cancer  and  syphilis  of  the  liver  remain  as  possibilities,  to  the  dis- 
cussion of  which  we  shall  return  presently. 

Of  the  tumors  connected  with  the  kidney,  those  due  to  tuberculosis 
are  [>erhaps  the  commonest.  They  almost  invariably  produce  pyuria 
and  bladder  symptoms,  which  are  not  present  here.  Further,  the  shape 
of  this  mass  and  its  position  in  the  abdomen  are  not  at  all  characteristic 
of  timiors  originating  in  the  kidney.  Fever  and  pain  would  also  be 
ejtpected  in  a  patient  suffering  from  renal  tuberculosis,  though  these 
s>7nptoms  are  less  constant  than  those  above  mentioned. 

Hydronephrosis  and  pyonephrosis  produce  smooth,  rounded  tumors, 
usually  clastic  in  feel,  and  more  deeply  situated  in  the  loin  than  the 
mass  here  in  question.  They  often  appear  intermittently,  their  dis- 
appearance being  accompanied  by  an  increased  flow  of  urine. 

Cystic  kidneys  are  practically  always  congenital  and  bilateral. 
They  are  not  associated  with  anemia;  indeed,  none  of  the  renal  lesions 
hitherto  mendoned  produces  any  considerable  anemia  in  the  great 
majority  of  cases. 

New-growths  of  the  kidney  may  produce  grave  anemia,  but  when 
this  is  the  case,  they  are  practically  always  associated  with  hematuria, 
which  has  been  absent  here. 

Retroperitoneal  tumors  originating  in  the  prevertebral  glands  (yca- 
sionally  present  a  picture  much  like  that  here  seen.  The  fact  that  the 
tumor  is  immovable  tends  to  identify  it  with  a  retroperitoneal  structure, 
rather  than  with  the  liver.  Not  infrequently  these  retroperitoneal 
tumors  displace  the  liver  downward  and  forward,  so  that  what  our 
hands  feel  is,  in  fact,  not  the  new-growth  itself,  but  the  normal  li\er. 
I  have  taken  part  in  long  and  fruitless  discussions  as  to  what  disease 
of  the  liver  is  present  in  a  case  of  this  kind,  only  to  discover  at  operation 
ot  autopsy  that  we  have  been  suspecting  the  wTong  organ.    The  nodular 
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surface  of  (lie  grou-th  from  which  this  woman  is  sufTcrini;;  excludes  the 
latter  jKissibilily, 

The  tiimor  is  certainly  not  the  normal  liver:  it  is  dthcr  a  disessod 
li^-CT  or  a  ncw-growth  ariMni"  elsewhere. 

With  these  possibi lilies  in  mind  wc  return  to  the  general  study  of 
the  case,  and  arc  stnKk  by  the  fact  that  the  patient  has  a  ptosis  and 
pupils  iinri-s[>onsive  to  light,  both  of  which  symptoms  are  characteristic 
results  of  old  syphilis.  This  naturally  makes  us  incliiKxl  lo  follow  up 
tiw  clue  and  Cry  the  therapeutic  test.  A  course  of  iodid  and  mercury 
wiU  do  no  harm  to  any  malif^nanl  new-growth,  and  will  |)robo1>ty  [iroducc 
marked  impro^-emcnt.  local  and  Ki^ncral,  if  the  liver  be  s\7>hililic. 

Outcome. — Under  mercurial  inunctions  and  |)otassium  iodid,  5  to  50 
giains,  the  patient  improved  ver>*  markedly  in  ten  days,  and  the  size  of 
the  tumor  rapidly  di-creascd.  Fj(CC]>(  for  occa&ional  doses  of  veronal,  5 
grains,  and  the  painlin^c  of  a  35  per  cent,  alcoholic  solution  of  menthol 
over  the  epi^strium  for  the  relief  r>f  jxiin,  no  other  medication  was  given. 

Diagnosis. — Hepatic  sj-philis. 

P  Case  105 

A  Rus^on  JewoB  of  forty-two  has  been  complaining  for  eii^teen 
monlhs  of  a  burning  pain  in  the  right  upper  quadrant,  almost  constant, 
often  kccfMng  her  awake,  sometimes  shifting  inio  the  back,  but  never 
cdicky  or  pamin-smal.  She  has  vomited  occasionally,  but  has  never 
been  jaundiced.  For  ihc  same  jwrtod  slic  has  had  distress  across  the 
upper  half  of  the  abdomen  after  meals,  with  belching  and  constipation, 
bcr  bowels  mo^in<;  only  every  four  or  live  da>-s.  For  three  months  all 
these  symptoms  have  been  aggrat'aled,  and  she  has  vomited  green 
material  nearly  every  day.  She  has  ne^-cr  ^'omited  any  blood  or  any 
food.  She  thinks  she  has  lost  much  weight.  She  has  no  appetite 
and  has  been  in  bi'd  much  of  ihc  time  of  lale. 

The  patient  was  ohcse,  the  chest  negative,  the  abdominal  wall  loose, 
flabby,  an<l  soft.  The  right  kidney  could  lie  felt  at  three  lingers'  breadth 
bdow  (he  rilis,  and  the  edge  of  the  liver  was  also  palpaUe.  Physi- 
cal examination,  including  the  blood,  pulse,  Icmiwraturc,  rcspiiatian, 
and  Wood-prtssuTO,  was  normal.  The  urine  ran«;ed  between  35  and  35 
outKxs  in  twenty-four  hours,  with  a  specific  gra\ity  from  1012  (o  1019; 
then;  were  wry  sliKh(  traces  of  albumin  and  a  few  hyaline,  granular, 
and  brown  granular  casts.  Examination  of  the  stomach-contents  and 
of  the  stools  rei-cnlcd  nothing  abnormal. 

Discussion. — When  a  Russian  Jw,-  complains  of  a  "burning  pain." 
it  usually  turns  out,  on  doscr  questioning,  that  he  has  a  burning  and 


RIGHT  HYPOCHONDRIAC  PAIN 


223 


nol  a  pain.  The  word  "burning"  (brcnncnd)  is  used  by  the  Jc^vs  far 
more  often  in  describing  their  symptoms  than  by  any  other  race,  and,  as 
a  rule,  patients  who  use  this  term  turn  out  to  bi-  free  from  organic  disease. 
Whether  it  is  a  cutaneous  paresthesia  connected  with  nervous  debiht>', 
or  whether  it  is  connected  with  gastric  stasis  and  fermentation,  is  often 
very  difficult  to  determine. 

Gastric  symptoms  apgHSLring  for  tlic  first  time  in  a  person  o\er  forty 
always  make  us  think  of  cancer  of  the  stomach,  but  if  tliat  disease  bad 
existed  for  eighteen  months,  wv  should  be  almost  certain  to  find  sta^&, 
emaciation,  or  anemia.  Peptic  ulcer  cannot  be  positively  excluded, 
but  the  symploms  are  not  definite  cnoufjh  to  u-arrunt  nur  beginning 
treatment  for  that  aSection  until  more  probable  alternatives  have  bco) 
tiied  out. 

The  palpable  kidney  and  the  presence  of  albumin  and  casts  in  the 
urine  make  it  our  duly  to  consider  whether  the  symjdonis  may  be  due 
tosomc  form  of  renal  disease.  These  sjTOptoms  could  be  produced  by  the 
kidney  if  the  latter  ejccrted  direct  pressure  upon  the  pylorus  or  intestine, 
so  as  to  retard  their  movements  in  the  course  of  digestion.  But  this 
se«ms  very  unlikely  in  view  uf  t!ic  iiiodcnUe  si/e  and  free  mobility  of 
the  organ.  The  kidney  might  also  be  responsible  for  suftcrlog  like 
that  here  dcscrii^ed  if  it  were  the  seat  of  a  chronic  nephritis  with  uremia, 
but  the  normal  condition  of  the  heart  and  blood-pressure  makes  this 
unlikely,  and  the  urine  is  not  at  all  typical  of  acute  nejihritis. 

Eridendy  the  padcnt  has  a  general  visceroptosis,  and  this,  with 
her  obesity,  her  incom[>elenI  al>dominal  muscles,  and  her  constipation, 
might  well  lie  sufficient  to  account  for  her  complaints. 

It  may  be  well  to  say  a  word  here  about  the  Ijsycliic  significance 
of  green  vomiting.  Of  course,  every  jihracian  is  aware  that,  from 
Ihe  pb)'W:al  [wint  of  \-iew,  any  lung-continued  or  violent  vomiting 
pfxxluccs  green-colored  vomitus  through  the  compression  exerted  upon 
the  gall-bladder  by  the  abdominal  wall>.  liut  in  the  patient's  mind 
green  vomiting  has  often  a  dark  and  terrifying  significance,  so  that 
it  is  well  explicidy  to  rejissure  any  {latient  who  com|)lains  of  this  smptom. 
remembering  that  he  docs  not  share  our  understanding  of  its  harm- 
lessncss. 

Outcome. — A  snugly  fitting  abdominal  bandage  gave  the  patient 
very  marked  relief,  and  when  her  bowels  had  been  regulated  by  the 
use  of  calomel,  ]  grain  every  fifteen  minutes  until  ten  doses,  followed 
in  half  an  hour  by  a  stidlilz  powder  and  thereafter  by  cascara,  she  was 
able  to  Ii-ave  the  hospital,  much  relieved,  at  the  end  of  two  weeks. 

Diagnosis. — Hanscbauch. 
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Cue  106 

A  carpenter  <A  fifty-four  entered  the  bospiul  June  19,  1908,  with 
tbe  Statcnwnl  that  ^x  weeks  ago,  while  at  work,  he  had  a  suctdt:n  attack 
of  [nin  in  the  right  upper  quadrant,  radiutinf;  to  the  right  shoutdi-r.  'I'his 
pain  was  relieved  by  a  hot  drink,  and  disappeared  in  al>out  three  hours. 
l^fe  vomited  once  that  night.  He  went  to  work  the  next  moniinj;.  A 
week  later  the  pain  relumi-d.  and  it  lias  since  been  neariy  continuous, 
Ihoui-h  for  the  post  two  da)-s  it  has  bi-rn  less  severe.  At  the  onset  it  n'as 
acaunpanied  by  a  swelling  of  the  abdomen  and  by  jaundice.  He 
has  had  dark  urine,  light  stools,  and  much  itching  for  the  jKist  fixe 
weeks.  Fever  and  vomiting  ha^T  l>een  al^scnl.  His  appetite  lias  Ijcen 
poor,  and  he  has  had  moderate  constipation. 

On  examination>  moderate  jaundice  ami  marks  of  scratching  weie 
everywhere  evident.  The  chest  was  normal.  The  abdomen  showed 
tendernesa  in  the  epigastrium  and  for  several  inches  to  the  right  of  tJus 
point.  The  upper  right  rectus  was  more  resistant  than  the  left.  The 
edge  of  the  liver  could  l>e  felt  an  inch  and  a  half  IkIow  the  rib  margin. 
The  patient  has  lost  42  pounds  in  the  {>ast  eight  weeks. 

Discussion. — Th«  diagnostic  problem  confronting  us  concerns  tiw 
ctuse  of  emaciation,  jaundice,  steady  pain,  and  enlargement  of  the  liver 
in  a  man  of  fifty-four.  CarKer  of  the  pancreas  or  of  some  ]>ortio»  of  the 
biie-ducts  would  produce  all  these  s>'niplonis,  and  is  their  commonest 
cause  in  men  of  iliis  age,  but  it  is  hard  to  understand  why  any  of  these 
lesions  should  produce  so  sudden  an  attack  of  pain  and  of  jaundice. 
The  supposed  cause — cancer — being  an  ulTair  of  gradual  growtli,  one 
would  expect  the  s\Taptoms  to  develop  gradually,  not  suddenly.  Never- 
theiett.  clinical  experience  has  shown  lliat  (amrr  may  manijrst  Uself 
juddenly.  and  with  the  symptoms  here  dcscTi)>cd.  We  must  [ace  the 
fact,  whether  we  uodentand  it  or  not.  Against  cancer  ts  the  ab> 
scDce  of  an  enlarged  gall-bladder,  which  is  the  nile  when  cancer 
obstnicts  the  bilc^ucts.  But  this  objection  is  not  sulBcienl  to  make 
us  certain  that  caocer  a  not  prescjit.  The  pos$>il>iltty  must  still  l>c 
entertained. 

Stone  in  the  common  duct  mJttht  produce  all  the  symplocns  under 
^Kuarion,  and  would  account,  belter  than  cancer  does,  for  the  sudden 
onset  and  the  biliary  colic.  The  loss  of  42  pounds  in  eight  weeks  as 
a  result  of  cholelithiasis  alone  is  at  first  wght  astounding,  but  experience 
shows  that  it  b  not  at  all  unusual.  More  unexpected  is  the  absence 
of  ivwr,  chills,  vomiting,  and  of  tarijitions  in  the  intensity  of  the  jaundice, 
atl  of  wliich  arc  the  rule  when  a  stone  blocks  the  common  duct.    The 
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moderate  d^ree  of  jaundice,  oo  the  other  hand,  favora  stone  rather  than 
cancer. 

Obliteration  of  the  bile-ducts  by  the  scar  of  an  inflammatory  process, 
due  to  syphilis  or  some  other  cause,  is  a  very  rare  lesion.  It  is  usually 
gradual  in  onset  and  does  not  produce  sharp  pain. 

Nothing  is  said  in  the  history  about  the  patient's  habits.  If  we 
choose  to  assume  that  he  was  a  confirmed  alcoholic,  his  jaundice  might 
be  due  to  drrho^  of  the  liver,  especially  as  the  edge  of  that  organ  is 
easily  palpable.  The  sudden  pain,  however,  could  hardly  be  due  to 
ciirhosis,  and,  as  the  case  stands,  we  have  nothing  to  support  such  a 
hypothesis.    The  habits  should  be  further  investigated. 

On  the  whole,  the  diagnosis  must  remain  in  doubt  as  between  stone 
and  cancer,  the  odds  slightly  favoring  stone. 

Oatcome. — On  the  twenty-second  of  June  the  abdomen  was  opened 
and  two  large  stones  were  removed  from  the  common  bile-duct.  The 
patient  made  an  uneventful  recovery. 

His  itching  was  relieved  by  a  powder  consisting  of  sodium  salicylate, 
talc,  and  starch  in  equal  parts,  dusted  on  the  skin,  and  also  by  an  alkaline 
bath. 

Diagooeis. — Stone  in  ductus  cboledochus. 

Case  107 

An  unmarried  woman  of  twenty-nine  entered  the  hospital  March 
II,  1908.  Since  the  age  of  sixteen  she  has  had  at  times  "stoppage  of 
the  bowels,"  worse  when  she  is  on  her  feet.  When  questioned  as  to 
the  nature  of  this  stoppage,  she  stated  that  it  consisted  of  pain  in  the 
right  upper  quadrant,  so  severe  that  she  cannot  stand  the  pressure  of 
her  clothes,  accompanied  by  the  presence  of  a  lump  which  b  more 
prominent  when  she  exercises.  This  trouble  has  been  especially  bad 
for  the  past  five  months.  Her  bowels  rarely  move  without  medicine, 
and  her  stools  are  small,  hard,  and  often  black.  She  has  a  poor  appetite, 
but  never  vomits.  She  had  considerable  cough  and  sputa  off  and  on  for 
years,  but  has  never  raised  blood.  For  four  months  she  has  had  much 
dyspnea  and  palpitation.  Her  urine  is  at  times  scanty,  ne^■er  bloody, 
and  never  passed  in  large  amounts.  She  has  lost  five  pounds  in  the 
last  two  years. 

The  patient  is  pale  (hemoglobin,  75  per  cent.).  Scattered  on  the 
right  half  of  the  trunk  and  the  irmer  aspect  of  the  right  upper  arm  are 
numerous  light-brown,  irregularly  shaped  spots.  The  glands  are 
palpable  in  the  axills  and  groins.  The  tongue  is  bat  shaped — widest 
at  the  tip.  It  is  protruded  very  far,  and  during  this  act  the  anterior 
15 
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piUar»  of  the  fauces  are  drawn  foruard.  A  low-pitched  systolic  murmui 
is  heard  over  all  tlie  prccordia,  but  not  transmitted  lievond  that  area. 
The  heart  shows  no  enlargement.  'Yhc  pulmonic  second  sound  is 
greater  than  the  aortic  second.  In  the  epigaslrium  a  violent  pulsation, 
vertic&I  and  lateral,  h  felt,  raising  the  hand  thrcx:-<]uartcrs  of  an  inch 
at  each  beat  of  the  heart.  Bcncuth  the  nurgin  of  the  right  ribs  a 
sraooth,  rounde<l  mass,  about  four  inches  long  and  two  inches  wide, 
can  be  grasped  between  the  hands  and  mo\'ed  about  in  all  directions. 
It  is  veri,'  tender. 

Discuuion.— The  points  deserving  discus^on  in  this  case  are  the 
nature  of  the  "stoppage  of  the  bowels."  the  interpretation  of  the  heart 
murmur  in  coimection  with  the  puticnt's  dyspnea  and  pal[MUtion,  the 
signi5cance  of  the  wny  in  which  the  tongue  is  protruded,  the  nature 
of  the  rash  u{>un  the  chest,  and  the  imjiurtance  of  tlie  ma^  in  the  right 
hypochondrium. 

It  is  cleur  that  she  has  no  stoppage  nf  the  Iwwels,  We  haw  to 
cx]ilatn.  hov,-c\-cr.  why  the  lump  complained  of  in  the  upper  right  quad- 
rant and  the  pain  which  accompanies  it  are  more  prominent  en  exer- 
tion.  This  is  the  case  not  infrequently  with  a  tender,  passively  congested 
li\-er,  the  result  of  cardiac  insufficiency.  But  have  we  any  such  insuf- 
hcicncy  in  this  case^ 

Snce  the  heart  is  not  enlarged  and  the  pulmonic  second  sound  no 
louder  than  wc  should  expect  it  to  l>e  in  a  woman  of  twenty-nine,  we 
have  only  the  murmur  to  suggest  heart  di&casc.  Hut  from  a  systolic 
murmur  alone  it  is  never  wise  to  infer  the  presence  of  any  disease  of 
the  heart,  especially  when  the  jjaticnl  is  anemic.  It  seems  reasonable 
to  consider  this  murmiu-  as  hemic  or  functional.  W'c  have  no  rca.son, 
then,  to  believe  tliat  the  heart  is  failing  or  that  tiie  lump  io  the  right 
upper  f|uadrant  has  any  relation  to  it. 

A  pitlient  who  pnrtnides  his  tongue  in  the  way  dcscrilx-d  alwvc, 
so  that  the  whole  of  it  can  be  seen,  has  usually  been  in  the  habit  of 
looking  at  hb  tongue  in  a  mirror.  The  pillars  of  the  fauc«s  are  then 
drawn  forward  by  the  effort  to  get  the  tongue  completdy  into  (he  outer 
worid.  llicsc  facts  gi^-c  us  a  certain  inkling  of  the  iiaticnt's  mental 
condition  and  of  its  pcxsible  bearing  on  the  interpretation  of  his  symp- 
toms. 

The  eruption  here  described  seems  to  correspond  with  that  produced 
by  tinea  nTsicolor.  1'hough  other  pns»bilities  are  open,  ihb  seems 
the  most  reasonable  one,  provided  the  lesions  arc  of  long  standing. 
This  is  the  most  common  position  for  an  eruption  of  that  origin. 

The  mass  in  the  right  h^-|x>chondrium  corresponds  accuratdy  to 
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the  description  of  a  floating  kidney,  though  not  all  such  kidneys  are 
tender.  It  is  probably  the  lump  which  the  patient  felt  at  the  times  when 
she  supposed  herself  to  have  stoppage  of  the  bowels.  This  would 
account  for  its  greater  prominence  when  she  is  on  her  feet. 

The  association  of  tloaling  kidney  with  a  great  variety  of  so-called 
nvurasthcnic  symptoms  is  a  very  familiar  fact  clinically.  That  this 
patient  is  of  a  neiirolic  temijcramcnt  is  suggested  by  the  violent  heating 
of  the  abdominal  aorta  (<lynamic  aorta),  by  the  way  she  puts  out  her 
tongue,  and  by  her  chronic  constipation.  In  the  absence  of  any  other 
lesions  disco\  crablc  on  physical  examination  the  diapioas  of  floating 
kidney  associated  with  slight  anemia  in  a  neurotic  person  seems  the  best 
explanation  of  the  symptoms.  The  dyspnea  may  well  be  due  to  the 
anemia. 

Outcome. — The  patient  was  given  a  close-fitting  abdominal  binder, 
which  apparently  gave  much  relief.  Reassurance  and  general  Ionic 
treBtmcnt  (Blaud's  pill,  10  grains  thrice  daily,  tincture  of  nux  vomica, 
10  to  50  drops  before  each  meal)  played  a  large  part  in  her  recovery. 

Diagnosis.— Debilit)';  floating  kidney. 


Case  108 

An  American  woman  of  forty-six  has  been  doctoring  for  stomach 
trouble  for  Ave  months.  A  month  ago  siic  was  taken  suddenly  with  a 
profuse  black,  waterj'  diarrhea.  This  was  followed  by  vomiting,  chills, 
and  pain  in  the  epigasiiium  and  l)ack.  For  a  week  she  was  kept  more 
or  less  imder  opium,  aflcr  which  ihe  gastric  and  intestinal  sym))toms 
abated,  but  she  has  remained  in  bed  most  of  the  time  since  then,  in  a 
very  exhausted  condition,  and  suffering  most  of  the  rime  from  pain  in 
Ihc  right  upper  quadrant  and  in  the  small  of  the  back.  This  pain  is 
constant,  with  occasional  cxaccrljiitions.  Opium  has  frequently  been 
given.  For  several  weeks  she  has  taken  only  liquids.  Although  the 
pain  appears  only  in  relation  to  eating,  she  vomils  neariy  every  day  at 
trrregtilar  intervals.  She  has  never  vomited  bhmd,  and  has  never  been 
jaundiced.  She  has  had  a  slight  cough  for  five  years,  and  dyspnea 
on  exertion  for  one  year.  She  has  lost  13  ]iounds  in  the  past  two  years. 
The  pain  is  often  severe  enough  to  keep  her  awake  at  night. 

On  physical  ejtamination  tlie  mucous  membranes  are  foimd  pale. 
The  chest  is  nefjativc.  except  for  slightly  diminished  respiration  in  the 
right  back,  below  midscapula.  The  abdomen  is  entirely  negative,  except 
that  the  edge  of  the  liver  is  palpable  on  deep  inspiration. 

The  blood  showSTcd  cells,  4,032,000;  white  cells,  6800;  hemoglobin, 
55  per  cent. 
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The  stained  smear  shows  !>ome  achromiA  and  poilcilcKytosis.  The 
rliffercnbal  count  and  the  other  features  of  the  blood  arc  normal.  Care- 
ful cxamituiiion  in  a  warm  )»ih,  with  complete  and  satisfacion-  rdaxft- 
lion  of  the  abdominal  muscles,  sho^vs  absolutely  nothing  abnormal. 
Examination  of  the  stomach  »)io\vs  no  fasting  contents.  The  ]>astnc 
capacity  is  36  otinccs — the  lower  twrder  of  the  organ  one  inch  bdow 
the  navel  after  inflation.  .After  a  test-meal  no  free  hj-dmchloric  acid 
and  no  organic  acids  arc  found.  The  f^aiac  test  is  negati^v  in  the 
gastric  and  intestinal  contents. 

After  three  weeks'  sUy  in  the  hospital  the  jKitient  Rained  three  iKwnds, 
but  continuctl  to  complain  of  fwtin  and  seemed  \"ery  mi-wrablc. 

Discussion.— The  black  color  of  the  stoob.  ussociated  with  a  longrj 
continued  gastric  disturbance,  forms  an  important  portion  of  (ho  picture 
of  iJCfrtic  ulcer.  \Vc  must  remember,  howcivr,  that  as  she  has  been 
doctoring  for  stomach  trouWe  for  five  months  and  has  taken  a  great-* 
deaJ  of  opium,  it  is  t|uitc  possible  that  her  s>'mptoms  may  Ixr  due  wholly 
or  in  part  to  the  Ireiitment.  Black  stools  may  welt  t>c  due  in  (his  case 
to  that  commonnt  of  gastric  medicaments,  subnitrate  of  bismuth.  In 
patients  who  ha\'c  been  through  five  months  of  this  kind  of  treatment 
it  is  not  al  all  sur^msini;  (o  lind  h,\'clroch]oTic  add  absent  from  the  gasiric 
contents.  Her  stomach  empiic-s  itself  normally,  shows  no  enlargement 
ukI  no  blootl.  One  more  point  s€r%X'S  to  increase  our  conftdence  that 
no  visceral  disease  is  present,  luimcly,  the  comjilaint  of  3  year's  d^'spnea 
by  a  {xiiieni  whiMe  heart  and  lungs  are  normal.  This  dyspnea  ante- 
dales  the  occurrence  of  stomach  symptoms  by  at  least  sc\'cn  monilis. 
This  would  be  quite  naiuni)  if  we  sup|x»«l  that  the  dy*i»oiai  and  the 
stomach  symptoms  were  alike  due  to  the  anemia  shown  by  the  present 
blood  examination.  If.  on  (he  other  hand,  the  anemia  resulted  through 
hemorrhage  from  an  ulcer,  the  d>'Spnca  should  not  ha\-c  antedated  ttie 
'stomach  sym|)toms. 

Yet.  after  the  t»c  of  treatment  based  upon  the  idea  that  anemia  was 
the  cause  of  her  sym|>toms,  there  wa%  no  dear  proof  that  we  Mere  right 
and  it  seemed  best  to  explore  the  alMiomen. 

Outcome. — Operation  (>y  Dr.  F.  B.  Harringlon  rnraUtl  absotukh 
nothing,  but  the  palifnl  seemed  greatly  imprmrd  ajter  it,  a$ui  when 
last  heard  Jrom  had  (oniinued  in  good  health.  CsMS  of  this  tvfie 
should  be  borne  in  mind  when  discussion  arises  regarding  those  open- 
tkms  for  "chronic  appendicitis"  in  which  the  appendix  shows  signs  of 
appendicitis  only  to  the  eye  of  the  surgeon,  while  the  jjathologist  remains 
uBConi-inccd. 

"But  the  patient's  sym[>toms  atiated  after  the  opcratiorit"  says  the 
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surfieon.  True,  but  so  they  did  in  the  case  just  described,  though 
noihinjj  was  removed.  There  is  abundant  experience  to  prove  that 
operations  and  postopeniiive  Iiygii-nc  (mental  and  phj-sical]  are  in 
thcmsdx'cs  cnou;;h  tn  produce  a  marked  improvement  in  the  symptoms 
of  many  a  patient. 

Diagnosis. — Debility. 

Case  109 

March  18,  1907,  1  examined  a  Russian  tailor  thirty-nine  years  old, 
with  ibc  historv'  of  pain  in  the  riRht  u]tper  (juadrant  lasting  fifteen 
*-eeks,  accompanied  by  fref|uent  dry  cmigh,  shortness  of  breath,  and 
increasing  weakness,  but  no  fever,  so  far  as  he  knows.  For  the  past 
two  weeks  he  has  h.id  night-sweats,  tenderness  in  the  left  shoulder, 
and  inability  tfi  sleep  on  the  left  side.  He  has  lost  weight  and  strenKlh, 
but  has  worked  irregularly  until  two  weeks  before  enirance.  His 
pre\'ious  history,  family  history,  and  habits  arc  otlicrwisc  excellent. 

Examination  showed  a  sallow,  emaciated,  wom-Inoking  man. 
Nothing  abnormal  was  detcMrled  in  the  examination  of  the  heart.  In 
the  riftht  back  there  was  dulnessi  below  the  angle  of  the  scapula,  with 
dimirUshed  breath  and  voice-sounds.  The  condition  of  the  alHiomen 
is  best  explained  by  Fif^.  35. 

The  patient's  temperature  ranged  for  eight  days  between  99*  and 
101"  F.  His  red  cells  were  4,000,000;  white  cells,  11,000;  hemoglobin, 
60  per  cent.  The  stained  smear  showed  nothing  abnormal.  The  urine 
was  equally  blameless.  In  the  stools  numerous  cj^gs  nf  the  Trichuris 
trichiuria  were  found.  Rather  large,  palpable  glands  were  found  above 
both  clavicles;  the  chest,  head,  and  extremities  negative,  except  as 
above  noted.     Free  purgadon  produced  no  change  in  the  physical  signs. 

Discussion, — There  is  a  good  deal  to  suggest  phthisis  in  the  first 
impression  of  this  case — cough,  dyspnea,  weakness,  night-sweats. 
But  though  there  are  some  almi>mial  signs  in  the  right  back,  they  arc 
not  sufticient  to  account  (or  the  symptoms.  Empyema  is,  perhaps, 
more  likely,  hut  I  have  never  heard  nf  an  empyema  which  worked  to 
the  surface  so  near  the  ensiform  cartilage.  It  is  unfortunate  that  an 
ar-ray  was  not  tjiken,  owinj^  to  the  patient's  jireat  prostration.  By  this 
means  one  might  have  obtained  some  evidence  as  to  whether  the  trouble 
was  above  or  below  the  diaphragm.  Our  attention  naturally  centers 
00  the  region  of  the  prominence  shown  in  Fig.  35;  at  fust  sight  the 
mass  certainly  appears  to  be  helow  the  diaphragm. 

Tumors  of  the  liver  should  first  engage  attention.  Cancer  of  the 
liver  almost  never  presents  itself  in  this  situation  only.    We  find  almost 
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in«riably  a  genenil  enlargement  of  ihe  liver  downward,  und  multiple 
nodular  masses  bdov  the  ribs.  I  haw  nex'cr  known  a  hepatic  cancer 
to  produce  n  localized  bulpng  of  the  chest-Hall  such  as  was  pris«nt  in 
this  case,  lliis  latter  obscn'ation  applies  also  to  tumors  of  tlie  colon, 
galMiladdtT,  retroperitoneal  K'^nds,  and  kidne>-.  The  fajrjMthesis  of 
cancer  wmcwhere  receives  some  supjKjrt  from  the  presence  of  enlarged 
glands  over  tlic  clavicle,  which  might  represent  metastases;  but  it  15 
vefv  hard  to  see  where  the  cancer  could  he  iutuated. 

Hydatid  cj-sl  of  Utc  liver  was  mwh  discussed  in  the  numerous  lied- 
side  consultations  over  this  case,  but  it  was  pointed  out  that  hydatid 
docs  not  produce  so  much  prostration  and  jiain.  not,  at  any  rale,  until 
it  has  produced  a  tumor  much  larger  than  that  in  this  i>resent  case;. 
The  striking  thing  alraul  most  hyd^itid  cysts  of  ihe  liver  is  the  slij'ht 
impression  that  they  seem  to  make  eitiicr  upon  the  jntient's  conscious- 
ness or  upon  his  general  health  and  nutrition.  The  feci  of  the  tumor 
in  this  case  is  not  at  all  characteristic  of  hydatids. 

Can  local  disease  of  the  chest-wall  explain  thrac  symptoms?  Tuber- 
culous, syphilis,  actinomycosis,  or  neopla&in  might  ap[)ear  at  this  point, 
but  tlwy  should  involve  the  ribs  or  intercostal  tissues  themselves,  whereas 
in  thb  case  the  rihs  s<«m  lo  l>e  quite  unaffected — merely  ])tished  forward 
by  something  behind  them. 

Hepatic  abscess  or  subdiaptit^gmatic  abscess  often  causes  a  promi- 
nence at  exactly  this  point,  and  sonu:  of  the  s>inptoms  of  the  case  —the 
pain,  cough,  dyspnea,  wcukneM,  and  night-sweats — could  be  thus  ex- 
plained. On  the  other  hand,  wc  have  no  history  of  the  ordinan*  causes 
for  either  of  these  varieties  of  abscess — no  dysentery,  no  appendicitis, 
no  peptic  ulcer  or  gall-stones.  It  seems  remarkable,  morco\-er,  that 
the  leukocytes  should  not  be  more  Incrcawd  if  there  is  an  a)>scess  large 
enough  to  produce  such  a  tumor.  Dee()itc  these  objections,  howevett 
the  picture  corresponds  mora  noriy  with  that  of  sulxliaphragmatic 
abscess  than  with  any  other  disease. 

Outcome. — .\  week  later  the  patient's  abdomen  was  opened  and  a 
(ubdtaphragmaUc  abscess  found.    Its  source  remained  doubtful. 

Diagnosis. — SulKlbi>hriigmalic  abscess. 


Case  no 

A  fireman  of  fifty-dght  worked  on  the  Panama  canal  in  1904  and 
1905,  but  ha<t  to  return  in  December,  1905.  on  accoimt  of  a  long 
sttadt  of  d>-senlay.  Though  always  a  hcavj-  drinker,  be  was  otlier- 
wise  weU  until  May,  1906.  and  Uien  wnghed  212  pounds.  In  May 
trregutar  colicky  peuns  began  in  the  right  upper  quadrant,  whkh  were 
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much  woRc  at  night  and  which  did  not,  as  a  rule,  bother  him  in  the 
dajr-time.  At  times  he  RufFcred  enough  to  require  morphin.  'fhere 
was  no  radiation  and  no  vomiting,  but  there  was  nausea,  and  consider- 
able relic!  was  obtained  by  Ix-lcliiag  gas.  The  IkjwcIs  were  ratlicr 
loose,  and  a  movement  caused  relief  of  pain.  At  times  the  movements 
were  clay  colored;  at  other  times  they  were  brown.  About  June  ist 
the  stools  became  persistently  day  colored,  the  skin  was  noticed  to  be 
yellow  and  the  urine  dark  colored. 

From  June  ist  until  the  present  time  (August  8lh)  he  has  liad  no 
pain,  but  to-day  about  noon  he  suddenly  began  to  have  a  scries  of  very 
severe  cramps,  vomited  for  the  tir»t  time,  and  had  a 
chill.  His  present  weight  is  i6i,  a  loss  of  50  pounds, 
but  he  had  been  able  to  work  until  six  weeks  pre- 
viously. 

Inspection  of  the  patient's  body  revealed  nothing 
abnormal  except  intense  jaundice,  with  brownish  mu- 
cous membranes  and  an  increase  of  liver  dulness.  such 
ttuit  the  urgan  extended  from  the  fifth  rib  in  the 
nipple-tine  to  a  point  one  inch  below  the  costal  margin. 
Below  this  edge  a  soft,  rounded  mass  could  be  made 
out,  about  the  si^^e  of  a  lemon.  Tl)e  spleen  wa»  not 
paljiablc.  'ITie  white  cells  were  16,600;  hemoglobin. 
90  per  cent.  The  Cammtdgc  test  was  positive.  In  the 
aftcntoon  after  entrance  the  patient  suddenly  sat  up  in 
bed  and  veiled  with  psiin;  it  was  referred  to  the  epi- 
gastrium, and  was,  he  said,  unlike  any  that  be  had  had 
before.  The  abdomen  was  now  rigid  througboul,  with 
mariccd  tenderness,  especially  in  the  epigastrium.  The 
patient  vomited  scx-erul  times  this  afternoon. 

Discussion. — A  history  of  dx'senier)'  and  a  residence  in  the  tropics, 
when  followed  by  symptoms  which  appear  to  involve  the  liver,  should 
always  remind  us  that  hepatic  abscess  is  a  common  complication  of 
tropical  dysentery.  This  idea  seems  all  the  more  plausible  in  the 
present  case,  because  there  have  been  chills,  fever,  leukocjiosis,  and  an 
increase  of  liver  dulness.  Yet  the  pain  of  hepatic  abscess  could  rarely 
be  described  as  "cramps."  The  disease  is  often  painless;  if  there  is 
any  pain  at  all  it  is  usually  a  steady,  dull,  but  increasing  type.  The 
soft  tumor  bcloxv  the  ribs,  moreover,  cannot  be  due  to  he;>atic  abscess, 
and  we  do  not  expect  such  intense  and  persistent  jaundice  as  the 
result  of  that  disease. 

The  colicky  pains  and  the  jaundice  might  well  have  been  due  to  a 
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Stone  in  the  common  duel.  Had  this  stone  been  near  tlie  entrance  of  the 
cystic  duct,  infection  might  well  have  extended  to  the  Rall-bladdcr. 
Suppurative  cholecystitis  and  final  [)Ocioration  of  the  ^ll-Uadder  would 
then  account  for  iho  chill  and  Intense  p*in  on  the  d«y  of  i-ntnuice. 

.Against  this  we  lia^'c  the  fact  that  a  gall-bladder  which  has  previotuJy 
nourished  stones  is  not  often  so  dlslcneible  as  1o  form  a  tumor,  such  as 
projected  below  this  patient's  li\-er.  'Die  intensity  an<]  steady  perststeacc 
of  the  jaundice  arc  also  somewhat  unusual  for  choledochus  siooe. 

Cirrhosis  does  not  seem  probable,  though  the  usual  cause  of  tluit 
disease  appears  to>ha\'c  \Mxa  o;>crative.  A  pain  like  that  here  described 
is  rarely  if  c<i'er  due  to  cirrhnsts,  and  the  jaundice  which  occurs  in  a 
certain  proportion  of  cirrhotic  cases  is  almost  never  intense.  CaiKCf 
of  the  [lancreas  or  of  the  bile-ducts  is  the  comnxinest  cause  of  intense 
and  (tcrsistcnt  jaundice  in  a  man  of  this  age.  The  ttimur  below  the 
ribs  might  be  the  enlarged  gall-bladder  which  genemlty  results  from 
this  diKiasc.  On  the  other  hand,  the  pain  ts  sc\'crer  and  more  sudden  in 
its  onset  than  is  lo  be  expected  tn  cancerous  obstruction  of  the  bile- 
ducts.  The  colic  and  the  variation  in  tlic  color  of  the  stools  seem  more 
like  cholelithiasis.     No  one  of  these  facts,  however,  excludes  cancer, 

ch  seems,  on  the  wbtJc,  the  most  reasonable  diaftnosis- 

How  are  we  to  explain  the  chill  and  attack  of  {xiin  dcscri1)ed  in  the 
last  few  lines,  which  are  intended  lo  convey  an  idea  of  the  greatest 
possible  severity  of  suffering?  In  my  experience  an  abdotninal  pain 
of  this  description,  such  that  the  patient  suddenly  yells  out  in  afi^y,  is 
almost  alwa>-s  due  to  one  cause — perforative  peritonitis.  This  might 
be  accounted  for  under  cither  of  tlic  diagnoses  last  discussed;  cither 
stone  or  cancer  may  have  caused  ulceration  of  the  ducts  and  set  up  at 
lint  B  localized  peritonitis,  which  later  perforated  and  set  free  a  virulent 
fluid  into  an  unguarded  ]ieritoneunt. 

Outcome.— He  died  three  da>'s  later.  The  ^-a^iations  of  his  tem- 
perature are  shown  in  the  accompanying  chart.  He  was  aUe  lo  take 
veri'  little  food,  ai>d  during  the  last  twenty-four  hours  was  delirious. 
Autopsy  showed  cancer  of  the  head  tA  the  pancreas,  almost  occluding 
the  common  Ule-duci.  The  [xincrwis  was  practically  destroyed.  The 
gall-bladder  was  enlarged,  much  dislended.  not  inflamed,  and  con- 
tained a  single  Kull-stone.  There  was  an  extensive  cancerous  infiltta- 
tioa  of  the  posterior  wall  of  the  stomach.  There  was  also  an  acute 
general  iieritonitis. /or  u-hkh  no  cause  could  be  Joundl 

Diagnosis.— I'ancreatic  cancer. 
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Case  HI 

A  negro  of  thirty-five  has  complained  of  steady  paia  in  the  right 
hypochondriiim  for  twn  months.  This  pain  came  itmnedialcly  ufler 
eating  and  lastwl  about  two  hours.  His  appetite  is  good.  His  bowels 
are  constipated,  moving  only  once  in  from  ti,vo  to  seven  days  with 
medicine.  He  has  also  sulTcrcd  from  numbness  and  tinglinR  in  his  legs, 
with  ^^'eakness,  and  has  had  3  cough  for  ttie  past  tno  weeks,  with  slight 
white  sputum. 

PhvMcal  exanunatioo  shows  an  irregular  fever  (see  chart),  the  slcin 
very  dry  and  scalini;,  the  heart  not  remarkable,  the  lungs  negative. 
There  is  a  nodular  mztss  indistinctly  felt  in  the 
right  iliac  fossa,  lender,  but  at  times  difficult 
to  outline.  The  alxlomtm  is  retracted,  and 
peristalsis  can  be  seen  near  the  navd.  On 
the  left  hand  and  the  dorsum  of  the  rii^ht 
foot  are  elevated  areas  of  reddened  skin,  with 
n  ptnk,  smooth  center,  about  one  inch  in  diam- 
eter. The  chest  is  negativej  likewise  the 
blood  and  urine. 

Kxamination  of  the  stomach  by  means  of 
a  stomach-tube  showed  that  the  or^n  woidd 
hold  about  only  23  ounces  of  water  without  dis- 
tress. Its  lower  border  after  inflation  reached 
just  below  the  navel.  The  contents  extracted 
after  a  tcst-mcal  showed  frue  HCI,  o.i  per 
Ocnt.;  no  occult  blood;   no  lactic  add.     No 

Cfmtcnts  could  be  obtained  from  the  stomach 

.     ,         ,         ,t.  PlR- jS. — Chan  of  csK   III. 

before  breakfast,  ^  ^ 

Discussioa. — ^Thcre  is  no  need  of  extended  discussion  here.  A 
Dodulur  mass  in  the  right  iliac  fossa,  accompanied  by  visible  peristalsis, 
marked  constipation,  and  fever,  means  chronic  intestinal  obstruction 
in  the  region  of  the  cecum.  Obstruction  at  this  point  is  practically 
never  due  to  fccal  impaction  alone;  there  b  almost  always  some  stricture 
of  the  gut  behind  which  feces  accumulate.  Such  a  stricture  might  be 
qrphilitic,  cancerous,  or  tubercular.  Occasionally  a  chronic  appendidtis 
with  adhesions  produces  obstniction. 

Imagne  that  an  abscess  has  occurred  earlier  in  the  history  of  the 
case;  this  may  later  have  become  walled  off  and  massed  into  a  tumor 
something  hke  that  here  felt.  The  adhesions  associated  with  it  might 
then  lead  to  the  symptoms  of  obstniclion  here  described. 
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A  retracted  abdnmen  and  an  irr^ubr  fc^'er  vnihoul  IruluKybfsis  h 
distinctly  more  sufcgcstivc,  bowcver,  of  tuberculosis,  \ 

If  the  stricture  is  tul)eic«Iou!i,  the  tumor  mass  is  probably  made  up  of 
casrating  glands  adherent  to  the  cecum,  itself  inlJltnttcd  by  tubcrculotus. 
The  fact  that  the  patient  is  a  negro  and  the  prc!«nce  of  fever — especially 
tewT  of  the  tj-pc  shown  in  this  chart— make  tuberculosis  n>orc  probable 
than  cancer.  S^-philis  rrtrdy  produces  so  large  a  mass  in  thb  re^on. 
Extensive  sN-philitic  infiltrations  arc  generally  found  near  the  recluro. 
The  diagnoas  of  pericecal  tutx-rculnsis  is  furtlwr  supported  by  the 
character  of  the  cutaneous  lesions,  which  arc  distinctly  suggestive  of 
tut>crculasis. 

No  good  reason  can  be  given  why  the  pain  is  referred  in  this  case  to 
the  right  hx-pochondiium.  ratlicr  than  to  the  region  of  the  tumor,  as  is 
the  rule  in  such  cases. 

Outcome. — The  patient  rcmairK'd  ten  days  in  the  ward,  complain- 
ing continually  that  he  did  not  receive  enough  medicine,  but  showing 
oo  Imprm-ement  in  any  ris|xti.  At  the  end  of  tliat  time  the  abdomen 
was  opened  and  showed  a  nodular  mass  of  tuberculosis  in  the  cecal 
r^ion,  with  general  adhesions  but  without  fluid.  At  death,  a  month 
later,  tuberculosis  was  found  also  in  the  lun^,  adrcrul  glands,  lymph- 
gbnds.  skin,  and  in  almost  every  other  organ. 

Diagnosis. — Pericecal  tuberculosis. 

Case  112 

A  young  farmer  of  twcnty-fiw,  whose  father  had  died  of  tuberculosis 
but  whose  family  htstor)'  was  otherwise  good,  came  to  the  hospital 
January  7$,  1906,  with  the  following  storj-:  For  the  past  fiflccn  yews 
he  has  had  from  time  to  time  pain  in  tlic  right  upjter  quadrant,  in  attacks 
lasting  from  three  to  five  da)^  then  gradually  subsiding  but  leavini; 
him  much  used  up.  For  the  past  three  years  the  pain  hasbeensosharfdy 
localized  that  it  could  W  covtrcd  with  one  linger. 

Up  to  one  year  ago  he  averaged  a)x>ut  two  attacks  a  year.  b\il  vrithin 
the  post  year  the  attacks  have  been  from  ooc  to  (our  weeks  apart,  appar- 
ently dc|)cnding  upon  the  performance  of  hea\'y  work  or  the  eating  of 
hearty  food.  During  these  attacks  the  [Jain  is  nut  constant,  but  comes 
in  spasms  and  is  relieved  by  taking  a  "pain-killer"  and  using  a  hot- 
water  bag,  or  by  leaning  over  the  back  tA  a  cluiir  so  as  to  bring  strong 
pressure  to  bear  upon  the  painful  spot.  In  the  last  attack  the  put) 
radiated  to  the  )>ack,  but  never  tn  any  other  Twinl.  Three  years  ago 
he  thought  be  noticed  in  the  rci^an  of  the  pain  a  bunch,  which  was 
tender,   but  gradually  disappeared.    The  [laiaful  spasms  last   from 
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fifteen  to  twenty  minutes  each.  He  was  very  sallow  three  years  ago, 
and  thinks  he  has  been  so  since  then.  His  severest  attacks  are  nccom- 
panied  by  chills  and  fever.  During  tlie  (last  year  he  has  been  able  to  do 
only  VCT\-  light  work.  He  occasionally  vomits  durina;  an  attack,  the 
material  being  usually  greenish.  During  aa  attack  he  has  nightly 
emissions.  Walking  on  hard  pavements  or  hard  floors,  especially  dur- 
ing the  time  of  an  attack,  causes  [lain  in  the  right  upper  quadrant,  and 
BOnictinH'S  shortness  of  breath.  His  appetite  between  attacks  is  alvva)*3 
good  and  his  Iwwels  arc  usually  constipated.  In  the  fall  of  1905  he 
weighed  185  pounds.  Now  he  weighs  165  pounds.  Work  that  requires 
stooping  or  heavj-  lifting  will  often  bring  on  an  attack  within  two  or 
three  hours. 

Phj'wcal  examination  sliowed  no  jaundice.  ThtTC  was  nothing 
aboormal  in  the  chest  or  abdomen,  and  nothing  wrong  with  the  blood 
or  urine.  After  slajing  fi>ur  dajris  in  llic  htspital  entirely  free  from 
symptoms  he  was  discharged. 

May  34,  1907,  he  cntiTwI  the  hospital  for  the  second  time,  and 
staled  that,  since  leaving  Ihc  wards  fifteen  months  previously,  he  had 
had  many  nt1;icks  of  jtain  similar  lo  those  ])reviously  described.  His  worst 
attack  was  ten  months  ago,  when  the  {tain  failed  to  yield  to  morphin 
or  chloroform,  and  lasted  four  hours.  For  a  week  after  this  he  was 
unable  to  leave  his  bed.  This  spring  he  had  nearly  steady  pain  for  five 
or  six  wetks  following  the  ingesti<»n  uf  a  large  quantity  of  maple  syrup. 
After  an  atuck  his  urine  is  always  high  colored,  almost  black;  the  color 
of  his  stools  is  not  abnormal. 

As  on  a  previous  occa.<)inn,  physical  examination  v,-as  entirely  nega- 
ti%x,  bill  this  lime  the  use  of  a  stomach-tube  revealed  that  the  percentage 
of  free  hydrochloric  acid  after  a  tcst-mcal  was  0.20,  and  that  in  the 
fasting  contents  the  percentage  of  hydrochloric  acid  was  o.aj.  There 
was  no  reaction  lo  guaiac  in  stools  or  gastric  contents. 

Discussion. — There  is  much  lo  make  us  think  of  gall-stones  in 
this  case,  though  the  age  .ind  sex  arc  against  this  diagnosis,  'llic 
association  of  such  a  pain  as  is  here  described  with  chills  and  fever, 
with  deep  discoloration  of  the  urine,  which  may  well  have  been  due  lo 
bile,  and  with  a  bunch  which  may  have  been  the  gall-bladder,  goes  far 
to  complete  the  clinical  picture  of  cholelithiasis.  This  picture  becomes 
still  clearer  as  we  note  the  freedom  from  digestive  sjinptoms  between 
ihc  attacks  of  pain.  Moreover,  it  may  be  that  on  stoojiing  he  shifts 
the  position  of  a  stone  in  the  gall-bladder  in  such  a  way  thai  it  becomes 
ini|»cted  and  produces  colic. 

But  this  trouble  has  been  going  on  for  fifteen  years,  and  gall-stones 
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are  prscticall)*  unknow-n  tn  a  bo)'  of  ten,  which  was  the  Agi:  of  our  patient 
at  the  bc^nning  of  his  attacks.  Again,  it  is  dif5cult  to  see  why  a  gall- 
stone colic  should  not  Ijc  relieved  by  morphin  or  by  chloroform,  und 
why  it  should  not  limduce  lendcmcss  in  the  region  of  the  gall-bladder. 
Patients  who  have  had  many  attacks  of  gall-stones  almost  alwaj-s  ex- 
perience some  of  the  typical  radiations  of  the  pain,  which,  wit!i  one 
exception,  have  been  wholly  lacking  here.  The  absence  of  jaundice 
and  enlaiiged  gall-bladder  adds  &  certain  weight  to  the  arguments  already 
adduced  against  gallstones. 

Next  to  gall-stones,  by  far  the  commonest  cause  of  5ymi>toms  like 
these  is  peptic  ulcer,  gastric  or  duodenal.  The  long  hbtorj'  of  his 
attacks  and  the  gradually  shortening  intervalH  Ixrtween  them,  the  excess 
of  hydrochloric  add  in  the  gastric  contents,  and  the  relief  of  pab  by 
pressure  arc  facts  tending  to  convince  us  that  peptic  uicor  is  present. 
On  the  other  lund,  it  is  curious  that  we  were  imable  to  obtain  any 
reaction  to  guaiac  in  the  gastric  contents  or  in  the  stools.  Why  the  [Mtin 
should  be  incrca.scd  by  walking  on  hard  jiavcmcnts  or  hard  floors,  and 
why  the  attacks  should  be  associated  with  nocturnal  enussions,  are 
problems  not  explained  by  any  knowledge  that  I  possess. 

.\  "high"  (undescended)  appendix  comes  to  our  minds  as  a  possi' 
bility,  but  who  e^-er  saw  u  case  of  ai»i)endic)lis— high  or  low — in  which 
the  pain  was  relieved  by  strong  pressure,  as  in  this  case? 

Otttcome. — (>n  May  39th  the  alxlomen  was  opened;  a  duodenal 
ulcer  was  found.  It  had  perforated  and  become  adherent  to  tlic  gall- 
bladder. In  connection  with  the  relief  of  [lain  by  pressure  in  this  case 
I  recall  a  case  of  duodenal  ulcer  which  I  saw  with  Professor  (!)»ler  at 
Oxford  in  the  summer  of  190S.  The  man  told  us,  without  a  ghost  at 
a  smile,  tliat  the  pain  was  so  bad  that  h'm  »'ifc  often  had  to  kneel  on 
his  stomach  for  half  the  night 

Diatnosis.— Duodenal  ulcer  (local  peritonitis). 

Case  113 

A  single  woman  of  thirty-seven  entered  the  hospital  on  July  ao,  1906. 
Up  to  the  age  of  five  years  she  was  subject  to  convulsions  with  loss 
of  consciousness,  but  these  haxx  not  recurred  since.  She  had  diph- 
theria with  paralysis  of  the  palate  at  the  a^e  of  twelve.  Tn  1893  she 
fcU  in  a  gymnasium  aiwl  hurt  her  back,  since  which  lime  she  has  done 
00  work,  and  has  suffered  from  severe  jwin  in  the  middle  of  ihe  back 
and  on  the  top  of  her  head.  At  times  she  has  a  sense  of  constriction  in 
her  throat.  She  consulted  an  orthopedic  s;>ecialbt  in  iQoa.  and  has 
since  then  worn  a  brace  (or  her  back  off  and  on,  with  very  little  relief.    A 
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spur  was  removed  from  her  nose  one  year  ago.  Three  vrtiAa  ago  she 
began  to  have  very  severe  |>ain  over  the  right  side  of  the  face,  and  was 
opented  on  for  di»eusc  of  [he  antrum,  but  none  was  found.  Her  pain 
was  immediately  relieved,  and  sleep  induced  by  Ilie  »u1>cutaneou3  injec- 
tion of  sterile  water. 

Since  that  time  she  has  sultcrcrl  e.^pecinlly  frnm  ^m  tn  ihe  right 
hypodunuirium—woTit:  in  the  early  mominK.  somewhat  rdic^cd  after 
the  morning  urination  or  by  vomiting. 

Physical  examination  shows  rigidity  of  the  alxiomen  with  marked 
scnsitiv'Wtcss  of  the  right  half  of  the  head  and  of  the  back,  especially 
in  the  dor^  region.  Tlic  internal  viscera,  the  blood  and  urine  are 
normal,  Uken-ise  the  temperature  and  pulse.  Respiration  ranges 
between  30  and  45.  She  is  ofti-n  awaki'fled  by  spasmodic  ]>ain  in  the 
neck,  much  increased  by  attempts  to  walk.  She  looks  well,  but  still 
complains  "of  soreness  in  the  Ixiwels,  which  preip-ents  her  from  eaUng 
and  causes  her  to  vomit  and  her  head  to  ache." 

Discussion. — We  gel  a  strong  impression,  on  reading  this  case, 
that  we  arc  dealing  with  nervous  inv-alidism  reinforced  and  made  more 
obstinate  by  a  variety  of  meddlesome  treatments.  But  in  any  case  which 
gives  us  this  first  impression  we  should  do  our  best  to  combat  it  by 
cadeavoring  to  establish  the  existence  of  some  form  of  organic  disease. 
Only  in  this  way  can  we  axisid  doing  serious  injustice  to  many  patients 
who  have  both  organic  disease  and  a  nervous  mah-up,  u-ilh  Ihr  Uitltr 
in  the  Joreground.  One  of  the  problems  which  first  engaged  our 
attention  was  this:  Why  should  her  pain  be  relieved  after  the  morning 
urination?  This  combination  of  s>'mptoms  is  not  at  all  unusual,  and 
in  my  experience  it  signifies  that  the  pain  has  resulted  from  gaseous 
distention  of  the  colon,  which  is  relieved  when  the  emptying  of  the  bladder 
shifts  the  pelvic  tensions  enough  to  allow  the  escape  of  intestinal  gas. 

The  unilateral  distribution  of  sensitiveness  over  the  head  and  trunk, 
the  relief  of  |»ain  by  the  subcutaneous  injection  of  sterile  water,  the 
rapid  respiration,  and  the  histor>'  o£  her  medical  fortunes  justify  us.  I 
think,  in  believing  that  our  ne^live  physical  examination  represents 
the  (ruth,  and  that  wc  are  justified  in  making  that  dangerous  diagnosis: 
hysteria.  But  it  is  only  by  ex|>erimenial  lhera|n-uiiai,  that  is,  by  trying 
out  the  results  of  treatment  based  on  the  hj-pothcsis  thai  we  are  dealing 
with  habit-pain  and  nervous  invalidism,  that  we  can  get  any  further 
certainty  upon  the  diagnosis.  To  such  experiments,  accordingly,  we 
addressed  ourselves. 

Outcome.— Under  a  combination  of  scolding,  encouragement,  and 
reeducation  she  was  able,  at  the  end  of  a  month,  to  walk  fifteen  yards 
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without  support.    Two  wcvks  later  she  could  n'alk  an  dghth  of  a  mile, 
and  the  yma  in  her  head  was  much  relieved.    She  s.tiU  complained,  j 
however,  of  soreness  in  the  bowels,  and  this  she  has  had  at  intervals  ever  ] 
since  that  time,  especially  when  &he  gets  run  down. 

This  case  seems  to  mc  to  illustrate  well  that  bllacy  about  the  impor-| 
lance  of  "  rejkx  cauKs  "  for  general  ncrvxius  disturbances  which  had  so 
strong  a  hold  on  the  last  generation  of  medical  men.  The  wonder  is 
that  this  jnlicnt  escaped  without  appendectomy  and  hj-sterectomy.  In 
many  clinics  she  would  also  havx-  undcrjp>nc  a  Kastro-cnltrostomy.  I 
think  the  opinion  is  coming  to  prevail  that  when  tlie  histun*  and  the 
physical  signs  |)oint  strongly  toward  a  general  ncurods,  attention  to  so- 
called  reflex  or  local  sources  of  irritation  not  only  does  no  good,  but 
makes  the  patient  distinctly  worse  by  concentrating  his  attention  upon 
the  part,  by  increasing  the  period  of  invalidism,  and  by  withdrawing 
him  from  the  normal  supports  and  stimuli  of  the  working  life. 

Diagnosis.— Hysteria  minor. 


Cas«  114 

A  Portuguese  tailcrcss,  forty  years  old,  entered  the  hosfntat  December 
ai,  iQoS.  When  a  little  girl  in  r\>rtugal  she  had  t)-phoid  fever.  In 
the  preceding  June  she  was  in  tied  for  a  week  with  "malaria,"  and  has 
not  been  well  «ncc.  She  lias  now  had  fever  for  five  weeks.  She  has 
been  at  work  for  the  first  two  weeks  of  this  time,  but  has  bad  headacfaCt 
anorexia,  vomiting,  diarrhea,  and  cough  for  most  of  the  time  in  the  Isst 
five  weeks.    She  has  been  in  bed  for  ten  days. 

Physical  examination  shows  no  emaciation.  Many  fine  r&lcs  arc 
scattered  over  both  chests,  and  a  fc^-  squeaks  distributed  among  them. 
Whiche\'er  side  she  lies  on  appcure  to  contain  the  greatest  num)>cr  of 
r&les.  'ilierc  is  a  slight  c)*ano!us,  with  movements  of  the  nostrils  as  she 
brcathi-5>.  Voice-sounds  arc  slightly  intrKised  at  the  right  base.  The 
white  cells  arc  6800,  56  per  cent,  of  them  l>cing  polynuclear.  Widal 
reaction  positive.    The  spleen  was  jwljtaWc  on  full  inspiration. 

On  the  fourth  of  Januar)-  she  was  sufldcniy  seized  in  the  night  nith 
sharp  jMin  in  the  right  U|)pcr  abdominal  tjuadrant.  accompanied  by 
ii-omiting,  sweating,  and  a  weak,  rapid  pulse.  Despite  ^  grain  of  mor- 
phio  and  ^  grain  of  strychnin,  the  pain  and  vomiting  persisted.  Xext 
motning  there  was  distinct  tmdvmess  over  the  seat  of  pain,  and  a  tender, 
rounded  mass  wu  vaguely  felt  in  tlic  region  of  the  gall-bladder. 

The  white  cells,  Januar)*  5th,  were  i3,Soo  at  10  a.  y.,  33,600  at  9 
P.  H.;  33,800,  January  6th  at  9  a.  u.  There  was  still  no  alxlominul 
spasm. 
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Discussion. — This  patient  has  a  fever  of  long  duration.  In  tem- 
perate climates,  as  I  have  elsewhere  shown,'  there  are  but  three  common 
fevers  which  last  more  than  two  weeks,  viz.,  typhoid,  tuberculosis,  and 
sepsis.  This  woman  has  cough,  cyanosis,  lAles  in  both  lungs,  and, 
since  the  nostrils  move  visibly,  she  probably  has  dyspnea.  May  it  not 
be  that  she  has  miliary  tuberculosis  with  tuberculous  peritonitis,  the 
latter  showing  itself  in  one  of  those  acute  parox)'sms  which  are  so  often 
mistaken  for  appendicitis,  cholecystitis,  intestinal  obstruction,  and  other 
abdominal  emergencies  ?  But  if  this  is  so,  why  is  the  patient  not  more 
emaciated  after  five  weeks  of  illness?  Unless  we  can  get  evidence  of 
tuberculosis  either  in  the  family  history,  in  the  sputa,  or  in  some  other 
part  of  the  body,  there  is  no  way  of  verifying  this  hypothesis  any  further. 

As  we  read  that  the  Widal  reaction  was  positive,  it  seems  at  first 
unnecessary  to  discuss  the  diagnosis  further.  There  is  nothing  in  the 
case  to  exclude  typhoid,  since  lung  signs  like  those  here  described  may 
represent  simply  the  ordinary  bronchitis  of  typhoid.  But  as  she  has 
previously  passed  through  an  attack  of  typhoid  fever,  it  may  be  that 
her  Widal  reaction  is  one  of  the  residual  results  of  that  illness.  We  know 
that  the  Widal  reaction  may  persist  for  thirty  years  or  more  after  an 
attack  of  typhoid.  The  splenic  enlargement  is  quite  consistent  either 
with  typhoid  or  with  tuberculosis.  As  there  seems  no  good  evidence  of  a 
gaieralized  septic  infection,  and  as  the  leukocyte  count  is  at  the  outset  so 
low,  there  seems  no  good  reason  to  consider  any  disease  other  than  typhoid 
and  tuberculosis.  The  rarer  causes  of  prolonged  pyrexia  (meningitis, 
rheumatism,  syphilis,  leukemia,  malignant  disease)  do  not  deserve 
serious  consideration. 

But  there  seem  to  be  two  acts  to  this  drama,  and  the  second — 
which  began  January  4th — throws  considerable  light  upon  the  first,  for 
the  new  pain  gives  every  evidence  of  being  due  to  cholecystitis,  and 
cholecystitis  is  a  common  complication  of  typhoid,  not  of  tuberculosis. 

Outcome. — Operation  was  done  on  the  sixth  and  showed  an  injected, 
distended  gall-bladder  filled  with  pus,  with  a  spot  of  gangrene  on  the  wall 
and  several  stones  within. 

The  disease  showed  thereafter  the  ordinary  course  of  typhoid, 
Eberth's  bacilli  were  recovered  from  the  gall-bladder. 

Diagnosis. — Cholecystitis  complicating  typhoid. 

>  R.  C.  Cabol,  The  Three  Long-continued  Feven  of  Nen  England,  Boston  Med. 
and  Surg.  Jour.,  Ai^usI  19,  1907. 
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CHAPTER   VII 

PAIN  IN  THE  LEFT  HYPOCHONDRIUH 

The  left  bypocboadrium  is  not  a  common  place  for  puzzling  pains. 
I  have  known  very  few  diagnostic  problems  which  centered  there. 
Many  discomforts  arising  from  the  stomach  are  felt  in  the  left  hypo- 
chondrium,  but,  as  a.  rule,  their  origin  and  nature  are  tolerably  clear. 

1.  Flaiuiettce,  the  commonest  of  all  causes  of  pain  in  the  lower  left 
axilla,  is  also  responsible  for  many  complaints  below  the  left  ribs.  The 
relief  by  escape  of  gas  distingubhes  many  such  pains,  but  we  must 
remember  that  in  many  cases  the  flatulence  itself  requires  explanation. 
GaS'formati<Ki  may  be  the  result,  and  its  discharge  the  relief,  of  pain 
due  to: 

(a)  Ai^ina  pectoris. 

(b)  Peptic  ulcer  and  hyperchlorhydria. 

(c)  Chronic  appendicitis. 

(d)  Gall-stones  (rarely). 

Even  toothache  may  cause  recurrent  flatulence  and  be  temporarily 
rdieved  each  time  the  gas  (air  ?)  is  discharged. 

2.  Surgical  disease  of  the  kidney  (stone,  tuberculosis,  neoplasm, 
local  infection,  hydronepbrosb)  occasionally  causes  pains  in  the  left 
hypochondrium.  More  often,  however,  the  pain  b  in  the  loin,  in  the 
lumbar  r^on,  or  along  the  course  of  the  ureter.  The  presence  of  a 
tumor  and  of  urinary  disturbances  usually  m,akes  it  clear  that  the  kidney 
is  the  source  of  the  pain. 

3.  Adhesions  about  a  sfieen  enlarged  by  leukemia,  splenic  anemia, 
malaria,  syphilis,  or  polycythemia  often  produce  pain  in  the  left  hypo- 
chondrium and  above  that  point,  but  the  obvious  enlargement  of  the 
organ  puts  us  on  the  right  track  unless  we  neglect  physical  examination 
altogether. 

4.  Cancer  of  the  splenic  flexure  of  the  colon  rarely  gives  pain  over 
its  own  site.  Usually  sOch  pains  are  in  the  umbilical  region  or  diffused 
over  the  whde  belly. 

Some  of  the  other  diseases  mentioned  in  Table  V  may  cause  pain 
in  the  left  hypochondrium  as  well  as  in  the  right  {e.  g.,  pneumonia  and 
pleurisy,  especially  in  children),  but  no  separate  discussion  of  them  is 
needed  here. 
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On  the  whole,  then,  it  appears  to  me  ilial  most  pains  in  the  Jcfl 
hypochondrium  have  either  an  obttous  oripn  from  one  of  the  casiiy 
recognized  sources  mentioned  above  under  i,  2,  3,  and  4,  or  arc  to  be 
explained  by  reasoning  identical  with  that  ah'cady  applied  to  the 
right  bj-pochondrium.  Some  of  the  possible  occasnos  for  doubt  aie 
exemplified  in  the  following  cases: 

Case  115 

A  while-lead  worker  of  tweniy-onc  entered  tiic  hospital  July  16. 
1906,  with  ncf^tive  family  hislor)-,  past  history,  and  habits,  cxce|>t  tlut 
he  had  syphilis  four  years  ago.  Five  >'i-ars  aRo  be  iMSScd  some  bloody 
urine,  viHth  clots,  and  at  times  nearly  pure  blood;  this  lasted  for  about  ten 
da\-s.  He  was  well  after  that  until  two  yeans  a^o,  when  be  bcf^n  to  hsTc 
dull,  liraggittf^  pain  under  tht Uft  ribs,  fairly  constant  day  and  nipht  for 
two  week*,  preventing  work,  but  not  preventing  sleep.  At  this  time 
be  passed  some  "white  stuff"  looking  like  pus  m  his  urine,  mn&tly  at 
the  end  of  micturition.  After  two  weeks  he  was  we])  enough  to  be  altout 
and  work,  but  he  still  notictst  the  while  stuff  and  occasional  little  strings 
in  his  urine.  At  times  the  urine  is  entirely  clear,  but  for  the  past  five 
mnnths  he  sa>*s  it  has  been  dear  for  only  fi\-e  consecutive  days.  There 
has  been  no  blood  since  four  or  five  years  ago.  At  limes  the  urine  smells 
ver^-  liadly.  t'jf^ht  months  afi^o  and  a  year  ago  he  had  similar  attacks  of 
(lain,  relieved,  as  formcriy,  by  the  passage  of  ptts. 

The  jwesent  attack  came  on  fi\'v  months  ago;  he  began  to  have  dragging 
pain  under  the  left  ribs,  severe  enough  to  prevent  work,  but  not  deep. 
At  times  it  dout)les  him  up.  .^t  the  Iwginning  of  this  period  he  thinks 
he  luul  high  hwT.  He  now  posses  urine  e\'vry  hour.  He  has  lost  nearly 
30  {MMinds. 

Physical  examination  of  the  chest  is  not  remarkable.  In  the  left 
hyji^ichiifulnum  is  an  insular  mass,  palpable  bimanually,  hard,  and 
slightly  tender.    Its  position  is  tixed. 

\Miite  cclb.  11,700;  the  temperature  ranges  most  of  the  time  about 
99.5*  F.    TtvcTC  is  no  dcvation  of  pulse  or  respiration. 

The  urine  shows  pus,  at  times  in  large  amounts,  at  times  in  very 
small  amounts.  It  is  not  otherwise  remarkable.  Fivt  milligrams  of 
tul>crculin  were  injected  subcutaneously  and  caused  fever,  constitutional 
sym]>toms,  and  inrreasitl  pnin  in  the  tumor. 

Discussion.— if  ^ve  I'lxt^  our  attention  chiefly  upon  the  histor>'  of  this 
out,  our  first  imprcsaoo  as  to  diagnosis  would  naturrttly  be  Iead-poisoa> 
ing.  .-Vnyalxlominalpaintna  lead-worker  may  be  lead  colic.  Wc  know 
also  that  lead  atTccts  the  kidney.     On  the  other  linnd,  the  physical  «• 
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animation  includes  data  not  thus  to  be  explained,  and  assures  us  that 
lead  cannot  play  more  than  a  subordinate  part  in  the  case.  The  niass, 
palpable  bimanually,  and  the  pus  in  the  urine  have  nothing  to  do  with 
lead. 

Abdominal  pain  in  patients  who  give  a  history  of  syphilis  should 
lead  us  to  consider  tabes  with  gastric  crises.  As  we  look  over  the  case 
with  this  idea  in  mind,  we  note  that  there  is  no  record  concerning  the 
pupillary  reactions,  the  knee-jerks,  or  the  ankle-jerks.  We  know  that 
tabes  often  leads  to  bladder  troubles,  and  sometimes  to  a  retention  of 
urine.  In  this  way  a  cystitis  and  pyuria  might  have  been  produced, 
and  thence,  by  ascending  infection,  a  pyelonephritis.  In  this  way  all  the 
facts  might  be  accounted  for.  Actually,  however,  the  pupillary  and 
other  reactions  were  normal,  and  there  was  nothing  to  support  the 
hypothesis  of  tabes. 

Local  renal  disease  giving  rise  to  pyuria  and  tumor,  with  slight  leuko- 
cytosis and  fever,  turns  out  most  often  to  be  due  to  renal  tuberculosis. 
The  positive  reaction  to  tuberculin  is  not  especially  significant  in  an 
adult,  since  many  adults  react  to  tuberculin  whether  they  are  sick  or  well. 
More  significant,  however,  is  the  increase  of  pain  and  sensitiveness  over 
the  tumor  immediately  following  the  injection.  There  seems  to  be  no 
way  of  obtaining  further  insight  into  the  nature  of  the  trouble  here  pres- 
ent until  we  have  further  information  in  regard  to  the  following  points: 
(a)  Can  tubercle  bacilli  be  demonstrated  in  the  sediment  of  thecentrifu- 
galized  urine?  (t)  If  not,  what  is  the  result  of  injecting  this  sediment 
into  a  rabbit  or  a  guinea-pig?  (c)  What  does  a:-ray  show  in  the  region 
of  the  kidney?  Even  without -these  data,  however,  renal  tuberculosis 
seems  the  most  probable  diagnosis. 

Outcome. — On  July  21st  the  kidney  was  opened  and  a  considerable 
amount  of  pus  evacuated  from  a  trabeculated  cavity  in  which  were  frag- 
ments of  stone.    There  was  no  positive  e\idence  of  tuberculosis. 

Diagnosis. — Pyonephrosis  with  stone. 

Case  116 

A  carpenter  of  thirty-seven,  whose  mother  died  of  consumption,  had 
an  attack  of  "brain  fever"  eighteen  years  ago,  and  was  in  bed  ten  days. 
Ten  years  ago  he  fell  while  carrying  some  heavy  lumber  and  broke  four 
ribs.  He  was  laid  up  for  twehe  weeks,  and  his  left  side  "has  ne^er  been 
strong  since."  He  has  had  bleeding  piles  for  seven  years.  His  habits 
are  good. 

Four  years  ago  he  began  to  have  needk-like  pahis  under  Ihe  left  costal 
margin,  coming  on  about  every  fifteen  minutes,  usually  not  severe.    Oc- 
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casionally  the  pains  have  been  decidedly  severe,  radiating  to  the  iq^flQ 
o(  the  heart  and  into  the  back.  During  these  attacks  he  usually  sA-eatft, 
and  at  times,  hut  not  during  tlic  attacks  of  pain,  his  heart  seems  to 
pound.  He  has  worked  irrcjjularly,  and  although  at  times  he  felt  ^lint, 
he  has  never  actually  fainted. 

Twelve  daj's  ago  he  awoke  in  the  night  with  great  difficulty  in  breath- 
ing, se\'ere  knife-like  pain  about  the  heart,  larlialing  to  the  left  ann,co4d 
sweat  upon  the  forehead,  and  great  weakness.  The  attack  taMed  dve 
minutes,  .\ftcr  that  he  staid  in  tied  for  a  week  with  slight,  needle-tike 
pains  as  before,  and  an  annoying  general  soreness  about  the  heart,  in  the 
left  arm  and  in  the  back.  Four  da)-s  ago  be  awoke  with  a  severe  grasp- 
ing pain  in  the  region  of  the  left  nipple,  extending  through  to  the  lack, 
but  not  increased  by  deep  breathing.  He  staid  in  bed  for  the  next  three 
da)-*.  To-day  he  got  up  and  felt  much  better,  but  stUl  feels  hca%ines» 
and  soreness  in  the  left  side. 

On  phyacal  examination  the  heart's  apex  is  seen  and  felt  in  the  fourth 
interspace,  four  inches  to  the  left  of  midiilcTTium.  There  is  no  cnlat^c- 
ment  at  the  right.  The  sounds  arc  regular  and  of  good  quality.  A  soft 
systolic  murmur  is  heard  at  the  apex,  tiansmitted  a  shoit  distance  into 
the  axilla.  The  artcr>'  wall  is  8omc^vhat  thickened  aXwve  tlie  elbow,  but 
not  iK-aded. 

Blood-pressure,  150  mm.  of  mercury  at  entrance;  a  week  later, 
S30,.    Blood  and  urine  normal. 

In  the  left  tower  back,  l>dow  and  around  the  lower  angle  of  the 
scapula,  nviT  an  area  the  size  of  the  palm,  breath-  and  voice-soundt  are 
diminished  and  fremitus  ts  lessened.  An  area  about  two  inches  in  diam- 
eter in  the  left  midaxtllar}'  line,  o\'er  the  sJxth  and  seventh  ribst,  is  tender 
on  pressure.  There  arc  scattered  areas  of  tenderness  over  the  ribs  below 
this  point. 

Discussion.— Flatulence  is  the  commonest  cause  of  pain  like  that 
here  described,  but  the  p:iin  of  flatulence  b  rarely  so  severe,  and  since 
there  are  no  gastric  symptoms  to  speak  of,  we  cannot  account  for  the 
IKttienl's  complaints  in  this  way. 

The  signs  in  the  back  of  the  left  chest  are  consistent  with  a  chronic 
|ileuni!  thickening,  such  as  might  result  from  tuberculosis,  and  the 
bmily  history  of  that  disease  strengthens  this  poesibilit]-.  But  although 
it  b  quite  [Kweible  that  the  patient  has  had  tuberculous  pleurisy,  we  can- 
not account  for  the  paroxysmal  painful  attacks  in  this  way,  espedally 
as  diey  seem  to  t>c  indcjicndenl  of  respiration. 

The  callouses  due  to  broken  ribs  sometimes  include  nen-e  termina- 
tions and  produce  pain  similar  to  that  in  the  slump  of  an  amputated 
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limb.  Presumably,  we  should  interpret  in  some  such  way  the  patient's 
statement  that  his  left  adc  "has  never  been  strong"  since  he  hroke  his 
ribs  l«'el\'c  years  ago.  But  it  seems  very  unlikely  that  the  recent  parox- 
ysmal atucks  are  due  to  his  broken  ribs.  How  large  a  part  his  old 
pleurisy  may  have  played  in  his  consciousness  of  weakness  in  the  left 
side  and  in  the  heaxincss  and  soreness  which  he  still  complains  of  it  is 
difficult  to  say.  'ITie  tenderness  still  complained  of  certainly  cannot  be 
due  to  pleurisy. 

Functional  angina  pectoris  is  the  natural  explanation  for  severe 
precordial  pain  extending  to  the  left  arm  in  a  patient  whose  age  and  rela- 
tively low  blood-pressure  do  not  suggest  organic  disease  of  the  cardio- 
vasctilar  apparatus.  This  idea  is  favored  by  the  long  duration  of  his 
sufTcrings  and  by  the  fact  that  there  is  no  demonstrable  relation  to 
exertion. 

In  connection  with  paroxysmal  attacks  of  this  character,  and  more 
especially  with  precordial  and  left  axillary  pain  of  moderate  severity 
and  long  duration,  the  phj-sician  must  never  forget  the  mental  aspect 
of  the  case.  Pain  supposed  by  the  patient  to  be  in  the  region  of  liie  heart 
b  always  made  up  of  txvo  dements — (a)  The  pain  itself;  and  (b)  what  he 
thinks  of  it.  The  latter  element  isall  the  more  important  when  it  is  Urgely 
unconscious.  Dr.  H.  F.  Victory  laiiKht  me  years  ago  that,  in  dealing 
with  patients  who  complain  of  pain  in  the  precordial  or  left  axillary 
regioD  it  is  alwa}'S  well,  after  excluding  organic  disease  by  physical 
examination,  to  ask  the  following  question: 

"  Supijose  you  had  that  same  pain  in  your  shin,  would  jx)u  ha\'c  come 
here  to  sec  me  to^ay?" 

This  clever  little  (jsychologic  device  of  Dr.  Vickcry's  enables  the 
patient  lo  separate  Ihf  pain  itidf  Jrom  what  lie  thinks  of  if,  and  to 
decide  whether  or  not  liis  fe;ir  of  heart  disease  and  its  consequences 
has  added  to  his  sufferings.  To  think  of  the  pain  in  hia  shin  is  to  think 
of  it  freed  from  the  additions  and  va}^uc  dreads  sure  to  be  associated  with 
pain  "around  the  heart."  The  very  vagueness  of  these  fears  magnilies 
their  organic  eflects,  their  tendency  to  aggravate  jmin.  It  is  really  as- 
tounding how  rapidly  such  a  pain  will  abate  when  the  patient  imdcr- 
slands  tliat  his  heart  is  entirely  sound. 

Outcome. — On  further  questioning  it  appeared  that  the  patient 
smokes  and  chews  tobacco  constantly  while  at  work.  After  ten  days  jn 
the  hospital,  during  most  of  which  time  the  patient  felt  perfectly  well, 
he  said  that  he  wanted  to  go  gunning;  accordingly  he  was  advised  to 
stop  the  use  of  tobacco  and  discharged. 

Diagnosis. — Fimclional  angina  pectoris. 
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A  laundress  of  forty-five,  (vith  ncg&li%-c  family  history  and  past  history, 
entered  the  hospital  March  a,  1904.  She  pas&ed  the  menopause  six 
years  ago.  She  has  been  markedly  alcohcJic  for  years.  One  month  agtyJ 
she  bc^n  tn  have  pain  in  ihc  Irfi  kypochondrium,  rcliev'ed  hy  jxiinting 
with  tincture  of  IcxJin.  'I1irc«  weeks  ago  »he  liad  a  similar  attack,  re- 
lieved in  the  same  way.  Nine  daj'S  ago  she  had  wme  |Min  in  the  lower<^ 
abdomen,  rdic^'ed  by  11  %'a^nal  suppository.  Since  then  she  has  been 
in  bed  for  about  half  the  time,  owinj;  to  nausea  and  jain  in  tJie  left  hypo- 
chondrium.  She  saj-s  she  has  wmited  Wood,  but  her  daughter  has  seen 
only  grccmsh  and  darlc-broivn  material.  For  a  week  the  urine  ha&  Iwcn 
reddish.    The  piittent  has  been  jiale  for  aliotit  five  months. 

At  mtrancc  the  patient  was  apptarcndy  in  a  uremic  condition.  The 
chest  showed  nothing  abnormal.  All  the  sujierlicial  hmph-^tlands 
were  considerably  enlarged.  t>nly  a  few  ounce>  of  urini-  could  !« 
drawn  from  tlie  bladder,  and  thU  nearly  clear  Wood,  some  pu.s.  no 
casts.  Blood-pressure,  aij.  The  patient  was  tcmicomatosc,  with 
coarse  tremor  of  the  hands.     She  died  on  the  fourth  of  March. 

Discussion.— Peptic  ulcer  is  naturally  our  first  thought,  but  00 
further  study  of  the  case  there  seems  to  be  little  to  support  it.  The 
condition  of  the  abdomen  and  the  high  blood-pressure  cannot  iKKUubty 
be  thus  explained. 

Cirrhosis  of  ihe  li\-cr.  with  associated  splenic  cnlargcmcnl.  nuKht 
explain  the  abdominal  symptoms.  The  \-omiling  cd  blood  would  then 
be  the  result  of  passive  conRcstioo  of  the  stomach.  The  alcoholic  his- 
tory makes  this  expbnation  plausible,  but  on  careful  pal[>ation  we  do 
not  get  the  impression  that  the  abdominal  masses  shown  in  the  diagram 
represent  enlargement  of  the  lix'er  and  spleen.  There  is  no  shar|)  edge 
on  cither  side,  and  the  respirator)'  mobilitj'  is  iJight. 

'I'hc  general  enlargement  of  the  sufwrficial  lymph-glands  might  l>e 
due  to  syphilis.  tLnlargcment  of  the  spleen  and  li\-cr  is  also  frequently 
the  result  of  this  disease,  and  the  iwin  of  which  the  |»iicnt  complains 
might  be  due  to  local  peritonitis  fi>eTihcpatilis  and  perisplenitis).  The 
gastric  hemorrhage  might  l>c  explained  under  this  hypothesis  as  a  result 
of  splenic  fibrosis,  the  circulatory  mechanism  being  the  same  as  in 
Splenic  anemia.  Against  this,  however,  may  be  urged  the  same  con- 
rideraiions  which  mcline  us  to  rule  ml  cirrhosis:  the  abdominal  masses 
do  not  suggest  spleen  and  lix'er. 

By  the  same  reasoning  and  by  the  negative  results  of  blood  examina- 
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tkn  we  may  exclude  leukemia,  although  this  disease  would  account  for 
the  ^andular  ciJargcmcnt,  and  (through  u  cerebral  hemorrhage)  might 
exptam  the  high  blood-pressure  and  the  semicomatose  condition. 

Tuberculous  peritonitis  as  part  of  a  general  tuberculosis  might  produce 
nearly  all  the  symptoms  of  the  case.  This  disease  produces  masses  more 
or  less  raguely  fell  in  the  aWomcn.  is  often  associated  with  abdominal 
pain,  and,  if  we  suppose  an  accompanying  lulwrculous  meningitiii  >nlh 
internal  hydrocephalus,  would  explain  the  high  blood- pressure  and  the 
psyxhic  state.  We  should  expect,  however,  some  cranial  nerve  [»aralysis. 
some  (ever,  and  some  signs  in  the  lungs,  even  if  only  those  of  diffuse 
bronchitis;  also  some  indication  of  a  focus  whence  the  disease,  jircviously 
local,  may  have  spread.  Free  fluid  would  probably  be  demonstrable 
in  the  abdomen. 

It  is  not  dctinitcly  stated  in  the  text  that  the  abdominal  masses 
wen  palpable  bimanually,  or  that  a  connection  with  the  kidney  was  thus 
suggested.  Whenever  we  have  reason  to  believe  that  sonic  renal  lesion 
exists,  and  whenever  this  lesion— although  apparently  of  a  gross,  "sur- 
gical" nature — is  associated  with  high  blood- pressure,  we  should  re- 
member the  possibility  of  cystic  kidney.  It  is  rare  to  hnd  any  other  non- 
nephritic  lesion  of  the  kidney  associated  with  hyperlcusifin.  Cyclic 
kidney  is  generally  a  bilateral,  congenital  condition.  Why,  then,  should 
these  symptoms  have  appeared  only  within  a  month?  Why  should  the 
disease  have  remained  so  strikingly  latent?  In  answer,  I  can  only  say 
that  this  is  the  usual  course  of  the  disc:ise,  which  encroaches  upon  the 
renal  substance  so  slowly  and  so  gradually  that  the  s>"slem  becomes 
accustomed  to  it,  as  to  any  other  fonn  of  chronic  interstitial  nephritis, 
which  is  practically  equivalent  to  the  condition  here  described.  Just 
what  determines  ihc  linal  breakdown  we  usually  cannot  discover. 

Outcome. — Autopsy  showed  congenital  cystic  kidneys;  there  was 
almost  no  kidney  substance  remaining.  There  was  hemorrhage  into 
se\'eml  of  the  cysts  and  pus  in  the  pelvis  of  the  left  kidney. 

Diagnosis.— Congenital  cystic  kidneys. 
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Case  118 

A  hoiacwifc  of  thirty-nine  lost  one  sister  of  phthisis  thirteen  years  ago. 
Family  history  otherwise  good.  In  her  seienteenth  and  in  her  twenty- 
fifth  year  she  was  in  poi>r  condition  and  was  told  that  she  had  anemia. 
Fi*-e  years  ago  she  had  her  Itrst  attack  of  fever,  with  pain  in  the  left  lower 
aMomen,  Since  then  she  has  had  more  or  less  peh'ic  trouble,  especially 
after  standing  or  after  working  hard.  ,\bout  Christmas-time,  1906,  she 
had  frequent  attacks  of  pain  in  the  Ifji  upper  obdomtn;  the  pain  doubled 
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her  up,  and  wts  ascribed  to  gas  in  the  stomach.  During  th«  winter 
the  pain  grew  less,  but  the  abdomen  svcmcd  to  be  enlarged.  In  March. 
1907,  she  noticed  in  the  left  upper  abdomen  a  visible  prominence,  which 
has  steadily  increased  up  to  the  present  time.  By  May  she  had  to  let 
out  her  clothes  three  inches,  and  thought  shecould  feel  a  lump  in  the  left 
side. 

Now  (June,  1907)  there  h  a  dragging  pain  after  standing,  and  a  feding 
of  pressure  when  she  lies  on  her  left  side  SitKc  early  spring  she  has  had 
frequent  attacks  of  palpitation,  associated  with  pulsation  in  the  neck, 
roaring  in  the  ears,  and  slight  d>'S]>nea.  Once  during  the  summer  she 
saw  red  spots  in  front  of  her  eyes,  but  she  has  noticed  no  htecding  from 
ay  point.  Her  gums  have  several  limes  lieen  swollen.  Three  weeks 
'8go,  while  urinating,  she  heard  a  sound  in  the  chamber-pot,  and  looking 
in  saw  that  the  urine  was  ver}-  re<l  and  amtaiiud  several  hard,  dark* 
brown  masses  about  the  iixe  of  a  large  pin's  head.  She  fdt  no  pain  aoid 
noticed  no  stoppage  of  water. 

When  examined  at  the  hospital,  her  urine  showed  nothing  worthy  of 
note. 

Physical  examination  was  negative  except  as  regards  the  left  hypo- 
chondriac region,  where  she  felt  an  enlargement  (as  figured  in  the  dia- 
gram. Fig.  39).  The  mass  is  only  slightly  tender,  and  mo%-es  freely  with 
icspirBtion;  it  is  very  firm. 

Discussion.— \\1ien  a  patient  tells  us  that  his  stomach  b  90  aomi 
that  be  can't  bear  the  weight  of  his  clothes  on  it  and  that  it  is  "all  puffed 
up,"  examination  generally  shows  nothing  in  particular,  no  actual  disten* 
tion  or  prominence.  Such  ^mptoms  usually  occur  in  the  iMnirotic,  and 
represent  the  referred  pain  described  so  admirably  by  Henr)'  Head. 
In  the  present  case,  however,  ph>'»cal  examination  shows  that  the  patient 
is  perfectly  correct  in  supposing  that  the  abdomen  has  enlarged.  In- 
deed, the  results  of  abdominal  palpation  make  it  unnecessary  to  conadcr 
any  organs  except  tiie  spleen  and  the  kidney. 

The  present  tumor  seems  to  be  spleen  rather  than  kidney,  for  the 
following  reasons: 

(j)  It  has  a  sharp,  hard  edge,  superficial  and  easily  felt.  Tumors 
of  the  kidney  usually  have  no  distinct  edge,  but  shch'c  off  into  Uic  depths 
of  the  abtlomcn.  'Ilicy  are  rarely  as  hard  and  superficial  as  those  con- 
nected widi  the  spleen. 

(h)  In  the  present  case  the  tumor  descends  at  least  an  inch  with  full 
inspiration.  Kidney  tumors  sometimes  move  half  an  inch,  often  not 
at  all. 
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(e)  One  cannot  grasp  this  tumor  bimanually.  while  bimanual  pal- 
pability is  especially  common  in  renal  tumors. 

(d)  Wc  arc  not  told  whether  or  not  the  air-distended  colon  overlies 
the  tumor,  but  in  view  of  its  superficiality  this  seems  very  unlikely. 
Tumors  otvrlain  by  the  air-distended  colon  usually  originate  in  the 
kidney  or  retroperitoneal  glands. 

All  the  signs,  therefore,  in  this  case  lead  us  to  believe  that  the  tumor 
is  due  to  the  spleen.  Assuming,  then,  that  this  is  the  case,  we  have  to 
consider  the  following  possibilities: 

(o)  L'ukfmia  (proved  or  disproved  by  blood  exuminiition). 

(.b)  Malaria  (proved  or  disproved  by  blood  examination) . 

The  spleen  may  remain  enlarged  long  after  the  malaria  has  died 
out,  a  fact  vcr)'  frequently  illustrated  in  Armenian  patients.  In  such 
cases,  hoxsever,  the  patient  presents  no  symptoms. 

(c)  Syphilis  (anemia,  hepatic  enlargement,  and  ascites  often  accom- 
pany the  splenic  enlargement);  the  histor>',  the  evidence  of  s)-philis 
elsewhere,  the  result  of  treatment  and  of  W'asscrmann's  test,  must 
decide. 

(d)  Splenic  anemia  (diagnosis  based  upon  the  presence  of  a  chronic 
anemia,  secondary  in  type,  often  associated  with  gastric  hemorrhages. 
All  other  causes  for  splenic  enlargement  must  be  excluded). 

(t)  Cirrhosis  of  Ihf  Itvcr  and  ButUi's  disease.  In  cirrhosis  wc  have 
A  hepatogenous  splenic  enlargement;  in  Banti's  disease,  a  splenogenous 
hepatic  cirrhosis.  The  end-result  is  the  same.  W'ithoul  e\idencc  of 
cinlicws,  which  is  absent  here,  neither  diagnosis  can  be  made. 

ij)  Splenic  etdargement  of  unknown  cause  is  a  rare  but  well-recog- 
nized clinical  entity.  It  produces  no  s>Tnptoms  other  than  those  de- 
pendent upon  the  weight  and  dragging  of  the  enlitrged  organ.  The 
diagno^s  rests,  of  course,  upon  the  exclusion  of  all  known  causes, 
such  as  have  been  listed  above.  Aliscess.  neoplasm,  and  ecliinococcus 
of  the  spleen  are  so  rare  that,  for  practical  purposes,  they  may  be  dis- 
regarded. Tlie  splenic  enlargements  accompanying  acute  infectious 
disease  never  reach  any  degree  comparable  to  that  shown  in  the  accom- 
panying diagram  (Fig.  39). 

The  next  step  in  diSerential  diagnosis  cvldcndy  depends  upon  blood 
examination. 

Blood  examination  showed  277,000  white  cclfs;  4,800,000  red  cells; 
75  per  cent,  hemoploliin.  Among  the  white  cells  were  35  per  cent  of 
myeloc}^!:^;  4  per  cent,  of  eodnophiles;  2  per  cent,  of  mast  cellsi  5a  per 
cent,  of  polynuclear  cells. 

Diagnosis. — Myeloid  leukemia. 
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Case  119 

A  girl  of  &ix  ycsis,  whose  mother  died  of  quick  consumption,  entcftd 
the  hospiUii  Sc])tcinbcr  3,  1907.  Shv  <Jhiik&  thrct-  cups  of  tcu  a  day 
and  eats  considerable  candy.  She  ^^-as  recently  operated  on  for  con- 
genital cataract  at  the  £}'c  and  Ear  Inlirniar)-.  For  nine  da)-s  stie 
has  been  sufTering  from  weakness,  with  tenderness  and  ^in  in  Hk 
up  upper  quadrant  of  the  abdomen.  Seplcml)cx  i&l  the  whiii;  cells  were 
19,000.  The  temperature  was  loj**  F.  The  Widal  reaction  was  ni^- 
tiw.  There  were  no  [larasitcs  in  the  blood.  The  urine  sliuwcd  a 
moderate  amount  of  pus,  but  nothing  else  renurkable. 


»^*  nnnii-'Wi  nf3niiijrwinreT«:rp»  f^ar  ".  - 


Fig.  4». — Chart  ol  otM  1 19. 

Examined  on  Septemljer  h1,  the  child  is  found  to  have  moderate 
photophobia  and  seems  apathetic. 

Examination  of  the  aljdomcn  is  negative  except  that  in  the  left 
upper  qttadrant  there  are  considerable  tenderness  and  slight  spasm 
eactending  throu^  the  left  flank  into  the  back.  There  is  also  dulncss 
from  the  seventh  rib  (anterior  ajnllary  line)  to  the  costal  marRin.  The 
patient  is  tender  in  the  costoM-ritbral  angle.  Culture  from  the  urine 
shows  a  strain  of  colon  bacillus,  and  a  hea\-y  pus  sediment  which  lasted 
throughout  her  slay  in  the  hospital.  X-ray  of  both  kidneys  was  normal. 
The  temperature  u-as  as  shown  in  the  accompanying  chart  (Fig.  40}. 
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Discussion. — Surgical  diacnsc  of  the  kidney  is  rare  at  this  age. 
Renal  tuberculosis  and  renal  stone,  which  might  account  for  such 
pain,  arc  especially  rare  in  small  children. 

The  dulneas  in  Uic  axilla,  the  jmin,  (catf,  and  tenderness,  might 
be  accounted  for  by  pleurisy.  The  text  does  not  state  whether  or  not 
tlitse  signs  were  supported  by  auscultatory  evidences  of  disease.  We 
should  seek  for  diminution  in  the  respiratory  murmur,  with  decreased 
transmission  o(  voice-sounds  and  of  tactile  fremitus.  Friction-sounds 
might  also  be  heard.  As  a  matter  of  fact,  however,  neither  of  these 
coofirmator)'  signs  was  present,  nor  was  there  any  evidence  of  pneu- 
monia. I  mention  pneumonia  and  pleurisy  esi>ecially  because  in  diihlreo 
they  are  frequently  ushered  in  by  abdominal  pain  without  any  reference 
to  the  chest. 

The  most  notable  feature  in  the  physical  examination  is  the  presence 
of  pus  in  the  urine.  Not  many  years  ago  this  might  ha\'C  been  passed 
over  with  vcr)'  little  attention,  but  since  so  much  has  been  said  and 
written  of  acute  infection  of  ihe  kidnej-,  either  hematogenous  or  ascend- 
ing, the  urinary  sediments  arc  more  carefully  scrutinized.  We  are 
especially  on  the  alert  in  young  girls  who,  from  babyhood  up,  are  par- 
ticularly apt  to  acquire  renal  infection,  presumably  of  the  ascending  ty]>c. 
The  presence  of  the  colon  bacillus  in  pure  culture  in  urine  obtained 
under  ascpdc  precautions,  such  as  were  observed  in  this  case,  lends 
sujipori  to  the  hy[K)thesis  of  renal  infection.  In  view  of  the  ncKati%-« 
results  of  .v-ray,  renal  infection  may  be  accepted  as  a  working  diagnosis. 
(For  a  discussion  of  clinical  types  of  renal  infection  sec  Lumbar  Pain, 
p.  99.) 

Outcome.— By  the  thirteenth  of  October  the  jjaticnt  was  well. 
The  treatment  consisted  of  counterirritants,  laxati\%s,  urotiopin,  3 
grains,  three  times  a  day,  and  abundant  water. 

Diagnosis. — Renal  infection. 


Case   120 

A  wool-spinner  of  forty  entered  the  hospital  March  3, 1908.  He  had 
Iieen  in  the  hospital  four  yi-ai*  before  for  "gastric  indigestion."  One 
sister  died  of  cancer  of  the  stomach  at  lhirty-fi\e.  He  lakes  four  to  six 
cups  of  tea  a  day.    His  habits  are  otherwise  good. 

Since  the  fall  of  igoo  he  has  had  intermittent  pain  in  Ihe  if/i  hyfo- 
choniirium,  worse  on  deep  breathing,  associated  \\ith  belching,  con- 
siderable nausea  and  \nmiUng,  loss  of  appetite,  and  constipation.  The 
\*omitus  consisted  at  first  of  sour  liquid,  later  of  yellow  or  greenish,  bitter 
liquid  containing  no  pus,  blood,  or  mucus.     Taking  food  sometimes 
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makes  the  pain  better,  somelimes  worse.  He  has  often  lukcn  morphio 
to  reU<n'e  the  pain.  For  the  past  two  weeks  he  has  bad  the  pain  almost 
constantly.  He  bos  done  no  work.  His  best  weight  is  135  pounds. 
Now  he  weighs  11;. 

The  patient  is  pale  and  sallon',  with  pigmentation  about  Uie  eyes. 
His  pupiU  are  small,  equal,  and  react  vcr)'  slowly,  dtlicr  to  light  or 
distance.  The  tonsils  are  somewhat  enlarged.  The  chest  shows 
nothing  abnormal,  nor  does  the  abdomen.  The  knee-jerks  are  very 
lively.  Water-distcntion  of  the  stomach  with  a  tube  showi-d  that  tiie 
organ  held  sfi  ounces.  On  inflation,  the  lower  border  reached  about 
one  inch  below  the  aavti.  Alter  a  tcst-mcal  free  h>tlrocb)oric  add  wa» 
0.J3  per  cent.  Lactic-acid  and  the  giiaiac  tests  were  negati^'e.  No 
fasting  contents  were  obtained. 

Discussion. — We  have  here  a  long  i>eriod  of  suffering  from  chronic 
dyspepsia,  which  has  led,  as  it  so  frequently  docs,  to  the  taking  of 
morphin.  It  is  well  to  remember  this  fact,  since  abdominal  pain  that 
leads  to  a  call  (or  morphin  is  often  associated  in  our  minds  with  the 
diagnosis  of  gull-stones. 

Further  analysts  shows  us  that  the  motor  power  of  the  stomach 
is  good  and  its  outlet  free.  There  has  been  nn  vomiting  of  food,  but  only 
of  liquid  which  may  be  interpreted  as  gastric  secretion.  Tube  exam- 
ination sbo\vs  no  stasis.  Since  most  gastric  cancer  produces  pyloric 
stenosis  and  stasis,  the  absence  of  sxasis  in  this  ease,  cspodaily  in  view  of 
the  long  duntkwt  of  the  symptoms  (19C0-1908),  makes  cancer  imlikely. 

Of  leukemia,  pleurisy,  and  the  other  extragastric  causes  for  left 
hypochondriac  pain,  phyftcal  examination  shows  no  e%'idcncc.  Cancer 
oS  the  splenic  flextirc  mi^t  produce  most  of  the  sj-mptoms  here  preseBt, 
but  there  is  no  palpable  tumor  nor  visiUc  peristalsis,  no  diarrhea,  and  no 
Wood  in  the  feces.  The  constipation  here  descriljed  might  be  due  to 
many  causes. 

'Ilic  high  percentage  of  hydrochloric  add  in  the  gastric  contents  is  in 
itself  a  partial  diagnosiSi  and  might  account  for  many  of  the  symptoms. 
Our  chief  remaining  problem  is  to  rtctermine  whether  anjthing  more 
Mrious  than  hyi>c«'hlorhydria  is  present.  Many— probably  most — cases 
in  which  h)i>crchlorhydria  b  associated  with  s.vmploms  so  long  continued 
and  so  severe  turn  out  sooner  or  later  to  be  peptic  ulcer.  No  further 
exactness  of  diagnosis  is  [«»*ible  without  (^Kration.  The  alisence  of 
the  reaction  to  guaiac.  both  in  the  stomacfa-contenta  and  in  the  feces,  by 
no  means  excludes  ulcer. 

What  treatment  should  be  advised  here?  The  proper  rule  En  such 
cases  seems  to  me  to  be  ihts:  give  a  fair  trial  to  treatment  by  hy^ene, 
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diet,  and  drugs;  if  these  fail  to  make  the  patient  reasonably  com- 
fortable, advise  operation.  It  does  not  seem  evident,  from  the  data  here 
presented,  that  any  persistent  attempt  has  been  made  to  control  the 
symptoms  by  non-operative  measures.  Such  measures  should,  there- 
fore, be  tried  first  I  have  had  excellent  success  with  a  modification  of 
Lenhartz's  diet,  suggested  by  Dr.  H.  F.  Hewes,  which  consists  essentially 
of  the  following  regimen: 

For  the  firU  two  or  three  days:  For  the  riext  two  or  Ihreevxeki:      For  the  final  two  months: 

a  ounces  of  milk.  6-8  ounces  of  milk.  Milk  and  crackers. 

I  powdered  soda-cfscker.  4  powdered  cxackers.  Indian-meal  mush  wiih  cream 

I  ounce  of  sug&r.  i-i  ounces  of  sugar.  or  sail. 

To  be  given  every  Iwo  hours      Eight  such  feedings  in      Potalo  pur&;  jelly. 

while  Ihe  patient  is  awake.  twenty-four  hours.  Milk  and  whiles  of  two  eggs. 

Soft  cusiard. 

Chocolate. 

Pea  pur6e. 

Eight  feedings  in  twenty-four 
hours. 

If  the  patient  is  uncomfortable  despite  this  diet,  he  should  take 
cooking-soda  in  doses  sufficient  to  relieve  him.  What  this  dose  is  can  be 
ascertained  only  by  experiment.  It  may  be  anywhere  between  10  grains 
and  2  drams. 

Outcome. — On  a  subsequent  examination  free  hydrochloric  acid 
after  a  test-meal  was  o.ii  per  cent.  The  patient  complained  of  "cold 
sweats"  at  night,  but  under  careful  diet,  small  doses  of  calomel  and 
seidlitz,  olive  oil,  two  teaspoonfuls  after  meats,  and  an  occasional  lavage, 
he  seemed  practically  well  by  the  eleventh  of  March.  Rest  and  freedom 
from  worry  seemed  to  have  much  to  do  with  his  recovery,  which  by  the 
nineteenth  was  complete. 

Diagnosis. — Hyperchlorhydria. 

Case  121 
A  teamster,  of  forty-four  entered  the  hospital  April  4,  1908.  He 
has  always  been  well  until  four  years  ago,  when  he  was  working  on  the 
great  Clinton  dam;  a  blow  in  the  left  side  by  a  heaw  pile  laid  him  up  for 
six  weeks,  during  which  he  suffered  from  pain  in  the  left  side  and  had 
bloody  urine.  Since  that  time  he  has  never  been  entirely  free  from  pain 
in  this  region,  and  after  any  unusual  exertion  he  has  passed  bloody  urine. 
Last  fall  he  had  to  gi\e  up  work  because  of  the  severity  of  the  pain. 
Three  weeks  ago  he  had  a  specially  sharp  pain  in  the  left  kypochondrium 
just  below  the  ribs,  the  pain  traveling  down  the  left  leg,  occasionally 
to  the  left  testis,  and  up  toward  the  heart.    Since  then  he  has  had  three 
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or  four  attacks,  Ustin)>  from  li^x  to  twenty-four  hours,  all  of  the  same 
character.  When  the  pain  is  severe  he  x'omils,  and  is  relie\-ed  to  a  cvrtain 
extent  (hereby.  There  is  tcodcmests  under  the  ribs  in  the  left  hypochon- 
drium  during  and  after  his  attacks.  He  has  been  in  t>td  mom  of  the  LiAt 
three  weeks,  but  has  [lasscd  no  bloody  urine.  I-Iis  weight,  eighteen  months 
ago,  was  197  [Kiiinds;  now  it  is  167. 

Physical  cumimition  shuws  nothing;  wronf;  in  the  chest.  .The  arteries 
are  easily  iHiI|»iblc.  The  aortic  second  sound  is  louder  tlian  the  puhnonic. 
Blood -pressure,  140.  In  the  left  lumbar  re^pon  there  is  slight  rolun- 
tary  sjMsm  and  tenderness,  increused  by  inspiration. 

The  tcm|>cratufc.  pulse,  rcs|»ration,  and  blood  arc  normal. 

The  urine  unwunts  to  40  ounces  in  twenty-four  houre;  loza  in 
spocilic  gT3\nty;  it  shows  a  trace  of  albumin  and  many  fresh  red  blood- 
celb.     No  casts. 

Discussion.— Can  wc  connect  the  symptoms  with  the  injury  sus- 
tained four  years  previously?  The  )uitient  had  hematuria  immediately 
aller  this,  and  he  has  had  it  more  nr  less  ever  since.  Can  we  conceive 
any  ty|>c  of  trauma  which  would  jiroducc  an  ettctt  so  lastinKi*  I  do 
not  9CC  that  wc  can.  The  trauma,  I  think,  must  be  regardtxj  us  having 
no  im|x>rtant  connection  with  his  jircscnt  disease. 

In  the  al)scnce  of  all  bladder  symptoms,  ciiuses  of  hematuria  ari^ng 
there  doserx'e  no  further  consideration.  The  clinical  [>icturc  is  one  of 
renal  colic  associated  with  hematuria  and  a.  loss  of  30  pounds  in  weight. 
Malignant  disease  of  the  kidney-  would  produce  these  three  symptoms, 
but  would  liardly  baw  lusted  m  long.  Hither  it  would  have  killttl  the 
patient  or  it  would  ha^-e  produced  a  palpaUe  tumor.  Ilic  hemor- 
rhage^ from  nrnul  tumor  are  a|>t  to  \k  longer  continuiid  and  of  larger 
unouni,  leading  to  decitlcd  anemia. 

Tuberculosis  of  the  kidney  of  anything  like  this  dtiration  would  have 
producctt  tumor  and  [lyuria.     It  may  Ix:  easily  cxduded. 

Chninic  nephritis,  cither  of  the  glomerular  or  the  inlcntJtial  type. 
may  be  complicated  by  sudden  attacks  of  hemorrhage  utuutsocialed  with 
any  special  increase  in  the  other  urinar>-  manifcslattons  of  disease 
(casts,  cdls,  deficient  ^^ilids).  S»ich  hemorrhages  may  be  jMiinless.  or 
may  lead  to  colic,  oiving  to  the  fcirmaiicn  of  clots  and  the  difTiculiy  of 
thdr  expulsion  into  the  Nadder.  'I'he  present  case,  however,  shows  no 
rigns  of  nqihritis. 

We  bivc  left  the  two  commonest  and  most  ptiiuling  occasions  for 
hematuria:  (a)  stone  and  i/i)  unknown  cause.  Tltc  latter  is.  I  Wicvc, 
one  of  the  roost  fr«|ucnt  of  all  the  tyjtes.  of  hi-maluria.  Between  tliis 
and  stone  our  chief  nwans  of  distinction  is  the.v-ray  examination. 


PAIN  m  THE  LEFT  HYFOCHONDKIUU  255 

Ootcome. — A'-ray  taken  April  8th  showed  a  small  round  shadow  in 
the  r^on  of  the  left  kidney.  Cystoscopy  helped  to  confirm  the  diag- 
nosis of  stone.     The  stone  was  subsequently  found  at  operation. 

Diagnosis. — Renal  stone.     . 

Case  122 

A  clerk  of  thirty-five  entered  the  hospital  October  3i,  1907,  He 
was  operated  on  for  appendicitis  four  years  ago.  He.  had  left-sided 
pleurisy  at  the  same  time.  He  says  he  has  always  been  pale.  Eight 
weeks  ago  he  began  to  have  a  sore,  uneasy  feeling,  first  in  Ihe  left  lower 
quadrant,  later  in  the  left  hypochondrium,  left  hip,  and  over  the  left 
kidney  in  the  back.  He  has  also  had  numbness  in  the  leg,  extending 
from  groin  to  knee.  Three  and  a  half  weeks  ago  he  first  noticed  a 
lump  in  the  left  upper  quadrant,  and  began  at  the  same  time  to  have  a 
very  obstinate  constipation — the  bowels  moving  scantily  by  enema 
only.     No  blood  seen  in  the  stools. 

Examination  showed  pallor  of  the  mucous  membranes  and  negative 
chest,  while  in  the  left  upper  quadrant  there  were  marked  resistance 
and  tenderness.  There  is  also  considerable  tenderness  over  the  anterior 
muscles  of  the  left  thigh.  Four  days  later  palpation  of  the  left  flank 
had  become  easier,  and  a  mass  filling  the  whole  flank  from  back  to 
front,  immobile  and  slighdy  tender,  was  easily  felt.  Blood-pressure 
normal.  The  inflated  colon  lay  in  front  of  the  mass.  Urine:  40  oimces 
in  twenty-four  hours;  normal  color;  1020;  no  albumin;  sediment 
negative.     (See  Fig.  41.)     Physical  examination  otherwise  negative. 

Discussion. — Is  it  possible  that  this  patient's  pleurisy  of  four  years 
ago  is  in  any  way  connected  with  his  present  symptoms?  It  is  a  familial 
fact  that  after  any  pleurisy  most  patients  ha\e  a  certain  amount  of 
pain  in  one  or  another  part  of  the  affected  side  of  the  chest,  a  pain  that 
lasts  on,  oftentimes,  for  months  and  e\en  years.  But  in  such  cases  we 
expect  to  find  some  residual  signs  of  the  old  pleuris)',  and  there  seems 
to  be  nothing  of  the  kind  here.  It  is  obvious,  moreover,  that  pleurisy 
could  not  explain  more  than  a  small  fraction  of  the  facts  in  this  case. 

Leukemia  would  explain  the  lump  and  the  pallor.  E\en  in  advance 
of  blood  examination,  however,  leukemia  is  practically  excluded  by 
the  fact  that  the  colon  passes  in  front  of  the  tumor.  The  blood  examina- 
tion was  also  negative. 

Cancer  of  the  splenic  flexure  of  the  colon  would  produce  a  mass  in 
just  this  situation,  and  might  account  for  all  the  pains  here  described. 
We  should  expect,  however,  if  such  a  cancer  existed,  to  get  some  of 
the  ordinary  evidences  of  intestinal  obstruction,  such  as  visible  peri- 
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sUbis,  intestinal  noise,  gross  or  occult  blood  in  the  stools,  duirrbca,  or 
conslipalion.  None  of  these  symptoms  was  present  except  the  con- 
sti[ialion,  which  nuiy  nell  hn\-c  been  due  to  other  causes. 

The  tumor  is  in  the  position  usually  occupitd  by  growth*  arising 
from  the  ktdnej-.  Tuberculosis,  c>-sl,  and  neoplasm  may  be  considcrwl. 
Against  lutxTcuIosis  ts  the  fact  that  we  ha\i:  no  fc^er  and  no  pyuria. 
The  amount  of  puin  and  the  extent  of  Its  radiations  exceed  what  wc 
usually  Gnd  in  rcnul  tuberculosis.  The  latter  remark  apjdics  abo  to 
renal  cysts,  which  often  attain  a  much  larger  size  than  the  mass  here 
present  without  producing  any  pain  at  alL  Mo6t  chronic  renal  o^ts 
also  produce  an  eie\-atton  of  blood-pressure,  which  diil  not  exist  here. 
New-growths  of  the  kidnc>-  might  explain  all  the  symptom*  tliat  arc 
here  present,  but  in  most  cases  would  also  cause  hematuria.  "IV- 
nodular  surfaor  of  the  growth,  if  the  obscrration  be  correct,  would 
identify  it  almost  certainly  with  a  neoplasm.  In  some  cases,  bow- 
ever,  the  irregularities  of  a  c>'Slic  kidney  or  of  a  tuberculous  kidnc)- 
fcel  verj'  much  like  the  nodules  of  mali^ant  disease. 

Outcome. — The  patient  was  o{wTated  on  March  35th,  and  hy{)er- 
nephroma  found, 

DiagnosU. — Hypemephroma. 

Cmst  123 

A  single  woman,  Ihirtj'-threc  years  old,  n-as  5rst  seen  June  aS, 
1901.  Family  history,  personal  history,  and  habits  cxceUent.  Kight 
years  ago  she  weighed  isa  pounds;  now,  104, 

For  two  years  she  has  Imd  almost  daily  attacks  of  severe  gerteral 
bcllj-achc  with  rumblings;  the  jMin  is  worse  in  the  left  h}-pochoodrium, 
lasting  one  to  twelve  hours,  doubling  her  up,  making  her  cry  aloud, 
and  radiating  to  the  left  shoulder.  The  pain  has  no  dear  relation  to 
food.  When  the  [>ain  occurs,  she  usually  ^■omit&,  and  is  promptly  re- 
lieved thereby,  but  in  the  last  sc%-en  months  she  has  \'oniitcd  only  twicc- 
Vomitus  consists,  as  a  rule,  of  food  eaten  recently,  but  on  several  occa- 
sions it  has  contained  food  calcn  two  dax's  before  and  exceeding  the 
amount  of  the  last  meal. 

She  has  distress  and  acid  eructations  one-half  to  one  hour  after 
meals.  Diarrhea  often  comes  with  ll>c  ailncks  of  pain  (3  or  4  move- 
ments).   Mucus,  but  no  blood,  has  been  seen  in  the  feces. 

She  has  worked  except  durini;  parox)-sms  of  pain. 

£vdmi»fo/)o»i.— Well  nourished.  \'isiblc  peristalsis  bdow  the  navd. 
with  slight  general  fulness  of  the  abdomen.    Much  gurgling.    No 
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tenderness.    Leukocytes,  8800;  hemoglobin,  95  per  cent.     Borborygmi 
can  be  heard  all  over  the  house. 

Stomach  and  its  contents  negative.  Temperature  (three  weeks) 
normal. 

DiBCOBsion. — ^The  complaint  of  long-standing  gastric  pain  and 
the  evidences  of  gastric  stasis  make  it  reasonable  to  consider  briefly 
the  possibility  of  hyperchlorhydria  or  of  a  constricting  ulcer  near  the 
pylorus.  Most  of  the  patient's  complaints  might  be  thus  accounted 
for.  Two  facts,  however,  militate  against  this  diagnosis:  (a)  Peristalsis 
is  visible  below  the  navel.  In  a  well-nourished  patient  this  has  con- 
siderable diagnostic  value,  and  points  to  the  intestines  rather  than  to 
the  stomach  as  the  source  of  trouble.  (6)  Very  loud  intestinal  noise 
is  a  feature  of  the  case.  This,  like  the  peristalsis,  directs  our  attention 
away  from  the  stomach. 

The  record  of  the  physical  examination  is  printed  here  as  it  was 
g^ven  me  by  the  attending  phj-sician.  In  it  we  lack  the  data  necessary 
to  exclude  lead-poisoning  and  tabes,  either  of  which  might  account  for 
part,  if  not  for  the  whole,  of  the  symptoms.  My  own  examination  dis- 
closed no  lead  dotting  of  the  gums,  no  basophilic  stippling  of  the  red 
cells,  no  abnormalities  of  the  ocukr  or  tendon  reflexes.  The  age  and 
sjmptoms  are  consistent  with  gastric  neurosis  were  it  not  that  visible 
peristal^  is  revealed  by  examination. 

With  the  exclusion  of  the  possibilities  mentioned  above,  chronic 
intestinal  obstrucdon  is  left  as  the  most  plausible  diagnosis.  But  what 
is  its  cause?  In  any  patient  who  has  had  no  known  cause  for  the  forma- 
tion of  adhesions  within  the  peritoneal  cavity  {appendicitis,  pyosalpinx, 
or  gall-bladder  disease,  with  or  without  operation),  cancer  is  the  com- 
monest cause  for  chronic  intestinal  obstruction.  The  age  of  this  patient 
does  not  enable  us  to  exclude  this  disease.  More  important  evidence 
against  cancer  is  the  duration  of  the  symptoms.  Cancer  of  the  gut 
often  lasts  two  years  or  more,  but  in  such  cases  it  usually  produces 
a  palpable  tumor.  In  the  absence  of  any  such  tumor  our  best  diagnosis 
is:  chronic  intestinal  obstruction  of  unknown  origin;  the  most  significant 
symptoms  being  the  visible  peristalsis  and  the  loud  intestinal  noise. 

Outcome. — Operation,  July  17th,  showed  strictures  i  to  6  inches 
long  in  the  smaU  gut.  The  gut  was  thickened  and,  in  the  contracted 
portions  of  it,  tubercles  could  be  seen. 

Diagnosis, — Tuberculous  enteritis. 
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CHAPTER  VI  n 

RIGHT  ILIAC  PAIN 

Cue  124 

A  r.iSL.  riftcrn  >x-an  old,  was  Cir^l  'itxn  July  3t,  1898;  six  months 
ago  she  began  to  get  run  down.  Pall<>r,  d)-s|>nca,  ancniia,  and  weak- 
ness brought  her  to  the  out-patient  dcgortnu^t,  where,  March  36th,  the 
bemoKtohin  was  found  to  be  55  per  cent.  Indent  had  moderate  general 
abdominal  pain  ihroughout  her  illness,  but  did  not  com|.>lain  loudly  of 
it  until  June  sist,  when  it  began  to  l)c  localized  chiclly  in  the  right  iliac 
ngioiL  It  b  more  soreness  than  {min,  she  «ay%.  Jolting  in  a  wagon 
nr  risini;  from  a  chair  aji^n^vates  it.  She  Iimp6  tn  walking  lately. 
Ollierwisc  fLi-!s  well.  No  fcvxT  (l^^'o  weeks'  olMervulion).  Bowels  rqj- 
ular.     Last  meni^tnial  period  ten  dav-s  ago. 

Exo0iinalwn. — N'egaii^-e  save  for  a  large  hard  "calcc"  filling  nxiet 
of  the  right  iliac  region  nearly  to  Poupart's  ligament.  On  the  tower 
side  of  the  mass  is  a  tender  pronuocncc  diugonully  placed.  Leukocytes, 
7400;  hemoglobin,  95  per  cent  L'rine  n^ati\'c.  Vaginal  examtnatiai 
negative. 

Discussion. — Ttic  essential  |>oint  in  this  case  ts  the  presence  in 
the  right  iliac  region  of  a  large  mass,  associated  with  anemia  and  pre- 
ccdefl  in  its  de^'elopment  by  a  considerable  |>eriod  of  generiil  constilu- 
lional  si|-mptom&,  such  as  weaknts  and  dx'Siines.  All  this  In  a  girl  of 
fifteen  can  hanlly  be  due  to  the  catifie  which  ordinarily  produces  such 
qrmptoms  in  the  latter  half  of  life  -namely,  malignant  disease. 

For  appendicitis  nr  pyosalpinx  the  onset  seems  rather  too  gradual, 
the  preceding  conslitutiixul  s>in[>toms  too  marked,  the  fevx-r  and 
leukocyte  count  too  low.  W'hat  was  knoun  as  to  the  girl's  drcum- 
stances  seemed  to  render  gonorrheal  infection  vcrj-  unlikely. 

Ovarian  tumotB,  C3(>edally  those  of  the  dermoid  iy]>c,  may  occur  in 
girls  of  ihb  age,  but  rarely  produce  so  much  consiitutional  disturb- 
artce,  and  are  not  apt  to  be  described  as  n  "cake,"  being,  as  a  rule, 
clastic  and  globular.  The  catamenia  have  been  regular,  ihc  last  period 
occurring  so  recently  that  cxtraulerine  pregnancy  seems  impos&ible. 

Many  points  in  the  case  suggest  pericecal  tuberculosis.  These 
points  are  especially  the  early  general  weakness  and  anemia,  the  slow 
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Obstnictian  in  the  ileocecal  region  {neoplasm,  iuherculosh,  adhesions) 
occasionally  produces  right  iliac  pain.  As  a  rule,  however,  the  pain 
is  not  thus  localized. 

Inguinal  hernia  produces  usually  an  inguinal  pain  with  radiations 
which  may  involve  the  iliac  and  other  neighboring  regions. 

Any  of  the  causes  of  generalized  abdominal  pain  {e.g.,  tuberculous 
peritonitis)  may  produce  right  iliac  pain.  Conversely,  the  local  causes 
above  mentioned  may  in  exceptional  cases  lead  to  generalized  pains. 

Many  of  the  dragging  "  bearing  down  "  inguinal  pains  of  debilitated 
women  (see  page  8o)  extend  now  and  then  to  one  or  the  other  iliac 
region. 
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ooaet  and  moderate  degree  of  abdominal  soreness,  the  large  size  of  the 
mass.  Against  this  diagnosis  is  the  absence  of  fever  and  of  any  con- 
siderable disturbance  of  the  bowels.  One  expects  constipation,  with 
or  without  intervals  of  diarrhea.  The  diagnosis  then  hes  between 
o\'arian  cyst  and  pericecal  tuberculosis,  inclining  rather  toward  the  latter. 

Outcome. — Opra^tion,  August  4th,  showed  a  tumor  the  size  of  a 
lemon,  studded  with  tubercles — pericecal  abscess  with  the  tube  also 
involved. 

Diagnosis. — Pericecal  tuberculosis. 

The  two  following  cases  do  not  seem  to  me  to  admit  of  any  acctu^te 
differential  diagnosis  previous  to  operation.  They  are  introduced  here 
to  surest  the  variety  of  clinical  pictures  which  pericecal  tuberculosis 
may  present. 

Case  125 

A  little  girl  of  six  was  first  seen  September  19,  1905.  She  had 
whooping-cough  January,  1905.  Since  then  she  has  made  frequent 
complaints  of  pain  in  the  right  iliac  fossa,  worse  after  meals,  and  has 
vomited  almost  every  day.  For  five  months  she  has  had  tenderness 
in  the  painful  region.    No  other  complaint. 

Appetite  good;  bowels  regular;  uiine  normal. 

Examination. — Poorly  nourished.  Chest  negative.  Belly  nega- 
tive, save  for  sl^ht  tenderness  in  the  region  of  the  appendix.  Leuko- 
cytes, 8000.    No  fever. 

Operation  as  for  appendicitis.  Tuberculosis  was  found  in  a  loop 
of  small  gut  about  four  inches  long.  This  was  excised  and  the  diag- 
nosis confirmed  by  microscope. 

A  year  later  (November  28,  1906)  was  in  "splendid  general  condition. 
Appetite,  bowels,  and  sleep  satisfactory.  Some  thickening  in  cecal 
region."  "Several  abscesses  have  broken  through,"  and  in  October 
she  entered  the  Children's  Hospital  and  was  very  sick  for  twelve  days. 

Pain  occasionally  wakes  her  at  night  (spasmodic  pain  with  rumb- 
ling), but  she  soon  drops  asleep.  She  sometimes  vomits  with  pair — 
once  daily  on  an  average.  Wets  bed  once  or  twice  a  week.  Is  listless 
and  disinclined  to  exertion.  No  dyspnea.  Weight,  31  pounds.  Slight 
resistance  in  appendix  region.     No  spasm;  no  tenderness. 

Diagnosis. — Pericecal  tuberculosis. 

Case  126 

A  young  Ass3'rian  was  admitted  March  19,  1906,  for  chronic  appen- 
dicitis.    Several  attacks  of  right  iliac  pain  in  the  past  year.      Diarrhea 
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with  one  atlack.    No  ii-omiting.    Mcsl  of  the  attacks  last  a  few 
only.     Bowds  regular. 

Examinciion. — Chest  negative.  BcJIy  negatire  except  for  a  large 
mass  indefmiicly  outlined  in  the  right  iliac  region,  with  slight  lendcnuaa' 
and  spasm. 

Mass  was  not  affected  by  free  catharsis.  Comfortable.  No  fcva. 
Pulse,  tfo. 

Operation  March  3ist:  Some  (m*  fluid.  A  nodular  mass  in  tlic  ileo- 
cecal rcRion.  Similar  smaller  masses  could  l>c  felt  in  the  mescnlerj'  and 
along  the  cecum.    Cecum  adherent. 

.^Iiril  i4lh  discharged  well. 

Microscopic  examination  of  excised  piece  showed  tuhrrculosis. 

Diagnosis. — Tulwrculosis  of  the  cecal  region. 

Cas«  127 

Consulted  October  23,  1903.  by  a  married  woman  of  thirty-one 
who  has  had  left  tube  and  o\-ary  removed  at  Boston  City  Hospital  in 
189;.  For  eighteen  months  she  has  been  more  or  less  constantly  in 
pain,  referred  to  the  right  kiwer  quadrant  For  the  past  six  weeks  it 
has  iKen  sc^'erc.  No  fi'\Tr  or  chills.  I.ast  menses  in  July,  and  again^ 
three  weeks  l>efore  entrance,  when  she  flowed  for  five  da>'s,  using  &ve 
napkins  a  day.    Many  dots  come  away,  one  the  size  of  a  hen's  egg. 

The  diagnosis  of  the  attending  physician  is  extrauterine  pregnancy. 

K.Ydwt/iw//(»i.— Tenderness  over  the  uterus  and  in  apiicndix  region. 
Mo\-ablc  {x'U'ic  mass  on  the  right,  thouglit  to  be  closely  attadied  to  ttie 
uterus,  which  docs  not  seem  enlarged. 

The  patient  ran  a  iJightly  ele%'sted  temperature  with  a  normal  pulse. 
Hfr  gaierul  (ondUion  was  txcetlftil.     Twel\"c  da>'s'  obscrralion. 

Discussion.— 'ITie  essentials  in  this  case  are  right  iliac  pain  o( 
eighteen  months'  duration  and  amenorrhea  of  three  months.  The 
latter  fact  strongly  inclines  us  to  belieiv  that  the  genital  Iracl  is  in- 
vohed.  and  lends  to  cxcludL-  a  simple  appendicitis.  Amenorrhea  is 
consistent  with  any  of  the  following  pessibilities:  Normal  pr^piancy, 
extrauterine  pregnancy,  pyosalpinx.  ovarian  cjist,'  fibroid  tumor,  peri- 
tubal tuberculosis.  It  is,  however,  less  frequent  in  o\'arian  c>'8ts  and 
in  [lyosalpinx.  and  \tr!  miicli  less  frequent  when  fibnnd  tumon  are 
present  than  in  either  form  of   pregnancy.     The  flow  which   is  said 

■  I  iluXI  nuke  no  aiicnpt  in  ihk  or  In  «jli*rr)tirnt  caaat  to  <lb(iii^Ui  bci«t««i  nwrfaa 
and  puinvrtaa  cjm*.  nor  )«t«««a  riihrr  t4  ihac  •wl  ■  cvm  i4  ihe  \mmA  lig»Bicni  ia  m 
^ydiM»l|»liuL  I  do  Bot  bdien  ihu  ibtac  can  ofieo  be  dutinicubheil  bjf  pAfiiul  «■• 
mlMdcM  stone. 
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to  have  occurred  three  weeks  before  entrance,  came  at  a  time  not  cor- ' 
responding  to  the  menstrual  period.  In  many  ways  it  sounds  like  a 
miscamage,  but  one  must  be  on  one's  guard  when  patients  give  a 
history  such  as  this,  for  not  infrequently  stones  of  pure  fabrication  are 
designed  to  induce  the  physician  to  curet  the  uterus  and  thereby  to 
bring  about  a  miscarriage. 

Very  possibly  the  diagnosis  might  have  been  made  clearer  had  a 
uterine  sound  been  introduced,  but  in  view  of  the  possibility  of  pregnancy 
this  was  obviously  improper.  On  the  whole,  the  diagnosis  seems  to  me 
to  be  impossible,  and  the  case  is  introduced  merely  as  an  example  of 
the  present  limitations  of  our  diagnostic  skill. 

Outccnue. — Operation  for  ovarian  cyst  revealed  normal  pr^nant 
uterus  (three  mcmths)  strongly  right  latero-verted.  Subsequently 
tried  to  miscarry  at  six  months  but  failed,  and  child  was  bom  at 
term  (Boston  Lying-in  Hospital). 

Diagnosis. — Normal  pr^nancy. 

Case  128 

A  married  woman  of  forty-two;  has  one  child  two  years  old,  and 
suffered  a  miscarriage  three  years  ago. 

For  three  months  has  had  periodic  attacks  of  pain  in  the  right 
lower  abdomen  which  make  her  feel  "sick  all  over."  These  came  at 
first  every  four  weeksj  now  every  two  weeks.  Vomiting,  constipation, 
distention,  relieved  by  enemata.     Catamenia  normal. 

Last  attack  began  ten  days  ago,  and  pain  has  persisted  since.  It 
shoots  into  right  hip  and  flank.  When  she  reaches  out  for  anything 
she  has  a  sense  of  tendon  in  the  right  lower  belly. 

Examination. — ^Hard,  smooth  tumor  in  right  iliac  r^ion,  fairly 
tender,  about  size  of  a  large  orange.  No  fluctuation.  Vaginal  examina- 
tion cannot  determine  whether  or  not  tumor  is  connected  with  uterus. 
No  fever.    Leukocytes  normal. 

Discussion. — We  rightly  consider  appendicitis  in  every  patient 
who  complains  of  right  iliac  pain,  but  in  the  present  case  this  possibility 
may  be  promptly  dismissed.  An  appendix  abscess  rarely  if  ever  lasts 
so  loi^  or  attains  such  a  size  as  this  without  producing  more  con- 
stitutional and  local  disturbance. 

Tubal  abscess  would  probably  produce  more  tenderness,  and  rarely 
attains  this  size.  The  woman's  age  is  not  typical  for  tubal  disease,  though 
this,  in  itself,  is  not  a  point  of  great  importance. 

The  tumor  suggests  especially  uterine  fibroid  and  ovarian  cyst. 
Fibroids  are  more  apt  to  be  situated  in  the  median  line  and  to  be  obvi- 
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*ous)y  coontcted  with  the  uterus.  They  are  rarely  smooth.  Unless  they 
lead  to  profuse  flowing,  they  usually  cause  no  s>-mptoms  o(  any  impor- 
tuncc  until  a  considerably  grciticr  size  hu  been  reached. 

Except  for  its  extreme  hardness  and  the  absence  of  mobilit)*,  the 
tumor  ts  fairly  typical  of  ovarian  cyst.  Cysts  of  this  suie  rudy  produce 
marked  s>'mptoms  unless  the  pedicle  becomes  twiBtttl,  with  rcsultinf; 
necrosis,  hemorrhage,  or  local  peritmilis.  Any  of  tJie&e  conditions  may 
be  here  present 

Outcome. — Operation  sho«-ed  a  cyst  the  size  of  a  child's  head. 
Its  pedicle  was  twisted.  The  patient  was  discliarRcd  in  throe  weeks. 
A  year  later  she  was  heard  from  and  had  remained  entirely  well  since 
her  operation. 

Diagnosis. — Ovarian  c>-st  with  twisted  pedide. 

Case  129 

.\n  Italian  laborer  of  twcnt>--four  entered  the  hospital  August  22, 
1908.  compkdning  of  right  iliac  jwln  which  has  been  severe  only  for 
ten  da>-s,  but  had  troubled  him  oH  and  on  since  March.  He  has  had 
no  constipation,  vomiting,  jaundice,  or  headache; 

The  pftin  is  worec  at  night,  b  somewhat  relic\'ed  by  applicationfl 
of  iodin,  and  somewhat  increased  by  the  taking  of  food. 

Worked  until  four  days  ago.    Family  and  previous  history  good. 

ExominatioM. — Scars  in  the  neck  near  the  angle  of  the  jaw.  Tender- 
ness throughout  the  belly  on  deep  ]>ressure,  most  marked  In  the  right 
iliac  region.  Physical  examination,  including  the  blood  and  urine,  lem- 
penitur^  pulse,  and  respiration,  shou*cd  nothing  else  that  was  abnormal. 

Discussion. — This  case  was  operated  upon  as  one  of  acute  appendi- 
citis. .\gainst  this  diagnosis,  howe\'cr,  were  urged  tlie  following  con- 
siderations, to  which,  as  I  think,  insufficient  attention  was  paid.  Tbe 
patient's  pain  was  never  sharp  and  never  well  localiied.  The  same  was 
tiuo  of  his  tenderness.  He  never  suffered  from  constipation,  \'omiting, 
or  fever;  his  blood  showed  no  leukocytosis.  In  vicxv  of  these  facts  it 
seems  to  mc  that  all  the  other  possibilities  should  ha^'c  been  considered. 

Ilis  s}'mptoms  have  been  of  Ion;;  slimding  and  have  increased  little 
in  sc\'critr.  The  long  hislor>'  of  the  case,  the  scars  in  the  neck,  and  the 
bet  that  the  patient  is  a  recently  arri^'ed  Italian  immigrant,  make  ab- 
dominal tubcrculoas  a  genuine  possibility'.  Many  cases  of  abdominal 
tuberculosis  [iroducc  no  more  symptoms  than  arc  here  described,  al- 
Ihouf^  the  absence  of  fever  b  somewhat  surprising. 

The  {ttin  has  none  of  the  radiations  chatacteristic  of  stone  in  th« 
mvter,  and  there  has  l>ecn  nothing  in  the  urine  to  suggest  this  disease. 
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Gall-Stone  pain  is  sometimes  referred  to  tlie  right  iliac  rtgioD,  but  no 
diagnofiis  of  gall-stone  disease  is  pos&ible  upon  the  evidence  here  pre- 
sented. There  seems  no  good  reason  to  susjject  any  part  of  the  gastro- 
intestinal tract. 

Young  Italian  laborers  rarely  suffer  from  functional  neuroses.  I  haw 
once  tinown  a  case  somcAvhat  similar  to  this  in  which  the  patient  turned 
out  to  be  a  malingerer,  but  he  liad  ol>^'iuus  rc:usons  for  his  lies,  while  this 
patient  has  none.  On  the  whole,  I  think  that,  had  tuberculosis  been 
seriously  considered  by  the  surgeon  who  performed  the  operation,  the 
diagnosis  of  appendicitis  would  never  have  been  made 

Outcome. — Operation  revealed  u  normal  appendix.  Many  glands 
of  tlic  size  of  marbles  were  felt  in  the  mesentcr>'  and  along  the  spinal 
column.  Two  of  them  seemed  a  little  soft  on  one  side.  The  patient 
made  a  rapid  and  permanent  recover^'. 

The  outcome  of  this  case  seems  to  me  to  prove  that  the  glands  were 
tuberculous.  The  patient's  recovery  proves  that  they  were  not  mallg- 
nant,  and  tliere  is  nothing  to  make  tis  suspect  typhoid.  What  should 
have  been  the  treatment  had  the  diagnosis  been  known  before  operation? 
Cieariy,  I  think,  it  should  ha\e  been  purely  a  hygienic  and  dietetic 
one,  similar  to  that  applied  in  pulmonary  tuberculosis. 

Diagnosis.^ — Tabes  mesenterica. 


Case  130 

A  youn^  married  woman  complains  tliat  since  her  second  child  was 
bom,  four  months  ago,  she  has  had  intermittent  right  iliac  pain  in  spells 
(rf  one  to  two  weeks.    It  is  worse  on  standing  or  exertion. 

Examination. — Slight  enlargement  of  the  thyroid.  Flat,  globular, 
smooth  mass,  (he  size  of  a  grape-fruit,  is  felt  in  right  ihac  region.  It 
can  be  moved  to  tlie  other  side  of  peh-is.  Distinct  fluctuation  wave  over 
it    No  connection  with  uterus  can  be  made  out. 

Next  day  (September  15th),  at  4  P.  m..  sudden  right  iliac  agony  with 
\x«nlting.  It  lasted  until  12  P.  M.  Then  she  slept  {no  drug).  Free  tluid 
«-as  demonstrated  in  the  peritoneal  canty. 

September  i6th,  comfortable  in  day — similar  attack  in  evening. 

September  i7ih:  Operation:  Ovarian  cyst  with  twisted  pedicle  (free 
bloody  fluid — <M  usual). 

Discussion. — This  is  a  typical  case.  f|uite  easy  of  diagnosis.  The 
snwotb,  globular,  painfiil  mass  in  the  rii;hi  iliac  region,  the  free  mobility 
oi  the  tumor,  the  sudden  advt-nt  of  agonising  pain,  and  the  endcnces 
ol  free  fluid  in  the  peritoneal  canty  make  up  the  tjT)ical  picture  of  oxurian 
cyst  with  twisted  pedicle.    In  manj',  perhaps  most,  cases,  howe\w,  we 
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cannot  be  so  &ure  cither  of  th«  c>'st  or  of  the  twist  because  wc  ha\-c  had 
no  opportunity  to  question  and  examine  the  patient  prc\-ious  to  the  adx-cni 
of  any  acute  symptoms.  Yen*  large,  centrally  placed  cvbis  are  recog- 
nimblc  in  cue  they  project  sharply  forward,  leaving  the  llanks  coropan- 
tivdy  free  from  bulging  and  still  resonant  on  jicrcussion.  The  dia;;- 
Dous  is  much  aided  if  the  patient  has  Itccn  able  to  notice  that  the  tumor 
originated  at  one  side  of  the  ultdomrn  and  only  assumed  its  central 
position  at  a  later  date.  Out  the  majority  of  jiaticnts  remember  nothing 
of  the  kind  and  pay  no  special  attention  lo  their  c«indition  until  it  ftnulu- 
ally  dawns  upon  them  that  the  cntafRcment  carmot  be  due  either  tu 
fat  or  to  the  so-called  "high  stomach."  rndcr  these  conditions  it  may 
be  difficult  or  imposable  to  distir^uisli  the  disease  from  tulxrculous 
peritonitis.  The  other  and  commoner  causes  of  ascites  (dirbosis,  cardiac 
or  renal  disease,  cancerous  [icritonitist  arc  more  easily  recognixetl. 

In  another  group  of  cases  the  cj'St  is  smaller  and  bears  no  great  re- 
semblance lo  an  ascitic  accumulation,  but  is  of  such  a  board-like 
hardness  that  we  can  scarcely  inutf^nc  its  contents  to  be  fluid.  A  careful 
examination  under  ether  and  the  introduction  of  a  uterine  sound  nill 
usually  determine  the  jioint. 

As  a  rtilc,  it  is  useless  to  attempt  any  distinction  of  the  dilTcrent 
varieties  of  ovarian  tumor.  Occasionally  the  smaller  and  more  solid 
tumors  <ovarian  fibrind.  cancer,  or  sarcoma)  tnuy  Ik  recognized  by  their 
con»stcTvcy,  and  especially  by  their  association  with  ascites,  which  is 
much  commoner  witli  solid  than  with  cystic  tumors. 

The  occurrence  of  a  t»'ist  in  the  pedicle  ni  an  oi'arian  tuntor  is  often 
recogniiccd  without  difficulty,  |>ft>nded  wc  ha^i;  seen  and  studied  the  case 
before  the  twist  occurred.  If  wc  know  that  an  ovarian  tumor  is  present, 
the  occurrence  of  any  kind  of  acute  alidoniinal  symptom  is  strongly  m^- 
Kcslivc  of  a  twist.  But  if  we  see  the  patient  for  the  first  time  after  the  acute 
symptoms  have  appeared,  it  may  be  quite  impossible  to  make  oul  any* 
thing  which  enables  us  to  distinguish  the  condition  from  pcrfoniii\-c 
[>t'riloatlt»  or  intestinal  olntruction.  The  aMomen  m^tv  lie  so  lender  and 
its  muscles  so  spastic  that  nothing  definite  is  distinguished  on  physicil 
examination,  while  the  pain,  \-omtting,  conslifuition,  and  Kt'ncral  pru«- 
tralion  are  quite  equix-ocal. 

DlatQOiii.— Oxaiian  cyst  wjth  twisted  pedicle. 
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Cose  131 

A  se\-cnteen-ycar-old  school-girl  has  had  three  attacks  like  the  |>resent 
one.  the  last  eight  months  ago.    Calamenia  regular  and  nomul. 
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Yesterday  general  abdominal  pain,  with  vomitiiig  and  diarrhea, 
brought  her  to  her  physician. 

ExamtfUttion. — Temperature,  102°  F.;  pulse,  105;  respiration,  25. 
Slight  rigidi^  and  considerable  tenderness  in  right  iliac  region.  Leuko- 
cjrtes,  14,000.  Operation:  Normal  appendix.  Considerable  bloody 
fluid  in  pdvis.  Ruptured  ovarian  cyst  one  inch  in  diameter,  whence 
oozed  gelatinous  material. 

DiBcuBBion. — Much  that  was  said  in  the  discussion  of  the  last  case 
applies  equally  to  this  one.  With  no  accurate  knowledge  of  her  condi- 
tion previous  to  the  present  attack,  appendicitis  was  the  most  natural 
and  reasonable  diagnosis.  Such  mistakes  carmot  be  avoided.  It  is  on 
this  account  that  I  have  not  discussed  ruptured  ovarian  cyst  in  detail 
among  the  possibilities  to  be  considered  in  differential  diagnosis,  as  I 
have  intended  to  deal  chiefly  with  the  recognizable  and  verifiable  possi- 
bilities. 

Diagnosis. — Ruptured  ovarian  cyst. 

Case  132 

A  married  woman  of  forty-seven  was  seen  January  25,  1908.  Eight 
months  ago,  on  getting  out  of  bed,  she  felt  sudden  sharp  right  iliac 
pain,  which  ceased  in  one  hour  on  lying  down.  Many  attacks  since — 
lately,  three  or  more  every  week. 

Two  months  ago  noticed  a  lump  in  right  side  of  belly.  Thought 
she  was  getting  fatter  there;  lump  seemed  larger  during  the  attacks  of 
pain.    Thinks  she  has  lost  weight  in  the  rest  of  her  body, 

Examiruiiion. — Thin,  worn  face.  Belly  prominent,  especially  to  the 
right  of  the  median  line  below  the  navel.  Dull  here,  tympany  elsewhere. 
A  large,  slightly  compressible  mass,  extending  from  the  pelvis  to  a  hand's 
breadth  above  the  navel.  Not  tender;  freely  movable.  Vaginal  ex- 
amination adds  nothing. 

Operation  revealed  a  multilocular  ovarian  cyst  about  24  cm.  in  diam- 
eter. There  were  no  adhesions  except  a  few  about  the  appendix. 
Well  in  two  weeks. 

Discussion. — This  case  is  introduced  to  exemplify  the  occurrence 
of  attacks  of  pain  in  connection  with  an  ovarian  cj'st  easily  recognizable 
as  such.  These  attacks,  however,  were  demonstrably  not  due  to  a 
twisting  of  the  pedicle.     Their  cause  is  not  explained. 

Diagnosis. — Ovarian  cyst. 
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A  inan  of  forty-dghl  has  had  for  tvo  da>*s  pain  in  right  ude  of  belly, 
extending  to  the  back,  tending  to  shoot  upward,  and  increased  by  motioa. 
Dull  ache  nith  exacerbations.    No  other  eymploms. 

Tcmjxrrature,  loo"  F,;  pulse,  62.     Leukocytes,  12,000. 

Tenderness  in  right  loin  and  along  the  urctvr  do^^'n  to  McBumcy'a 
point.    No  muscular  spasm.    Urine  normat. 

The  (enderest  areas  are:  (a)  Midway  between  the  ribs  and  the  ante- 
rior superior  iliac  spine;  (b)  over  the  rifiiit  kidney, 

Discussioo. — Although  this  case  was  diagnosed  and  operated  upon 
as  appendidtis,  there  arc  several  points  distinctly  against  that  diagnosis. 
In  the  first  place,  it  is  import-int  tliat  the  pain — and  especially  tlje  tcndcr- 
DCS6 — centered  rather  in  the  I<»n  and  ova  the  ureter  than  at  McBumcy'* 
point.  The  absence  of  muscubr  spasm  is  also  distinctly  against  appen- 
dicitis. Dull  aching  pain  with  exacerbations  occurs  in  appendicular 
colic,  but  also  in  colic  of  other  origin  (Intestinal,  biliary,  renal,  uterine). 

So  much  in  this  case  suggests  kidney  that,  cvm  though  the  urine  is 
normal,  cystoscopy  and  the  introduction  of  a  catheter  into  the  ureters 
swms  indicated. 

Outcome.— Operation  showed  in  the  ureter  a  stone  the  siae  of  a 
large  bean.    Recovery  was  uneventful. 

Diagnosis. — Stone  in  the  right  ureter. 

Cas«  134 

A  factor)'  girl  of  twenty-four  entered  the  hospiul  June  at,  1906. 
She  had  pleurisy  eighteen  months  ago.  One  month  ago,  without  known 
cause,  her  abdomen  began  to  be  sore  and  lender  on  pressure,  especially 
in  the  lower  [lortion  and  on  the  riglit  side.  There  has  been  no  actual 
pain,  but  she  has  been  too  weak  to  work,  and  has  been  part  of  the  time  in 
bed.    The  menses  have  been  regular  and  normal. 

Physical  examination  showed  normal  temperature,  pube,  and  res- 
ptntion,  nothing  abnormal  in  the  cbc$l,  general  rigidity  of  the  abdomen, 
eqiedaUy  in  the  right  lowet  quadrant,  where  there  are  marked  tender- 
Mss  and  an  oval  mass,  the  azc  of  half  a  lemon,  raised  abo^'C  the  surface. 

Discussion. — The  presence  of  a  mbed  mass  in  the  region  of  the 
appendix  narrows  the  field  of  possibilities  considerably.  The  most 
important  differential  point  in  the  case  seems  to  me  to  be  the  gradual 
cmel  of  the  s)-mptoms  and  signs,  without  anything  that  the  giri  will  cat! 
pain.  Appendicitis  and  pyosalpinx  may  hive  a  gradual  onset,  but  almost 
ne\'er  docs  this  occur  without  marked  |»in.    If  these  two  poesibililics 
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ire  for  the  moment  put  on  one  side,  we  hax-e  left  c-arian  cyst,  cancer, 
and  tuberculosis  of  the  cecal  region  and  extrauterine  pregnancy.  If 
we  believe  the  girl's  story,  the  latter  is  excluded  by  the  regularity  of  men- 
fitruation  and  (he  absence  of  pain.  Cancer  is  very  rare  at  her  age,  and 
should  yiroduce  symfrtoms  more  distinctly  referable  to  the  intestine. 
Ch-arian  cyst  cannot  be  excluded,  but  there  are  two  points  which  in- 
cline US  to  the  only  remaining  alternative,  tuberculosis,  Tliese  points 
are;  (a)  the  occurrence  of  a  pleurisy  (i,  f.,  of  a  tuberculosis)  eighteen 
months  prcxnously;  and  (h)  the  wide  distribution  of  tenderness  and 
rigiditj-  over  the  alxiomcn.  Ovarian  cysts  general!)-  cause  wrj'  little 
titbcT  of  tenderness  or  of  muscular  spusm,  CAicejtt  in  the  presence  of  other 
acute  symptoms,  such  as  are  absent  here. 

Outcome. — Tlie  patient  was  operated  on  June  33d.  A  large  tuber- 
cular abscess  originating  in  the  right  tube  was  drained. 

Diagnosis. — Tul^erculosis  of  right  tube. 

Case  135 

A  married  woman  of  thirt\--nine  entered  the  hospital  July  29.  1908. 
licr  father  died  of  consumption;  one  of  her  sisters  is  partially  paralyzed. 
The  patient  was  a  seven-months'  baby,  and  was  said  to  haw  weighed 
Only  a  pound  at  birth{?).    She  has  had  measles  four  times,  and  many  at- 
tacks of  grip.    A  year  ago  she  had  an  attack  similar  to  the  present  one. 
She    formerly  took  alcohol    in   considerable  quantities  "to  give  her 
^Strength,"  and'  for  six  months  she  has  not  felt  well  and  has  had  darting 
i  in  various  parts  of  the  abdomen,  especially  in  the  right  iliac  region, 
also  in  the  back,  knees,  and  other  joints.    7'hrce  days  ago  she  began 
to  ha%'e  frequent  loose,  slimy  movements,  with  much  pain  in  the  right 
iliac  region.    The  pjiins  in  the  joints  and  back  have  also  been  increased, 
Phj-sical  examination  shows  a  slight  sj'stoUc  thrill  at  the  apex  of  the 
lieart,  with  a  systolic  murmur,  which,  Jiowever,  is  loudet  in  the  pulmonary 
area,  and  not  heard  in  thcaxilla.    There  b  no  enlargement;  slight  general 
abdominal  tenderness,  more  marWed   in  the  right  iliac  region;  blood, 
urine,  pube,  temperature,  and  respiration  arc  normal.    The  stools  show 
a  few  food  elements  and  large  amounts  of  muais.     The  patient  lies  In 
bed  with  her  eyes  closed  most  of  the  time,  paying  no  attention  to  what 
is  going  on  alrout  her,  but  complaining  of  pains  in  different  parts  of  her 
body. 

Diuussion. — The  susiridon  of  tuberculosis  which  is  naturally  ex- 
cited when  we  learn  that  the  patient's  father  died  of  consumption 
receives  very  slight  support  from  any  of  the  other  facts  in  the  case.  It 
is  true  that  the  patient  has  slight  general  abdominal  tenderness,  but  at 
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no  time  has  there  been  any  icwt  or  any  evidence  of  free  lluid  or  tuber- 
culous  miisscs  in  ihe  ubdomen.  Nor  do  we  get  any  very  distinct  help  is 
diagnoas  from  the  knowted^  thai  she  tms  bixn  alcohutic  at  Itmcs,  and 
that  she  apjiarcntly  had  a  ^'c•^>■  poi>r  start  in  tlje  world.  Possibly  her 
alcoholism  muy  have  somethint;  lu  do  with  lier  mental  stuie  or  with  the 
various  paios  of  Mhich  she  complains. 

The  darting  character  of  these  pains  and  their  distributioo  correspoivd 
quite  accurBtdy  with  the  "lightning  pains"  of  tabes.  The  ph>:aical  ex- 
amination as  it  »  here  reproduced  gives  us  no  evidence  wherewith  to 
support  or  to  attack  this  idea,  but  from  my  owo  euuninatioa  of  tlie  case  I 
know  that  all  (he  reflexes  were  normal. 

The  essential  symptoms  in  the  case  soem  to  me  at  the  present  tinw 
as  follorts:  Right  iliac  pain,  accompanied  by  frequent  bowel  movcmrnts 
conlaiainj;  much  mucus.  Occurring  in  apaticntof  lhctcmi>crBmentand 
physique  whidi  may  Fw  inferred  from  the  abo\%  description,  these  symp- 
toms suggest  cspocially  the  condition  known  as  "cdica  mucota"  nr 
mucous  colitis.  Three  ty])(.-»  of  this  disc:ise  are  familiar  to  most  (>mc- 
litioners:  (a)  Those  chttr3Cteri/.ed  mostly  by  [ain,  with  a  nuxicrutc 
amount  of  constipation  and  neuiusthenja;  (b)  those  chmtactcrized  ntostly 
by  constipation,  with  a  moderate  amount  of  jiain  and  neurasthenia; 
and  (c)  those  cltanictvrized  mostly  by  neurasthenia,  with  a  moderate 
UDOunt  of  constipation  and  pain. 

In  all  these  cases  the  siuols  contain  vaiyini;  amounts  of  mucus, 
sometimes  mixed  with  fecal  matter,  sometimes  making  ui>  practically 
th<;  whole  of  the  dejection.  In  my  opinion,  however,  the  fundamental 
and  underlying  factor  in  all  cases  is  the  neurasthenic  stale  which  is  the 
cause  of  the  consliiution,  and  thereby  of  the  pain  and  mucus.  The  most 
successful  treatment  muM  addri'ss  ittvli  to  the  cure  of  (lie  consti|iatioa, 
hut  Ihts  cannot  be  pcrmancnUy  relio'ed  unless  the  (latient's  mental 
habits  .ind  jwint  of  \iew  can  be  rcconBtructcd. 

Outcome. — Under  treatment  for  ronsti)iatton.  with  5  grains  of 
Blaud's  pUls  three  times  a  day,  the  patient  w^s  discharged  -rclte\xd  00 
tlic  nineteenth  of  August. 

Dtafnosis.— Mucous  colitis. 
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Case  136 

.\  school-girl  seventeen  year?,  old  was  first  seen  December  4.  1908. 
Six  days  before  she  had  a  stomachache,  which  lasted  about  twenty-four 
bours  and  then  got  Iiettcr.  Three  weeks  before  she  had  had  a  simJUr, 
but  less  8e%'cre,  pain.  Since  then  she  has  had  sunilar  attacks  three  or 
four  times  a  day. 
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On  examination  the  temperature,  pulse,  and  respiration  arc  normal; 
the  chcirt  Dc^ti\'e,  the  abdomen  level,  generally  tender,  with  slight  mus- 
cular spesm  over  the  whole  right  side. 

The  last  muisvs  came  two  weeks  ago.  The  diet  has  been  blameless. 
The  present  attack  followed  immediately  after  some  high  jumping  in  the 
.^ymnuium.  The  pain  was  almost  as  great  in  the  back  as  in  front. 
The  bowels  moved  normally  during  three  days  of  observation.  The 
temperature  was  steadily  normal,  likewise  the  ])ulsc.  I'ain,  howevcTi 
[persisted  and  kept  her  awake  most  of  three  nights.  At  times  it  was 
rhylhrnk,  coming  every  fifteen  minutes  and  lasting  about  two  minutes. 
The  girl  and  her  family  were  all  well  acf|uainted  with  the  i-ymptoms  of 
appendicitis,  and  much  afraid  of  it.  The  leukocytes  ranged  dose  to 
]o,cco.  Prcs&ure  on  the  left  side  of  the  lielly  caused  jiain  in  the  appen- 
dix region.     Physical  examination  was  otherwise  wholly  negative. 

Discussion. — ^Thc  extension  of  jwtin  and  tenderness  to  the  Iwick, 
Ibe  absence  of  temperature,  elevated  pulse,  and  increased  leukocyte 
I  count,  and  the  apjjarent  relation  to  a  strain  at  the  time  of  the  onset, 
incUni-d  me  at  lirst  to  believe  that  this  case  was  due  to  a  %Teiich  either 
of  tlie  tiuck  muscles  or  of  the  sacro-iliac  joint.  1  could  not  rule  out  the 
possibility  of  a  pure  nciiro«s,  since  the  patient  was  an  exccplionally 
high-strung  and  nervous  girl,  who  had  known  :md  feared  iip|ien<iicltls 
all  her  life.  Indeed,  this  diagnosis  was  furnished  to  me,  ready  made,  as  I 
entered  the  sick-room. 

Hut  against  both  these  possibilities  tliere  was  the  fart  that  the  pain 
*as  no*  relieved  either  by  a  complete  iist  in  bed  with  cross-strap]  >ing  of 
the  back  and  cle\'ation  of  the  lumbar  region  on  a  pillow,  nor  by  repeated 
asEuranccs  that  she  was  not  suffering  from  appendicitis.     On  the  con- 
trary, the  pain  continued  with  very  little  abatement.     Heat  gave  it  only 
Ven'  slight  relief;  aspirin  was  equally  invfficadoue.     Judgment  was 
Still  more  afTccted,  however,  by  the   |>ain's  rhylhmie  character,  which 
Usually  indicates  spasm  proiiuced  in   some  hollow,  tubidar  structure. 
This  could  not  fit  in  with  either  of  my  previous  diagno-se-s  and  the  verdict 
had  to  be  shifted  to  api)endicular  colic.    At  no  time  was  there  any  in- 
tJication  of  an  involvement  of  any  jiart  of  the  urinary  tract.    The  pain 
tie\'er  followed  the  course  of  the  ureter,  nor  showed  any  of  the  typical 
radiations  of  nephrolithiasis.    The  urine  remained  wholly  negative. 

Outcome. — Operation,  December  8th,  showed   an   appendix   bent 
\lpon  itself,  and  covered  with  old  adhesions,  but  not  inllamed. 
Diagnosis. — Appendicular  colic  (chronic  appendicitis). 
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I  Case  137  "^m^ 

A  Scottish  housewife  of  ihiriy-fue  was  first  seen  February  7,  1908. 
Her  (amily  history  is  good,  though  her  mother  died  of  cancer.  She 
had  pdyarthrilis,  with  fever  and  prostrution,  se\-ca  ycin  ago  fsoon  after 
marriitge). 

For  one  year  she  has  had  nearly  constant  [lain  in  the  right  lower 
quadrant  of  the  belly.  There  b  no  colic,  but  the  steady  |>ain  often  needs 
morphia.  Pain  is  rclic\'cd  by  lying  duwD  and  always  diujtpous  at 
night.  She  sleeps  well  and  has  worked  until  three  weeks  ago.  She  b 
not  in  bod. 

Sometiines  the  pain  extends  down  tlw  right  leg,  but  it  has  no  other 
radiations.  N'o  jaundice.  No  urinary,  circulatory,  respiratory,  or  in- 
fectious symptoms. 

ExamimUion. — So  emaciation  or  anemia.  Visceral  examination 
was  ncgati^-e  except  that- in  the  n);ht  up]>er  quadrant  there  was  a  mass 
palpable  bimanually.  irregular  of  surface,  dcsccndmg  to  the  navel  with 
inspiration.  Tenderness  of  nRlit  lower  lumbar  muscles.  (See  Fig.  4a.) 
Cutaneous  tuberculin  reaction  ne^tive. 

A  catbeta  spedmcn  of  urine  showed  microscopic  Mood  and  pus. 
Cystoscopy  showed  a  normal  bladder.  Tiu-litd  urtne  was  olitained  from 
the  right  ureter;  injected  into  a  guinea-pig;  &w  weeks  later  ne^ti>'e 
autopsy. 

Oiscussioc^It  is  noticeable  in  this  case  that,  although  the  pain  is 
In  the  right  iliac  fossa,  the  tenderness  is  in  the  limibar  region,  where  a 
mass  is  felt  bimanually.  The  fact  that  the  ]iAin  di8a]i|)ear3  when  the 
patient  lies  down  tends  still  further  to  connect  it  n-ith  the  kidney,  rather 
than  with  any  structure  In  the  neighiwrhood  of  the  cecum. 

Tumors  of  the  kidney  produce  pain,  enlargement  of  the  oritan,  ai>d 
often  a  urine  such  as  that  here  dcscrilKxl,  but  it  would  be  unlikely  that 
the  amount  of  pus  would  be  so  lar^c  in  proportion  to  the  amount  of 
blood.  There  has  been,  indeed,  no  true  hematuria,  and  alter  a  >'eur's 
duration  kidney  tumors  usually  produce  a  hematuria  so  profuse  as  to 
icsuh  in  anemia.  Kmacialion  would  probal}ly  be  t^esvnt  also  by  lliis 
time. 

Renal  tuberculous  would  explain  all  the  symptoms,  though  it  usually 
does  nut  fpw  rise  to  such  severe  and  long-standing  pain,  and  almost 
alwaj's  produces  bladder  symptoms,  which  are  not  complained  of  here. 
Nevertheless,  it  is  only  the  results  of  animal  inoculation  that  enable  us  lo 
exclude  tubcTxruloeis  in  this  case. 

Is  it  possible  that  a  um]>le  looseness  and  displacement  of  the  kidney 
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could  produce  such  symptoms?  This  idea  is  favored  by  the  disappear- 
ance of  pain  in  the  recumbent  position,  but  we  do  not  expect  a  kidney, 
not  in  itself  diseased,  to  secrete  a  urine  turbid  with  blood  and  pus,  al- 
thoi^h  when  the  kidney  gets  in  such  a  position  as  to  twist  its  blood-vessels, 
we  may  have  hematuria  from  congestion.  The  enlargement  here  present 
seems  sufficient  to  exclude  a  simple  Boating  kidney. 

The  important  evidence  which  we  still  lack  is  that  obtainable  through 
the  x-ray  examination  of  the  kidneys  with  special  reference  to  stone.  The 
only  point  distinctly  against  stone  here  is  the  absence  of  any  colic.  The 
good  preservation  of  nutrition  is  more  in  harmony  with  the  diagnosis  of 
nephrohthiasis  than  with  any  other  condition  producing  enlargement  of  the 
kidney.  It  is  not  easy  to  see  just  why  the  kidney  should  be  enlarged  as 
the  result  of  stones  in  the  pelvis,  unless  there  were  obstruction  to  the  flow 
of  urine,  a  complication  of  which  we  have  no  evidence  here.  Yet  it  is 
a  very  familiar  fact  that  kidneys  which  turn  out  to  be  the  seat  of  no 
disease  other  than  nephrolithiasis  uncomplicated,  seem  considerably 
enlarged  when  palpated  before  operation. 

Outcome. — X-ray  shows  stones  in  both  kidneys. 

Operation:  in  right  kidney  a  stone  with  a  body  the  size  of  a  plum 
and  three  branches  one  inch  long  was  found ;  in  left  kidney  three  stones, 
the  largest  as  large  as  a  marble,  the  smallest  the  size  of  a  marrow-fat 
pea.      Novemberi2th;  Discharged  well. 

Diagnosis. — Stone  in  both  kidneys. 
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Causes  of  Left  Iliac  Pain 
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Int^uinal  Iiernia,  the  dcbiHly  of  neurotic  women,  and  the  temporary 
and  atypical  localization  of  some  of  the  causes  of  diffuse  abdominal 
pain  are  also  to  be  mentioned. 
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CHAPTER  DC 


LEFT  ILUC  PAIN 


Case  138 


A  HODSEWITE  of  forty-six  was  seen  in  consultation  May  lo,  1907. 
The  attending  physician's  diagnosis  was  cancer  of  the  intestine,  probably 
in  the  sigmoid.  The  patient  has  had  for  three  or  four  years  a  "stomach 
trouble"  characterized  by  pam  near  the  left  costal  margin,  with  vomiting 
of  greenish  fluid  and  "coffee-grounds,"  the  vomitus  being  sometimes 
Bour,  sometimes  bitter.  Vomiting  relieved  the  pain.  For  the  past  year 
she  has  had  no  vomiting  and  only  moderate  soreness  in  the  left  side. 
Six  weeks  ago  she  felt  a  sudden  knife-like 
pain  in  the  kfl  krwer  quadrant,  which  lasted 
twenty-four  hours,  following  which  she  was 
in  bed  for  five  weeks.  The  bowels  moved 
every  second  day.  She  has  lost  five  or  six 
pounds. 

Physical  examination  showed  fair  nutri- 
tion; marked  pallor.  Red  cells,  3,332,000; 
hemoglobin,  50  per  cent.;  poI}'nucIcar  cells, 
52  per  cent;  considerable  achromia;  urine 
negative;  chest  negative.  Above  and  to  the 
left  of  the  umbilicus  a  hard,  movable,  sausage- 
shaped  mass,  extending  from  the  median  line 
obliquely  outward  and  downward  for  three 
inches. 

A  stomach-tube  showed  no  fasting  con- 
tents and  no  enlargement  of  the  organ.    After 
a  test-meal,  free  HCl  was  0.28  per  cent.;  total 
acidity,  0.35  per  cent.    The  guaiac  test  was  negative,  both  in  the  gastric 
and  intestinal  contents. 

The  diagnosis  of  cancer  of  the  sigmoid  was  generally  agreed  to. 

Discussion. — At  least  three  years  of  a  stomach  trouble  which  has 
produced  anemia  and  hyperchlorhydria,  but  which  has  not  led  to  any 
gastric  stasis — such  is  the  background  against  which  the  recent  symptoms 


Fig.  43. — Chart  of  case  138. 


278 


inmiENTtAL  DIAGNOSIS 


I 


of  this  C3SC  stand  out.    A  sudden  acute  attack  of  left  iliac  pain  and  in 
the  same  region  a  tumoTt  regarding  the  age  of  which  we  have  no  knomUJ 
edge,  are  the  facts  which  must  in  some  way  be  woven  into  a  satisfactoiy^ 
diajrnosis. 

With  such  a  tumor  and  such  s  pain,  a  diaf^osis  of  sigmoid  cancer 
seems  at  fmt  incviuible.  Rut  a  cancer  which  lias  cxi«.ted  long  enough 
10  be  paJpable  as  a  tumor  of  this  size  should  ubo  manifest  ilsdf  by  visiUo 
peristalsis,  intcstinitl  noise,  gross  or  occult  blood  in  (lie  sloots,  diarrhea, 
or  marked  constipation.  That  none  of  these  symptoms  is  present  should 
certainly  gjvc  us  pause. 

Were  the  tumor  situated  higher  up  in  the  abdomen,  we  should  cer- 
tainly be  inclined  to  consider  a  {H;rigastric  exudate  resulting  from  the 
attempt  of  a  gastric  ulcer  to  perforate.  1'he  lont;  prc\ious  history,  thoj 
present  hyperchlorhydria.  the  uneniin,  and  the  recent  acute  attack  of  ] 
are  all  quite  consistent  with  this  diagnosis.  It  seems  somewhat  remark- 
able, however,  that  (he  symptoms  should  have  come  to  so  complete 
aiandstill  as  has  apparently  occurred  since  llic  attadc  dx  weeks  ago. 

Though  nothing  is  said  in  the  text  regarding  the  results  of  pc|\ic 
exnminaiion,  I  may  add  here  th;:t  nothing  could  be  found  in  the  [>d\'t5 
to  connect  any  of  its  organi!  with  (he  disease  under  consideration. 

Outcome. — On  the  twenty-first  of  May  the  abdomen  was  opened. 
The  mass  pro\-cd  to  be  composed  of  a  perigastric  exudate  adherent  to 
the  abdominal  wall.  Uchin<l  this  was  ihe  narrow  neck  of  an  hour-glaaij 
stomiLch,  wliich  bardy  admitted  the  little  finger  and  was  evidently  dtlfl 
to  the  scar  of  an  old  gastric  ulcer.  Gaslro-entero&tomy  was  dune.  Six 
day*  after  operation  the  patient  was  doing  wcIL 

Diagnosis.^  Perforated  gastric  ulcer. 

Case  U9 

A  boUMirife  of  twentj'-six  enteri'd  tbe  hostiital  Peceml>tf  37,  1906..] 
For  two  months  she  has  been  having  pain  in  the  left  iliac  region,  at 
first  d-irting  in  character  and  extending  through  to  the  hack;  later,  dull 
and  constant,  sometimes  more  scxere  at  niRht.  Pain  has  been  accom- 
paniod  by  weakness  and  frequent  micturition.  Her  appetite  has  been 
good,  her  Ixnvcls  regular,  her  urine  dark  and  cloudy  (or  a  month. 

The  course  of  the  temperature  is  seen  in  the  accompanying  chart. 
Tlie  urine  was  alkaline  and  contained  always  a  lanjc  amount  of  pus.  and 
sometimes  a  great  deal  of  blood  in  clots.  The  specific  gravity  was  alwajTl 
tow,  averaging  about  tois,  and  the  amount  of  albumin  large;  no  castft] 
were  ever  found.  Kxamination  of  the  chest  and  alxlomen  vias.  negative; 
likewise  x-ray  examination  of  the  renal  regions.    After  entrance  to  the 
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hospital  the  urine  was  sometiines  quite  normal,  at  other  times  com]>o9cd 
almost  wholly  of  blood.  Several  small  concretions  were  passed  in  the 
early  day*  of  Januan-,  1907.  On  the  sixth,  one  obstructed  the  urethra 
and  had  to  be  removed.  It  was  shown  to  he  comj^sed  of  calcium  jihos- 
phate  upon  a  nucleus  of  mucin.  Its  pas- 
s&fff:  was  not  attended  with  pain.  Re- 
peated cJcaminatiunti  of  the  urinary  sedi- 
ment showed  no  tubercle  bacilli. 

Discussion. —The  essential  features 
of  this  case  arc  left  iliac  pain  of  two 
months'  duration,  associated,  during  the 
past  month,  with  the  frequent  passage 
of  an  alkaline,  cloudy  urine  coniaininR 
large  amounts  of  pus  and  blood.  The 
continued  fever  is  also  of  importance. 

.Ml  these  sjinptoms  may  be  produced 
by  renal  tuberculosis,  and  this  diagnosis 
cannot  be  possibly  excluded  upon  the  evi- 
dence here  presented.  Animal  inoculation 
is  necessary.  Ne%erlheless,  the  absence 
of  any  evident  enlargement  of  the  kidney, 
demonstrable  by  palpation  or  array  ex- 
amination, tile  presence  of  an  alkaline 
urine,  and  the  constant  abundance  of  blood,  are  facts  which  tend  to 
support  the  negative  results  of  the  search  for  tubercle  bacilli. 

In  the  hands  of  a  competent  operator  we  may  say  thatar-ray  examina- 
tion, declared  by  him  to  be  negative,  is  \er)'  strong  ev idence  against  ibe 
existence  of  renal  stone.  The  predominance  of  bladder  sj-mptoms  here, 
the  absence  of  anylhinR  suRgesling  colic,  and  the  apiiarent!)'  steady  dis- 
char;^  of  blood  and  pus  tend  to  rule  out  nephrolithiasis. 

Malignant  disease  of  the  kidney  rarely  produces  such  a  predomin- 
ance of  bladder  symptoms  or  so  large  an  amount  of  pus  in  the  urine. 
Unless  we  suppose  the  neoplasm  to  be  complicated  by  bladder  disease, 
we  could  not  account  for  the  alkalinity  of  the  urine. 

Stone  in  the  bladder  is  rare  in  women  if  we  lca\"e  out  of  accoimt  tl;c 
secondar}'  calculi  incriisled  about  a  hair-pin  or  some  other  foreign  body. 
There  is  no  histor>'  of  the  introduction  of  any  such  body  in  this  case,  and 
if  we  lake  the  history  on  its  face  value,  this  is  evidence  against  bladder 
stone.  In  one  sense,  of  course,  we  are  quite  sure  that  stents  have  been 
in  the  bladder,  since  several  small  ones  have  been  passed;  but  from  the 
rarity  of  primary  bladder  calculi  in  women  and  the  absence  of  any  of  the 
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exacerbations  due  to  jolting  or  moviDg,  wc  may  suppose  that  the  small 
stones  which  have  emergedi  were  fonned  as  a  seconder)'  n-sult  of  some 
other  disease.  The  question  remains  as  to  what  that  disease  b  likely  to 
be. 

Chronic  cj-stitis  is  no^v  tinivcrsally  recognized  to  be,  in  practiodly 
all  cases,  a  symptom  of  some  deejier  cause.  The  d»ys  of  lurinuiry  or 
idiopathic  cystitis  are  passed.  Gonorrlical  c>'stitis  is  distinctly  rare 
unless  as  a  part  of  a  much  more  obvious  acute  and  genera]  infection  of 
the  gcnito-urinary  tract, 

Tubctculosis  of  the  biuddtr  is  a  fr«(|uent  cause  of  c>'Stitis,  and  is 
practically  aln'sys  sccondar)*  to  renal  tuberculosis,  reasons  for  excluding 
which  haw  been  alrisidy  given. 

Tumor  of  the  bladder  is  the  only  remaining  ca\isc  of  c)'stitis  fre- 
quently occurrin;;  in  women,  and  against  that  diagnosis  there  seem  to  be 
no  important  data.  The  occurrence  of  small  cnncrctions  in  and  about 
tumor  of  till-  bLidder  is  a  familiar  fact. 

Outcome.— On  the  twenty-third  cystoscopy  sliowed  an  exceedingly 
foul  bladder  and  a  ragged  tumor  mass  on  tlie  left  side.    Operatkm  oa 
the  twenty-sixth  confirmed  this  diagnosis.    A  cutting  from  the 
was  examined  histologically  and  ])ron(Kin<:cd  undoubtedly  maligtuuiL' 
The  walls  of  the  bladder  w-crc  much  thickened  and  contracted. 

Diagnosis. — Bladder  cancer. 

P  Case  140 

A  latrndren  of  forty-four  entered  tiie  hospital  December  34,  1907. 
She  Iiad  lost  one  sister  of  consumption;  her  family  history  was  otherwise 
good.  She  has  bc«n  subject  all  her  life  to  occaiunruil  sick  headacbn. 
At  half-past  nine  this  morning,  while  wasliing.  she  suddenly  began  to 
have  steady,  severe  pain  half-way  between  the  na%'el  and  the  left  Annk. 
Soon  after  she  ramiled  her  brcakfasl.  Tlie  pain  was  so  severe  that 
she  could  not  lie  down  until  night.  Her  fiufTering  has  been  constant, 
though  v'aiying  in  intensity,  and  she  lias  continued  to  vomit  a  ihin,  yel- 
lowish fluid.  There  is  some  soreness  in  the  region  of  the  pain,  but  no 
headache  ai  the  present  time.  Tlic  Iwwels  moved  two  davf  ago  with 
medicine,  not  since.  She  has  been  ver)'  constipated  for  years,  sometimes 
g(»ng  a  week  without  a  movement. 

Physical  examination  of  the  chest  was  negative  sa%'e  for  accentuatioa 
of  (he  aortic  second  sound.  The  urine  and  blood  were  normal.  The 
right  kidney  descctMlcd  tno  fingers'  breadth  liclow  the  costal  margin 
on  full  inspiration.  During  the  fir^t  Iwodiiv's  in  the  hospital  the  patient 
vomited  evcT^-thing  that  tvas  taken  by  mouth.    Finally,  (tie  bowels  were 


LEFT  lUAC  PAIN  381 

started  by  calomel  and  enemata,  and  by  the  twenty-seventh  the  patient 
was  taking  milk  and  feeling  happy.  The  first  urinary  examination 
showed  sugar,  acetone,  and  diacetic  add.  After  that  there  was  no  sugar, 
but  acetone  and  diacetic  acid  persisted  until  the  twenty-eighth. 

Discussion. — The  chronic  constipation  leading  to  acute  pain  and 
obstinate  vomiting  cannot  but  incline  us  very  strongly  toward  the  diag- 
nosis of  sigmoid  cancer,  especially  since  the  woman  is  forty-four  )-ears 
old.  But  what  are  we  to  say  when,  after  we  have  made  such  a  diagnosis, 
we  succeed  in  getting  the  padent's  bowels  to  move  naturally  and  all 
the  ^miptoms  disappear?  I  have  introduced  this  case  in  order  that  I 
might  emphasize  the  point  that  such  a  recovery  by  no  means  excludes 
cancer.  In  the  early  stages  of  that  disease,  when  the  growth  is  little 
bigger  than  a  signet  rii^,  tempmrary  obstruction  with  fecal  impaction 
behind  the  stricture  oftrai  leads  to  symptoms  quite  like  those  here  de- 
scribed, which,  nevertheless,  disappear  under  treatment  and  may  not  re- 
cur for  weeks  or  months.  It  is  only  by  a  careful  following  of  the  case 
that  we  can  be  justilied  in  excluding  cancer. 

Outcome. — On  the  first  of  January  sugar  was  again  present  in  the 
urine.  On  the  second  it  was  gone  and  did  not  return,  although  the  pa- 
tient was  allowed  a  full  mixed  diet.  Thereafter  the  patient's  bowels 
were  kept  regular  by  the  use  of  an  A.  S.  and  B.  pill  four  times  a  day. 
There  has  been,  so  far  as  known,  no  return  of  symptoms. 

Diagnosis. — Constipation. 

Case  141 

A  hostler  of  thirty-two  entered  the  hospital  June  3,  1902.  His 
family  history  and  past  history  were  negative.  Until  the  previous 
fall  he  had  always  taken  five  or  six  beers  and  three  or  four  whiskies  a  day. 
He  denied  venereal  disease.  Yesterday  rooming  he  awoke  with  a  chill, 
chattering  teeth,  fever,  vomiting,  headache,  and  pain  in  the  left  groin. 
He  dept  poorly  last  night.  The  course  of  the  temperature  was  as  seen 
in  the  accompanying  chart.  On  the  sixth  the  glands  were  discovered 
to  be  tender  and  considerably  enlarged  in  the  left  groin.  There  was 
an  operation  scar  over  the  upper  part  of  the  left  tibia;  the  bone  under- 
neath it  very  rough.  Below  this  the  skin  was  bluish  red,  and  several 
ulcerated  areas  from  the  size  of  a  silver  dollar  to  that  of  the  palm  were 
present.  An  «-ray  showed  that  the  tibia  was  considerably  thickened 
in  its  upper  third,  and  the  fibula  throughout  its  entire  length.  Physical 
examination,  including  the  blood  and  urine,  was  otherwise  negative. 

Discussion. — This  story  seems  to  narrow  itself  do\vn  to  a  case  of 
fever  with  painful  glands  in  the  groin.    Our  chief  task  is  to  consider  the 
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probable  cause  ot  the  glandular  cnlar:(^iiii.'nt.  The  ulccradcm  on  the 
lower  Itg  may  well  prodtice  sufficient  irritation  to  stimulate  the  glunds 
into  a  ivork-hypcrtro|)hy,  ordinarily  known  as  a  bubo.  Leukemia 
being  ruled  out  by  the  negative  result  of  the  blood  examination,  and 
pscudolcukcmL-i  by  the  absence  of  glandular  enlargement  elsewhere. 
it  remains  only  to  cunsider  the  prolxible  nature  of  the  ulcerations  which 

have  led  to  the  adcnitiii  and  so  to  the  pain 
and  fever. 

Ulcerations  in  this  situation  are  most 
frequently  due  to  the  malnutrition  following 
*-ariccse  veins,  hcnoc  the  lenn  Miricose  ulcer. 
Next  to  this,  s>'])hilis  is  the  most  common 
cause,  though  it  is  more  apt  to  produce  ukcra- 
tions  in  Uic  call  or  above  the  knee  than  upon 
the  shin.  In  view  of  the  x-ray  evidence, 
which  shows  a  bony  change  vcr>'  commonly 
asMtriatcd  with  syphilis,  this  seems  the  most 
reasonable  diagnosis. 

Regarding  the  cause  of  the  acute  infec- 
tion, with  lis  attendant  p)Tcxia  and  chill, 
nothing  very  dcl'inite  can  be  said.    Possibly 
there  was  some  secondary  invasion  of  |]ie 
tissues  in<luced  by  a  sudden  loweriog  of  their 
vitalit)',  for  wiilch  there  are  many  occasions 
in  the  life  of  such  an  indivtdual. 
Outcome. — I'nder  iodid  of  potash  the  glands  became  smaller,  the 
fever  went  down,  the  li^  ulcers  began  to  heal;  on  the  fourteenth  tlie 
patient  was  discharged. 

Diagnosls.~Sy])hUitic  adenitis. 

Case  142 

A  housewife  of  twenty-seven  entered  the  hospital  June  31,  190S,  for 
pain  in  the  left  iliac  fossa,  her  second  severe  attack  within  three  weeks. 
The  first  attack  (t^vcnt>'  days  ago)  was  very  scvxrc,  but  lasted  only  about 
one  minute.  Yesterday  at  3  a.  u.  sudden  severe  pain  began  agaun  at  the 
same  point,  lasted  undl  to  a.  u.,thcn  suddenly  ceased  until  thb  morn- 
ing about  five,  when  it  returned  as  the  was  getting  up.  At  limes  she  has 
seen  and  fdt  a  swelling  in  the  region  of  the  {xain. 

She  has  had  three  children,  the  youngest  three  months  old.  Menses 
oorm*].    Xo  other  illnesses. 

JSwaiNrfMiton.— .\bdomen  prominent  in  lower  left  qiiadnnl.  where 
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ihcTC  are  circumscribed  dulness  and  a.  lar^e,  hurd,  irregular  mass,  mov- 
able  and  very  tender.  It  was  apparently  not  connected  with  the  utenis, 
but  could  be  felt  per  vaginam.  Physical  examinatioin,  pulse,  tempera- 
ture, blood,  and  urine  negative. 

Discussion. — The  association  of  left  iliac  pain  with  a  hard,  irregular 
mass  in  the  same  region  naturally  suggests  raalign;int  disease.  The 
sigmoid  flexure  of  the  intestine  is  tlie  commonest  site  for  such  a  growth 
in  this  part  of  the  body,  and  the  age  of  the  patient  by  no  means  excludes 
this  possibility.  I  have  seen  a  cancer  of  the  sigmoid  demonstrated  at 
autopsy  in  the  body  of  a  boy  who  died  before  iiis  ^^ven^y -first  year. 
In  the  present  case,  however,  we  ha\-e  no  intestinal  symptoms  sufficient 
to  incriminate  the  ngmoid,  and  a  growth  of  the  »z&  above  described 
would  certainly  have  produced  such  symptoms  if  the  gut  were  involved. 

0\'arian  tumor  seems  more  profjable.  We  do  not  expect  the  com* 
moner  varieties  of  ovarian  tumor  to  be  as  firm  of  surface  as  the  descrip- 
tion of  this  tumor  suggests,  but  I  have  often  l>een  deceived  in  this 
respect  and  seen  at  oijcralions  a  cy^/Kr  rwjwor  which  felt  as  hardcsa  piece 
of  wood  when  examined  through  the  aMominul  wall,  so  ihat  I  am  no 
longer  willing  to  trust  my  tactile  sensations.  Solid  tumors  of  tlic  ovary 
arc  con»derabIy  less  common,  especially  in  women  of  this  age,  and  rarely 
reach  so  large  a  size  without  previously  attracting  any  attention.  Fibro- 
myoma  of  the  uterus  would  probably  show  an  obvious  connection  with 
that  organ  and  would  be  less  hkely  to  be  situated  so  much  at  one  side. 

Uncomplicated  ovarian  tumors  do  not  produce  acute  symptoms  like 
those  above  described,  but  there  are  many  accidents  to  which  such 
tiunors  arc  exposed  and  by  which  severe  pain  may  be  produced.  As 
we  have  no  way,  in  the  great  majority  of  cases,  of  distinguishing  these 
accidents  clinically,  it  is  safest  to  assume  that  the  commonest  of  them 
— twisting  of  the  pedicle — has  occurred. 

Outcome.— 0])era lion  showed  a  gangrenous,  strangulated,  multi- 
locular  o\'arian  cyst  with  a  double  twist  in  its  pedicle  and  a  quart  of  blood- 
scrum  in  the  peritoneal  cavity. 

It  may  be  well  to  mention  here  some  of  the  varieties  in  the  sjmiplo- 
matology  of  strangulated  ovarian  cyst,  so  as  to  bring  out  features  not 
exemplified  in  the  case  just  discussed. 

(fl)  In  many  cases  there  are  repeated  attacks  which  arc  clinically 
rimilar  in  type,  but  lesser  in  intensity  tlian  that  above  dcscnbcd.  Many 
of  these  attacks  arc  due,  doubtless,  to  jialchcs  of  local  peritonitis  such  as 
result  in  the  adhesions  which  often  confront  the  operator  yx-ars  hiter. 

(b)  General  abdommal  tenderness  and  siiasm,  associated  with  vomit- 
ing Bod  great  prostnitton,  often  make  the  clinical  picture  much  like  that 
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of  acute  pcritoniUs,  which  can  l>c  excluded  only  whea  the  patient  ot  her 
[diysician  has  picWously  knon-n  of  the  tumor's  existence. 

(c)  Tumors  occupying  the  right  side  of  the  abdomen  are  fully  u 
common  as  left  -sidt-d  growths.  In  a  a>nsidcmMe  profmrtion  of  cues  the 
cyst  is  to  be  found  in  the  median  line,  and  the  dia^osis  is  thereby  con- 
sidcrably  obscured. 

{it)  Moderate  fe\'er  and  IcukoQloeis  are  the  rule,  the  former  ranging 
between  ioo«  and  103°  in  most  cases,  ^vhile  the  leukcxrytcs  are  ttsually 
lietwecn  u.ooo  and  30.000. 

(«^)  If  menMrualion  occurs  during  such  an  attack  of  jmin,  ttie  latter 
is  often  relieved. 

DlagDOtis.— Multilocular  ovarian  cyst  (twisted  jKdicIc). 

Case  142a 

A  widow  of  sixty-se\-cn  called  her  ph)'sician  in  September,  1908,.: 
on  account  of  pain  in  the  left  iliac  fossa.  For  five  or  six  years  »he  has 
noted  a  bloody  discharge  with  some  odor.  This  ditichargc  has  been 
suppoiiedly  due  to  hemorrhwtb  and  has  been  treated  as  such,  but 
examination  now  shows  it  to  come  from  the  vagina.  For  the  past 
week  this  dL<ich.irge  ha-s  t>cen  aclive  and  the  blood  has  been  bright. 
Four  weeks  previously  lo  this  time  she  had  a  week's  flowing,  and 
similar  periods  have  occurred  fronn  time  to  time  during  tlie  last  five 
years. 

The  present  illness  began  three  weekii  ago  with  pain,  tenderness, 
and  enlargement  of  the  left  lower  quadrant  of  the  abdomen,  accom- 
panied by  fever  which  averaged  101°  F.  for  the  first  week  of  her 
illness.  This  gradually  fell  to  normal,  so  llial  ten  da>'S  ago  the 
local  ph)'!ucain  vnit,  able  to  dimrontinue  his  visits  for  three  days. 
\Mth  the  sulxsidence  of  temperature  the  weakness,  tenderness,  and 
pain  of  which  she  had  i>reviously  complained  gradually  disapjMrarcd, 
but  a  week  ago  all  the  s)-mptams  returned,  and  during  the  last  six 
days  fe\'er  has  averaged  100°  V.  The  pain  is  now  referred  not  only 
to  the  left  iliac  fossa,  but  to  the  left  thigh  and  hamstring  muscles. 
The  bowels  are  moved  by  enema. 

The  appetite  has  been  very  poor  and  there  has  been  marked 
prostration,  so  that  she  has  been  in  bed  most  of  the  time  during  the 
last  four  weeks.  Her  weight  has  falk-n  considerabley.  There  has 
been  no  vomiting,  no  cough,  and  no  pain  other  than  that  described 
■bo%'e.    The  menopause  occurred  thirteen  years  ago. 

When  seen  in  consultation  October  19,  1910.  the  patient's  tern- 
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perature  was  101.2;  there  was  moderate  emaciation;  at  the  apex  of 
the  right  lung  the  physiologic  pteculiarities  of  that  space  on  auscul- 
tation and  percussion  seemed  somewhat  exaggerated.  Otherwise 
the  chest  showed  nothing  abnormal.  The  left  lower  quadrant  of  the 
abdomen  was  filled  by  a  smooth,  resistant,  apparently  elastic  mass, 
protected  by  a  considerable  amount  of  muscular  spasm  and  rather 
tender.  The  same  mass  was  felt  by  vagina,  but  seemed  to  be  un- 
connected with  the  uterus,  which  was  normal. 

The  leukocytes  numbered  25,600,  90  per  cent,  of  which  -were 
polynuclears.    There  was  no  anemia.    The  urine  was  normal. 

Three  weeks  later  the  attending  physician  reported  that  the 
patient  was  about  the  same,  the  temperature  still  reaching  about 
101°  F.  each  night,  being  normal  or  subnormal  in  the  morning.  There 
was  then  very  little  pain  and  the  vaginal  discharge  had  ceased. 

Discussion. — Cancer  of  the  uterus  was  first  suspected  on  ac- 
count of  the  ill-smelling  vaginal  discharge.  That  this  was  not  of 
the  ordinary  type,  involving  the  cervix  uteri,  was  readily  shown  by 
the  vaginal  examination.  Cancer  of  the  body  of  the  uterus  was  not 
excluded,  as  no  intra-uterine  examination  was  made.  It  is  very 
unlikely,  however,  that  so  much  fever  and  left  iliac  tenderness  would 
be  produced  by  a  neoplasm  of  the  body  of  the  uterus. 

Cancer  of  the  sigmoid  was  next  considered.  The  position  of  the 
tumor  mass,  the  age  of  the  patient,  and  the  presence  of  a  bloody  dis- 
charge, which  the  patient  believed  to  have  come  from  the  rectum, 
favored  this  diagnosis.  On  the  other  hand,  nothing  definite  could  be 
felt  by  rectum.  There  was  no  evidence  of  intestinal  obstruction  and 
no  diarrhea,  while  the  presence  of  continued  fever  for  more  than  a 
month  made  uncomplicated  neoplasm  very  unlikely,  The  same 
holds  true  of  ovarian  neoplasm.  Pyosalpinx  was  considered,  but 
seemed  exceedingly  unlikely  in  view  of  the  patient's  age  and  char- 
acter. 

Diverticulitis  is  strongly  suggested  by  all  the  facts  of  the  case. 
The  age  of  the  patient,  the  position  and  consistency  of  the  tumor, 
and  the  continued  fever  with  leukocytosis  are  typical. 

Outcome.— On  operation,  November  13th,  a  large  inflammatory 
mass  was  found  tying  together  the  bladder,  the  lower  sigmoid,  and  the 
adjoining  parts.  In  the  center  of  the  mass,  close  to  the  sigmoid,  a 
pus-cavity  containing  about  a  tablespoonful  of  pus  was  found.  Lead- 
ing out  of  this  cavity  was  a  sinus  connecting  with  the  interior  of  the 
lower  sigmoid,  which  was  greatly  thickened  and  infiltrated  for  a 
considerable    distance    above   and    below    the    sinus.    Microscopic 
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exanunalion  Utcr  showed  that  the  &inus  originated  in  a  diverticulum. 
The  pus  was  evacuated  and  drained,  a  i>ortion  ol  the  si^oid  resected, 
and  an  cnd-io-cnd  tmlurc  done.  The  patient  made  a  somewhat  slow, 
but  unintcrruplwl  rwovfr\'. 

Diagnosis.— Diverticulitis  of  Uie  sigmoid. 

GENERAL    CONSIDERATIONS   ON    THE    DIAGNOSIS   OF    ABDOMINAL 

PAIN 

Though  I  have  followed  current  practice  In  separating  the  causes  of 
lo<alized  from  tliosc  of  genfraUzfd  abdominal  i>ain,  it  mu»t  )>c  admitted 
that  the  separation  b  not  always  true  to  fact.  Diseases  like  appendi- 
citis, whoHC  i>ain  belongs  in  (he  right  iliac  f(K<»a,  arc  vtrf  apt  to  set  their 
pain  loose  all  over  the  belly.  On  the  olhcr  hand,  lcad-|M>isoninj;,  which 
usually  causes  wide-spread  "dr>'"  Iwllyachcs,  may  anchor  its  colic  to 
a  single  spot  in  a  most  misleading*  way. 

KcDce  one  who  looks  under  one  chapter  for  some  familiar  type  of 
pain  may  wonder  at  its  absence  and  be  surprised  to  fmd  it  in  another. 
So:nc  causes  of  suffering,  on  the  other  hand,  arc  listed  under  two  dilTcrent 
headings  {e.  g.,  ectopic  gestation,  strangulated  ov-arian  cyst),  because 
they  are  almut  c'lually  common  on  lite  right  and  on  the  left. 

\Vhcn  seareliing  out  and  thinking  out  the  probAble  cause  of  an  ab- 
dominal pain  we  arc  all  guided,  I  take  it,  by  the  following  obvious  rules: 

1.  Suspcci,  ^rst  of  all,  the  gastro-itilrslinal  Iruft,  and  if  its  »ini;ilcr 
troubles  isuch  as  constipation  and  colitis)  can  be  excluded,  consider 
especially  appeMtlitilit.  peptu  ule-tr,  ntoflasmi  c/lkc  sicmaeh  or  largr  gul, 
and  the  remoter  consequences  of  thciv  lesions  (])eritnnitis  intestinal 
obstruction). 

2.  Suspect  next  (in  women)  the  genital  trad  (fut-lubr,  ovarian  cyil, 
u!frinf  fitvoid,  ectopic  gestation). 

3.  The  gali-idaddrr  and  its  ducts  are  es[>ed*l]y  In  be  consiilercd  if 
the  patient  is  jiast  middle  life. 

4.  The  urinary  tract,  especially  in  elderly  men  or  young  giris.  comes 
next  in  the  order  of  causes  far  abdominal  pain. 

In  inveNtigatint;  any  of  the:>e  cauM-s  tlu-  ht>tory,  palpation,  the  blood, 
the  urine,  x.ray,  and  cystoscopy  arc  the  most  valuable  aids. 
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CHAPTER  X 

AXILLARY  PAIN 

Case  143 

A  STABLEUAN  of  Uiiity-ninc  cnlercd  Ihe  hospitiil  Januaiy  24,  1908, 
with  negali^'c  family  histon'  and  good  habits.    Past  hbtory  uneventful 
except  for  an  attack  of  malaria  in  September,  1907.    Three  daj-s  ago, 
while  at  work,  lie  had  a  severe  chill.    He  v\'cnt  home,  but  did  not  go  to  • 
bed.    The  next  momin;;  he  went  to  work  us  usual,  but  had  to  j;ive  ttp 

about  noon  and  take  to  l>ed.  where, 
he  has  remained  sincci  vnlh  hod-  • 
ache,  high  fever,  pain  in  the  left 
chest,  sore  throut,  nausea,  thirst, 
and    frequent    vomiting.       His 
bowels  were  moved  by  laxatives 
this  morning.    When  he  swaDows,  | 
he  sometimes  feels  a  sharp  painj 
which  shoots  from  his  throat 
wanl  his  left  ear. 

The  patient's  temperature  is 
seen  in  tlie  accompanying  chart. 
At  entrance  he  was  brcatliini; 
easily,  and  there  -was  no  motion 
of  the  nostrils.  He  complained 
of  deafness  and  buzzini;  in  his 
eais,  especially  the  left.  There 
was  internal  strabismus  on  the 
right,  which  he  says  a  of  long 
standing.  There  was  a  mild  spasmodic  cough,  but  no  sputa.  Visceral 
examination  was  negative,  save  that  in  the  lower  left  luck  there  wis  a 
little  dulness,  and  the  voice-sounds  were  a  trifle  nasal  in  chatacter. 
Just  belo»'  the  scajjula  tlic  breath-sounds  were  somewhat  diminished, 
whispered  rolce  slightly  increased,  and  an  occasional  clicking  rAlc  was 
audible.    No  bronchial  breathing. 

The  white  cells  were  20,000;  urine,  32  ounces;  specific  gravity,  1023. 
There  were  a  few  hyaline,  many  tine  granular  casts,  and  a  slight  trace  of 
ntbumiiL 
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Causes  of  Axillary  Pain 


1.  FLATULENCE  (LEFT  AXILLA  AND  PRECORDlAi 

^^^^^^^^^^^^^^^^^^^^^^^^B  1013 

PNEUMONIA             ^^^^^m^^^^^^^^^^  803 

4.  FRACTURED  RIB      ^^^^m  S34 


5.  INTERCOSTAL  > 
NEURALGIA    J 
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6.  RADIATtONSI 
FROM  HVPER-  j 
TROPHIC^H  4S 


=f 


SPINAL   AR 
THRITIS  J 

Among  other  lesions  not  graphically  represented  here,  because  of 
their  rarity  as  causes  of  axillary  pain,  are  : 

Herpes  zoster. 

Costal  tuberculosis. 

Costal  neoplasm. 

Costal  actinomycosis. 

Angina  pectoris. 

Deep  axillary  abscess. 
Fractures  and  dislocations  of  the  shoulder  and  humerus  often  pro- 
duce axillary  pain,  but  usually  present  no  diagnostic  difficulties  so  lar 
as  the  source  of  the  pain  is  concerned. 

Finally,  there  is  a  large  group  of  axillary  pains,  apparently  of  mus- 
cular origin,  akin  to  lumbago  and  "  stiff  neck."  The  bombastic  term 
"pleurodynia"  is  often  attached  to  these  pains,  but  since  their  actual 
nature  is  unknown  and  their  diagnosis  never  certain,  I  have  attempted 
no  estimate  of  their  relative  frequency. 
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DiBcttuion. — Obviously,  we  are  dealing  with  an  infectious  disease, 
though  gastric  s)miptoms  occupy  the  foreground  of  the  clinical  picture. 
For  simple  tonsillitis  the  patient  is  apparently  too  sick,  and  there  was 
nothii^  in  the  tonsillar  region  sufficient  to  justify  the- diagnosis. 

The  deafness,  the  buzzing  sounds,  and  the  shooting  of  pain  toward 
the  ear  might  indicate  otitis  media,  but  imless  pain  is  more  definitely 
localized  and  continuous  in  or  about  the  ear,  one  could  not  make  such  a 
diagnosis  in  the  absence  of  any  discharge  or  any  knowledge  of  the  con- 
dition of  the  drum  membrane. 

Acute  meningitis  may  begin  in  this  way,  and  there  is  nothing  said 
in  the  text  regarding  the  condition  of  the  neck  muscles  or  of  the  ham- 
strings (Kemig's  sign).  The  strabismus  would  be  of  great  diagnostic 
importance  if  we  disregarded  the  patient's  statement  that  it  has  existed 
for  many  years.  As  a  matter  of  fact,  however,  investigation  showed  that 
there  was  no  stiffness  of  the  neck  or  of  the  ham-string  muscles.  Without 
lumbar  puncture  no  further  certainty  can  be  obtained  on  this  point, 
and  meningitis  must  remain  a  possibility  unless  we  can  find  some  more 
plausible  explanation  for  the  symptoms. 

It  was  subsequentiy  learned  that  the  patient  had  been  given  large 
doses  of  quinin  before  he  entered  the  hospital,  the  chill  and  the  previous 
attack  of  malaria  having  led  to  the  exhibition  of  this  drug. 

Although  the  pulmonary  signs  are  very  slight  and  not  distinctive, 
they  seem  to  me  sufficient  to  warrant  a  diagnosis  of  pneumonia  when 
"we  link  them  with  the  continued  fever,  the  leukocytosis,  the  chest  pain, 
"fthe  chill,  and  the  gastro-intestinal  symptoms.  Cases  of  pneumonia 
""which  do  not  show  early  and  well-marked  signs  of  pulmonary  solidifi- 
cation are  very  apt  to  begin  with  several  days  of  gastro-intestinal  symp- 
toms, the  significance  of  which  would  be  very  obscure  but  for  thrar 
association  with  fever  and  leukocytosis. 

Outcome. — Rusty,  tenacious  sputum  was  later  raised,  and  in  it 
the  pneumococcus  was  the  predominating  organism. 

At  no  time  were  the  signs  in  the  chest  any  more  definite  than  at  en- 
trance. On  the  twenty-sixth  there  were  moist  rSIes  in  various  parts 
of  the  lungs,  and  the  patient  was  somewhat  delirious.  On  the  thirty- 
first,  the  day  after  the  crisis,  there  was  a  friction-rub  in  the  sixth  left 
space,  anterior  axillary  line. 

On  the  twelfth  of  February  the  patient  left  the  hospital  perfectly 
well. 

The  treatment  consbted  of  laxatives,  a  tight  swathe,  ice-bag,  and 
hot-water  bottle  for  pain,  and  an  occasional  dose  of  morphin, 
Diagnosis. — Pneumonia. 
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Caw  144 

.^n  Ibtlian  rarm-talKWcr,  sixly-six  yvan  old,  wa&  fir»l  seen  Jam 
30.  1908.  His  fumily  history  and  jmst  hlston'  ucrc  negati^-c,  his  habits 
good.  Se\'enh'-lwo  hours  ago,  while  standing  on  a  chair  to  put  a  cloih 
over  his  canary's  caRf.  tie  lost  his  lulancc  and  (cU  to  the  floor,  striking 
his  left  side  on  ttic  back  of  the  chair.  He  was  unconscious  for  some 
minutes,  and  later  cxjicricncvd  a  sharp  pain  in  the  left  side  of  the  chest, 
worse  on  coughinfi;  or  deep  hroatliing.  This  pain  has  troubled  him 
tvtt  anc^  oitd  has  bwn  accomijonied  by  a  slight  dry  cough.  For  two 
days  he  has  been  fevi.-ri-'h. 

At  entiancc.  the  patient's  tctn|icraturc  was  99.4"  F.;  pulse.  79;  res- 
piration, 30.  There  was  a  nruu-kcd  poatcrior  conrtxity  of  the  lower 
dunul  and  upper  lumbar  spine.  The  breath  was  foul.  Tlicrc  wiw  a 
slight,  diffuse,  systolic  (nilsation  under  each  clavicle,  especially  on  the 
left.  The  heart  was  negative.  Scattered  throughout  both  liuigs  were 
squeaks  and  cnukles.  There  w,-i8  marked  tendcTncsa  i>ver  the  eiKhll) 
and  ninth  left  rilj  in  tlie  midaxiiian,'  line.  Pressure  over  tltc  vertebral 
end  of  the  ninth  rib  caused  pain  over  the  same  rib  in  the  mtdaxilhi.  No 
definite  crepitus  was  obtained.  A  rough  grating  ivas  heard  uHth  inspira- 
tion in  the  [xainful  area.  At  ihu  top  of  the  left  axilU  was  a  suggestion 
of  bronchial  breathing.  On  the  left  forefinger  and  the  hock  of  the  last 
(ihalanx  was  a  raised,  reddened,  tender  area,  half  an  inch  in  diameter. 
enisled  in  the  center.  From  tiiiK  a  little  seroptinilvnt  fluid  could  l>c 
expressed.  He  has  liad  this  trouble  for  a  munlh.  The  next  day  the 
fluid  in  thb  lesion  was  distinctly  purulent. 

Discussion.— Fc\-er.  cough,  lilcs,  and  axillan"  jwin  in  a  man  of 
sixt>'  six  lead  straight  to  the  diagnosis  of  pneumonia  if  we  are  in  the  habit 
of  judging  by  strnploms  alone,  and  so  far  as  the  pidmonary  signs  ara 
concerned,  they  arc  perfectly  consistent  with  the  existence  of  a  central 
pneumunia  or  of  (mcumococcus  infection  which  has  not  yet  become 
localized  anynhere.  More  important  evidence  against  pneumonia  i» 
furnished  by  tlic  lemjjerature  chart,  the  low  respiration  rate.  ai>d  the 
absence  of  gasiro-inte&linal  symptoms.  Up  to  the  time  when  I  saw  the 
patient  no  leukocyte  count  had  been  made,  and  as  this  seemed  to  me 
one  of  tlie  nuist  important  diagnostic  data,  I  made  the  count  at  once. 
There  were  6500  leukoc>-tcs  per  cmm.  So  low  a  count  rardy  occurs  in 
pneumonia  unless  the  {latienl  is  more  ill  than  thi.'i  man  seemed  to  l>c. 

The  pulsations  beneath  the  claxicles  had  gi^en  rise  to  considemlilc 
anxict)'  in  the  mind  of  the  attending  ph>-sician.  who  though)  they  might 
be  connceted  with  an  ancurj-sm,  which  he  suspected  of  producing  [>aio 
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in  the  side.  But  there  was  really  no  evidence  of  aneun'sm,  and  the 
pulsation  was  not  greater  than  is  often  seen  in  thin  persons  whose  sub- 
clavian arteries  happen  to  lie  near  the  surface. 

Of  pleurisy  there  were  no  certain  physical  signs,  and  although  this 
diagno^  is  often  made  on  the  basis  of  the  patient's  account  of  his  pain, 
and  often  definitely  at  his  suggestion,  experience  does  not  justify  any  such 
diagnosis.  Many  patients  and  not  a  few  physicians  allow  themselves 
to  speak  of  "pleurisy  pains"  when  they  would  not  seriously  maintain 
that  they  had  evidence  of  any  form  of  pleurisy.  The  rough  grating 
sound  referred  to  was  probably  due  to  another  cause,  soon  to  be  men- 
tioned. 

Pain  of  muscular  origin — the  so-called  pleurodynia — akin  to  stiff 
neck  and  lumbago — must  be  shown  to  vary  directly  with  the  amount  of 
muscular  motion;  apparently  there  was  no  such  variation.  Pleurodynia 
produces  general  widespread  tenderness,  much  less  local  than  was 
present  in  this  case. 

The  protuberance  of  dorsal  and  lumbar  vertebra  makes  us  ask  whether 
any  form  of  spondylitis  may  be  responsible,  through  radiations  along 
nerve-roots,  for  this  patient's  pain.     Pain  of  this  type  is  often  made  worse 
"by  coughing  or  deep  breathing.     It  does  not,  however,  lead  to  tenderness 
in  midajdlla,  and  would  be  very  unlikely  to  appear  suddenly  after  a  fall. 
The  fact  that  pressure  on  the  ninth  rib  near  the  spine  produces  pain 
localized  in  the  axillary  portion  of  that  rib  is  strong  evidence  that  that 
rib  is  cracked,  and  the  local  tenderness  and  the  rough  grating  sound 
fcJlowing  such  a  fall  point  strongly  in  the  same  direction.    In  the  ab- 
sence of  crepitus  no  further  evidence  can  be  obtained,  unless  a  callus 
forms.    This  diagnosis  would  doubtless  have  been  made  at  the  start  had 
not  the  patient  chanced  to  be  feverish.     Presumably  the  fever  was  due  to 
the  slight  infection  on  the  forefinger. 

Outcome. — ^The  chest  was  strapped  with  plaster  and  in  two  days 
the  patient  was  well  enough  to  go  back  to  work  of  a  light  character. 
Diagnosis. — Broken  rib. 

Case  145 

A  housemaid  of  twenty-five  entered  the  hospital  July  20,  1906. 
Nine  days  ago  she  suddenly  experienced  sharp,  shooting  pain  in  the  lower 
ribs  and  in  the  right  axilla,  not  worse  on  cough  nor  on  deep  breathing. 
This  pain  lasted  one  day;  she  then  began  to  havfe  pains  in  her  head  and 
knees,  with  fever,  chill,  and  general  weakness.  Four  days  ago  she  had 
to  give  up  and  go  to  bed.  Her  bowels  have  moved  regularly,  but  she 
has  vomited  once. 
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Physical  examination  was  entirely  negative. 

The  white  cells  were  2500;  no  Widal  reaction;  urine  normal,  except 
for  the  presence  of  a  diazo-reaction. 

The  course  of  the  fever  is  shown  in  the  accompanying  chart 
Discussion. — At  the  outset  it  was  impossible  to  exclude  pneumonia, 
although  the  association  of  so  low  a  white  count  with  a  good  general 
condition  seemed  very  much  unlike   pneumonia.     Had  the  leukocyte 
count  been  high,  I  should  have  suspected  pneu- 
monia, present  or  to  come,  even  in  the  absence  of 
definite  signs  in  the  chest. 

I  have  known  a  case  altogether  similar  to  this  to 
be  counted  among  the  successes  of  a  physician  who 
thought  he  could  abort  typhoid  fever.  It  is  true 
that  typhoid  fever  not  infrequentiy  shows  under 
observation  no  longer  a  period  of  pyrexia  than  was 
here  recorded,  but  the  presence  of  a  diazo-reacticm 
is  by  no  means  sufficient  evidence  on  which  to  base 
a  diagnosis  of  typhoid  under  these  conditions. 
Only  by  the  demonstration  of  typhoid  bacillus  (ff 
at  least  of  a  well-marked  Widal  reaction  can  the 
diagnosis  be  justified  when  the  fever  is  so  brief. 

Pleurisy  is  excluded  by  the  short  duration  of  the 
pain  and  by  the  absence  of  physical  signs. 

I  have  known  tertian  malaria  to  produce  symp- 
toms strikingly  like  those  with  which  this  case  be- 
gan, but  the  pain  and  fever  were  then  much  more 
definitely  intermittent  and  did  not  cease  permanently  until  quinin  was 
given.     In  the  case  here  under  consideration  no  quinin  was  exhibited. 

It  is  the  fashion  to  call  such  cases  as  this  "grip"  or  "influenza,'* 
but  although  these  words  are  not  taken  very  seriously  by  the  physiciai*- 
who  makes  the  diagnosis,  they  seem  to  me  sufficient  to  mislead  the  patient^ 
and  incidentally  the  physician  himself.    They  hide  from  us  the  fact  thaC 
we  are  facing  something  which  we  do  not  understand.     A  well-knowi«- 
name  easily  transforms  itself  into  the  impression  that  we  know  some — 
thing  of  the  disease  to  which  we  are  applying  it.     This  tends  to  mak^ 
progress  impossible.     It  seems  more  sensible  to  recognize  that  the  un- — 
named  infections  are  probably  as  numerous  as  those  already  listed  ancS- 
named  in  our  text-boftks,  and  that  in  a  case  like  this  we  are  confronte(S 
with  one  of  this  unnamed  and  unknown  multitude. 

Outcome. — In  six  days  the  patient  seemed  perfectly  well;  the  treat- 
ment consisted  mainly  of  an  occasional  laxative  and  hypnotic. 
Diagnosis. — Unknown  infection. 
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case  145. 
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Case  146 

A  master  painter  of  ^xty  entered  the  hospital  November  i8,  1907. 
His  family  history  was  good. ,  From  the  age  of  ^xteen  up  to  the  age 
of  thirft-two  he  suffered  from  neuralgia  in  the  right  ^de  of  his  forehead, 
but  was  finally  cured  in  1S79.  He  had  typhoid  at  eighteen,  just  after  the 
Civil  War.  Twenty  years  ago  he  was  laid  up  for  six  weeks  with  lum- 
bago, and  has  had  several  less  severe  attacks  of  this  pain  since.  He  has 
never  had  lead  cohc,  nor  any  pain  in  his  joints.      His  habits  are  good. 

For  six  years  he  has  been  troubled  with  pain  in  the  left  upper  chest, 
the  attacks  gradually  growing  worse  and  more  frequent.  Now  the  pain 
is  nearly  constant  unless  he  takes  medicine.  The  pain  is  of  three  sorts: 
(i)  A  dull,  burning  pain,  present  in  the  chest  most  of  the  time;  (3)  a 
terribly  severe  pain,  with  a  feeling  as  if  he  were  gripped  in  a  vise.  This 
comes  from  once  a  week  to  once  a  month,  and  has  several  times  waked 
him  in  the  night.  (3)  A  sharp,  shooting,  knife-hke  pain,  beginning  in 
his  left  chest,  running  up  to  his  shoulder  and  neck,  and  sometimes  felt 
also  in  his  arms.  This  comes  at  irregular  intervals — more  often  within 
the  last  two  or  three  years.  There  are  no  gastric  symptoms.  The  pain 
does  not  seem  to  have  any  relation  to  food.  There  is  no  dyspnea,  cough, 
palpitation,  or  edema.  Years  ago  exertion  seemed  to  make  him  worse, 
but  now,  he  says,  it  seems  to  make  him  better,  and  lately  he  has  dreaded 
bed-time.  He  has  been  treated  in  the  out-patient  department  since 
May,  1902.     He  still  directs  his  business  and  works  irregularly. 

Phy^cal  examination  shows  an  obese  man,  with  normal  tempera- 
ture, pulse,  and  respiration;  the  blood-pressure,  150  mm.  The  urine 
averages  40  ounces  in  twenty-four  hours;  specific  gravity,  1027;  no  al- 
bumin and  no  casts.  The  white  corpuscles  range  between  12,000  and 
14,000  per  c.mm.     No  stippling  of  red  cells.     No  lead-hne. 

The  first  sound  at  the  heart's  apex  is  followed  by  a  soft  murmur, 
best  heard  in  the  aortic  area,  not  transmitted  to  the  axilla.  The  aortic 
second  sound  is  greatly  accentuated.  There  is  no  demonstrable  cardiac 
enlargement.  The  pulses  are  equal  and  regular,  the  artery  wall  not 
remarkable. 

Physical  examination  is  otherwise  negative,  except  that  there  is  some 
diilness  in  the  flanks,  which,  however,  shows  no  shift  attendant  upon 
change  of  position. 

DiscuBsion. — ^Whenahouse-painter  complains  of  a  pain  of  any  kind, 
our  knowledge  of  the  pathology  of  lead-poisoning  naturally  leads  us 
to  do  what  we  can  to  connect  the  pain  with  the  patient's  occupation. 
In  this  case,  however,  there  is  no  definite  evidence  of  lead-poisoning 
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(stippling  is  often  jircscnt  in  Icad-n'orkcrs  whn  show  no  evidence  of  ill- 
ness), and  the  pain  i:^  not  such  as  wc  are  accustomed  to  soc  produced  by 
that  disease. 

The  previous  liistoiy  o(  lumbago  makes  us  seek  to  find  evidence  of 
(hat  disease  in  the  patienlV  present  sjinptoms,  hut  there  seems  to  lie  no 
such  close  relationship  between  the  [>a\n  and  movement  of  the  affected 
muscles  as  would  t>e  exi>ccied  in  lumbago. 

The  ^tuation  and  continuity  of  the  jwin  are  such  as  nx  are  accustomed 
to  associate  with  aortic  aneurysm,  and  only  by  .v-ray  examination  (which 
was  not  made,  owing  to  the  jiatient's  poor  condition  when  he  fit«t  enteretl 
the  hospital)  can  aneurysm  lie  positively  excluded. 

Angina  jiccloris  produces  pains  the  character  and  location  of  which 
orrcspond  accurately  with  those  here  described.  The  pntient's  state- 
ment (hut  exertion  now  seems  to  make  htm  better  is  practically  the  only 
consideration  that  seems  to  contradict  this  diagnosis,  and  this  b  tKrt 
suflicieni  to  exclude  it  As  to  the  nature  and  prognosis  of  t)>c  affection, 
our  judgment  n-ould  be  much  assisted  if  we  knew  whether  the  ]xilieni 
wu  u)  excessive  consumer  of  tobacco.  No  further  ccrtaini)'  can  be 
obtained  without  the  therajieutic  test  (nitroglycerin  or  amyl  nitrite)  and 
an  .v-ray  examination. 

Outcome. — He  has  used  nitroglycerin  in  doses  of  ^l,  grain  from  the 
first,  and  for  years  a  single  tablet  gave  prompt  relief,  (jradually  the 
necessarj'  dose  has  increased,  until  of  late  be  takes  as  much  as  iW  ''> 
twenty-four  hoUrs, 

JT-ray  sJiowed  no  evidence  of  aneurysm.  During  the  patient's  slay 
in  the  hospital  he  usually  had  an  attack  each  night,  best  rdiev'vd  by 
amyi  nitrite.  Silting  up  or  walking  alwut  the  ward  seemed  to  bring  on 
attacks,  relie\-cd  in  the  same  way. 

On  the  MTond  of  Dert-mlxr  he  was  dischAfged  not  relieved. 

Diagnosis. — .\ngina  pectoris. 


Case  147 

A  French-Canadian  cabinet-maker  of  thirty-six  entered  the  hospital 
November  3,  1906.  His  family  history  and  past  history  were  no«  remark- 
able,  but  he  has  used  a  great  deal  of  tolucco  and  taken  throe  or  (our 
drinks  of  hard  licjuor  every  day  fur  fifteen  years. 

Five  years  ago  he  began  to  have  pain  in  the  left  side  of  the  chest  and  in 
the  pit  of  the  stomach,  brought  on  by  exertion  or  excitement,  gradually 
inCTCasiitg  in  frcf|ucncy  and  in  severity.  The  pain  slabs  like  a  knife, 
laats  about  half  a  minute,  makes  him  stop  whatever  he  is  doing  and  stand 
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bracing  himself  back.  Occasionally  it  comes  on  at  night,  and  then 
he  has  to  ^t  up  in  bed  "holding  onto  himself." 

Last  winter  he  began  to  have  palpitation  and  dyspnea  on  exertion. 
Four  months  ago  he  stopped  work  by  his  physician's  ad\-ice  and  went 
into  the  country,  following  which  he  promptly  became  worse  and  for  a 
time  could  not  sleep  on  less  than  four  pillows.  His  abdomen  also  swelled, 
and  the  upper  part  of  it  was  tender.  These  symptoms  have  now  so 
far  sub^ded  that  he  can  sleep  on  one  pillow.  Two  or  three  years  ago 
his  wife  noticed  that  one  pupil  was  larger  than  the  other.  He  has  lost 
twelve  pounds  in  the  last  three  years. 

On  physical  examination  the  above  observation  regarding  the  pupils 
was  confirmed.  Both  were  slightly  irregular  in  outline,  but  reacted 
normally.  The  heart's  impulse  was  in  the  sixth  interspace,  if  inches 
outside  the  nipple.  A  systolic  murmur  was  heard,  loudest  at  the  apex, 
transmitted  also  over  the  whole  precordia  and  into  the  axilla.  In  the 
axilla  and  back,  a  harsh  diastolic  murmur  was  also  heard  replacing  the 
second  sound.  No  second  sound  at  all  was  heard  in  the  aortic  area.  The 
pulse  was  of  the  Corrigan  type.  The  systolic  blood-pressure  was  165  mm. 
The  daily  amount  of  urine  averaged  30  ounces,  with  a  trace  of  albumin 
and  no  casts.  At.  times  a  presystolic  rumble  was  heard  at  the  apex. 
During  the  first  ten  days'  stay  in  the  hospital  he  was  given  magnesium 
sulphate,  an  ounce  every  morning,  tincture  digitaHs,  10  minims  every 
six  hours,  iodid  of  potash  10  grains  four  limes  a  day,  y^  grain  of  nitro- 
glycerin when  needed.  His  progress  during  this  period  was  uneventful. 
On  the  night  of  the  fourteenth  he  was  rather  uncomfortable.  On  the 
fifteenth  he  vomited  several  times.  His  pulse  was  more  rapid  an<l 
weaker. 

Discussion. — The  pain  is  strongly  suggestive  of  angina  pectoris,  but 
the  patient  seems  rather  young  for  the  organic  type,  dependent  on  arterio- 
sclerosis, and  too  ill  for  the  functional  type.  As  in  the  previous  case, 
we  are  unable  to  exclude  aneurysm,  as  the  patient  is  too  ill  to  be  moved 
to  the  x-ray  room.  The  pain  and  the  inequality  of  the  pupils  remind 
us  distinctly  of  that  disease. 

As  regards  the  type  of  cardiac  lesion,  there  seems  to  be  distinct  evi- 
dence of  aortic  insufficiency  with  hypertrophy  and  dilatation  of  the 
heart.  In  a  patient  of  this  age  the  occurrence  of  aortic  disease  with  no 
preceding  rheumatic  attacks  justifies  us  in  treating  the  case  as  one  of 
syphilis,  especially  when  the  cardiac  lesions  are  associated  with  irregular 
and  unequal  pupils.  This  assumption  rests  upon  the  fact  that  syphilis 
of  the  cardiovascular  system  usually  begins  in  the  arch  of  the  aorta  and 
extends  thence  to  the  aortic  valves. 


398  DIFFERENTIAL  DIAGNOSIS 

Outctmie. — About  7  p.  h.  he  remarked  that  he  had  had  rather  an 
uncomfortable  day,  and  (clt  that  it  was  his  duty  to  stay  in  bed,  but  that  be 
hoped  to  be  allowed  to  get  up  the  next  day.  About  8  o'clock  be  became 
unconscious  and  died  within  a  few  minutes. 

At  the  autopsy  (No.  1816)  no  cause  for  the  suddenness  of  death  was 
discovered.  The  heart  was  greatly  dilated  and  hypertrophied.  There 
was  a  chronic  fibrous  myocarditis,  and  the  heart-wall  was  much  thinned 
near  the  apex  of  the  left  ventricle.  There  was  stenosis  of  the  coronary 
orifices  and  a  fibrous  deformity  of  the  aortic  valve.  Just  above  the  aortic 
^■alve,  and  in  the  arch  of  the  aorta,  were  very  many  fibrous  plaques.  A 
chronic  pleuritis  and  chronic  perihepatitis  with  adhesions  was  also 
found. 

Microscopic  examination  of  the  aortic  wall  showed  a  number  of  the 
organisms  of  syphilis  (treponema  pallidum). 

Diagnosis. — Syphilitic  heart  and  aorta. 

Case  148 

A  Jewish  laborer  of  nineteen  entered  the  hospital  November  4,  1907. 
His  family  history  and  jMist  history  were  good,  also  his  habits.  In  Feb- 
ruary, 1907,  he  l>cgan  to  have  a  loud,  ringing,  brassy  cough,  and  to  raise 
considerable  sputa.  At  the  same  time  he  had  hoarseness  and  pain  in 
the  left  up])er  chest,  lx)th  front  and  back.  He  improved  at  first,  later 
losing  all  he  gained.  Vet  he  has  felt  less  thoracic  pain  of  late,  although 
he  lias  coughed  considerably.  Thicf  days  ago,  following  a  severe  par- 
oxysm of  coughing,  he  was  seized  with  intense  jjain  in  the  left  lower  chest, 
both  front  and  back.  The  pain  has  gradually  improved  since,  but  is  stil! 
severe  on  coughing.  During  the  same  |>criod  he  has  t>een  somewhat 
short  of  breath — a  new  symptom  for  him — and  has  felt  feverish. 

The  movement  of  his  temi)cratuie,  pulse,  and  respiration  is  seen  in  the 
accomi«mying  chart  (Fig.  48L  The  iris  of  his  left  eye  is  bluish;  of  the 
right,  brownish.  The  right  pujnl  is  smaller,  markedly  irregular,  and  situ- 
ated more  toward  tlie  inner  side  of  the  eye.  The  vision  of  this  eye  is  much 
(iiniinishwl.  The  riijht  liorder  of  the  cardiac  dulncss  extends  3J  inches 
tieyund  the  midsterniil  line,  and  reaches  a  ]>oint  just  inside  of  the  riiiht 
niji]ilc.  The  left  border  of  dulntss  extends  almut  an  inch  Ix;yond  the 
midsiernum.  The  cardiac  sounds  are  best  heard  in  the  second  and 
third  ri^ht  iniirepaces.  Here  the  rhythm  is  fetal;  the  sounds  sharp  and 
clear.  To  the  kft  of  the  sternum  they  are  difficult  to  hear.  The  left 
chest  is  hyjH.Tresonant  throughout,  while  the  right  is  somewhat  dull. 
Breath-sounds  are  markedly  diminished  on  the  left,  increased  on  the 
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right.  Tactile  and  vocal  fremitus  are  almost  absent  on  the  left.  Physi- 
cal examinAtion  of  the  abdomen  and  the  rest  of  the  body  is  normal. 

By  the  st\mlccnth  of  November  the  patient  was  much  more  com- 
fortable, though  the  physical  signs  bad  not  changed.  .At  the  apex  of  the 
left  luns  a  few  fine  moist  riJcs  were  heard,  with  distant  bronchial  breatb- 
ing;  and  slight  dulness  (Fig.  49). 

.V-ray  re\'caled  a  shadow  in  the  left  chest  about  the  level  of  theangle 
of  the  scapula.    'ITiere  were  exidcnces  of  fluid  below  this  point. 

Discussion. — Although  fever,  chest  pain,  and  cough  arc  so  often  ihc 
precursors  of  pneumonia,  these  s>Tnptoms  have  lasted  far  too  long,  in 
the  present  case,  to  be  at  all  typical,  and  as  soon  as  ^^'c  scrutinize  the  de- 
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Fig.  48.— Ctinn  of  case  nS. 

tails  revealed  by  physical  examination,  it  is  obvious  that  the  i>icture  i& 
quite  unlike  that  of  pneumonia. 

The  extension  of  dulncss.  continuous  with  that  of  the  heart's  area 
to  the  right  of  the  sternum,  the  hoarseness  and  brassy  cough,  and  the 
fxiin  in  the  chest  .suggest  aneurysm.  Htit  the  jwin  is  on  the  left,  and  the 
extension  of  cardiac  dulness  on  the  rijjht.  There  arc  no  prcssiure  signs, 
pulsations,  or  «-ray  shadow-s  to  support  the  suspicion  of  aneurysm; 
only  the  patient's  complaints  are  favorable  to  that  diagnosis. 

When  the  heart  is  displaced  to  the  right,  as  seems  to  be  the  case  here, 
wc  naturally  investigate  the  causes  ai  this  displacement,  beginning  with 
the  commonest — left  pleural  cITuacm.  In  favor  of  this  condition  we  liavc 
the  diminution  of  respkatory  murmur  and  the  absence  of  vocal  and  tactile 
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frerniliis  io  the  left  chesL  Bui  in  spite  of  these  signs,  pleurul  cITu^on, 
serous  or  purulent,  may  be  unconditionally  excluded  on  (he  cxidiiicr  of 
a  single  sign,  viz.,  the  hyperresoniince  of  the  whole  Icfi  tlw*!.  Hy])«- 
resonance  of  a  portioa  of  one  chest — (or  example,  the  tower  axUlnry 
rCKion  or  the  up])er  (juancr — is  ijuile  consistent  with  pleural  riTuMon, 
but  total  hyperrcsonancc  has  never  lx.-cn  recorded,  so  far  as  1  know, 
with  pleunil  effusion.  Oer  a  pneumonic  consolidation  situated  decj>Iy 
in  the  lun;;  suWtancc  the  percussion-note  b  not  infrequently  hyperrcs- 
onanl  or  tympanitic.  I)ul  ihi;.  never  <KX'ur»,  I  Iwlieve.  throughout  a  chest 
containinf;  a  pleural  cffu»on.  f^j-fwrrcsonancc  of  one  chest  then,  with 
displacement  of  the  heart  toward  the  op|x»ite  side,  is  practkally  distinc- 
tJw  of  pneumothorax,  which  seems  the  rcasonaMe  dia^osis  of  this 
case. 

l-jnphj-seniB  produces  general  hypcrresonance,  but  it  is  ne^■er  uni- 
lateral, never  dislocates  the  heart,  and  never  causes  [lain. 

The  |>r»lon)i:ed  cough,  »ith  the  r^les  and  dulncss  at  the  apex  of  the 
k-fl  lung,  are  pa'suniubly  due  to  ihat  disease  which  almost  invariably 
underlies  pneumothorax— phthisis.  The  i-ray  shadow  and  the  evi- 
dences of  Ouid  which  grudually  developed  at  the  buM:  of  the  left  chc»l  are 
doubtless  dt>c  to  (he  accumulalion  of  an  exudate,  converting  the  pneu- 
molltorax  into  Iiydropneumothontx  uocordtnj;  to  tlie  ortUnury  rule. 

Some  account  of  the  two  main  clinical  types  of  pneumothorax  has 
already  been  giv'en.     Hence  nothing  further  is  added  Itcre. 

Outcome. — 'Hie  sputum  contained  many  tubercle  IxicilU.  A  suc- 
cuNsion  splash  was  once  made  out. 

On  the  nineteenth  of  DccemlxT  there  was  still  no  chan|^  in  ihe  pa- 
tient's condition  so  far  as  the  figns  in  the  ch»t  were  concerned:  the 
[Atient  was  feeling  much  letter,  had  gained  consiileniMy  in  wcif;ht,  and 
had  almost  no  cough.  On  the  twcnty-lirst  of  December  he  was  allowed 
to  Ro  home. 

Dlagnoiia. — Pneumothorax  i  pulmonary  tuberculosis). 


Case  149 

A  teamster  of  fifty-two  entered  the  hwjMtal  -April  3.  190R.  Ht» 
family  history  and  habits  were  good.  He  had  right-sided  pleurisy  in 
1871,  and  was  in  lied  ten  weeks  with  fever  and  pain  in  the  chest.  He 
was  not  lapped.  Since  then  he  has  been  well.  In  October,  igoj.  he 
was  struck  on  the  right  chest  by  a  roll  of  cotton  duck  weighing  400  [iound!(. 
He  had  some  i»in  there,  which  went  off  after  a  few  days.  He  thinks 
iKi  ribs  were  broken.  Three  weck-s  ago  be  began  to  tiave  dull,  constatit 
|ain  in  the  right  chest,  worse  on  deep  breathing.    Thi»  pain  tasted  a  week. 
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March  30th  he  went  to  work,  but  the  pain  soon  returned  and  compelled 
him  to  stop  work.  Now  that  he  is  in  bod  he  Ims  practically  no  |)ain.  no 
cough,  no  fever,  an  excellent  appetite,  and  feels  in  most  respects  very 

His  temperature,  pulse,  and  respiration  are  normal,  likewise  his 
blood  and  urine.  He  lies  comfortably  in  bed  without  dvBpnca,  His 
heart  is  negative.  The  artery  walls  are  tortuous,  with  viwhle  pulsation 
in  the  rudials,  brachials,  luid  axillarics.  The  right  chest  is  flat  Ih-Iow  the 
(ounh  rib  in  front  and  mid^^caiiula  behind.  Over  this  area  respiration 
is  ahsfnl-  Hkfwise  voice  and  fremitus. 

Discussion. — As  this  patient  has  previously  had  pleurisy  on  the  right 
side,  we  need  to  consider  whether  the  oruanizcd  results  of  that  attack — 
pleural  adhesions — misht  account  for  the  symptoms  which  are  now 
present.  1  should  siy  decidedly  nul.  An  inflammation  which  has  en- 
tirely died  out  thirty-six  ycaf>.  earlier  docs  not  lc;id  to  acute  pain.  The 
patn  of  a  pleural  elTusion  may  linger  on  for  months,  or  even  for  a  year  or 
two,  but  nei-uT  for  thirty-six  years.  Pleural  adhesions  may  cause  dul- 
nesaand  diminished  brealhinj;,  hut  noi  llainessand  absent  breathini?. 

Can  the  trauma  of  October,  1907,  t>e  the  cause  of  the  present  trouble? 
The  interval  of  live  months  iMrtwecn  the  time  of  the  blow  and  the  onset 
o(  the  present  [win  makes  this  rather  unlikely.  Hemothorax  never 
results  so  far  as  I  know,  from  an  injur)-  of  this  kind  without  fracture  of  a 
rib  or  piincture  of  the  pleura.  Serous  pleurisy  has  also,  in  my  opinion, 
no  connection  with  such  an  accident. 

Dropsical  effusions  due  to  disease  of  the  heart  or  kidnej'  have  a 
predilection  for  the  right  chest,  but  we  have  no  evidence  of  any  such 
disease  in  the  present  case,  iilthouf;h  there  appeals  to  be  some  arterio- 
sclerosis in  the  jicriphcral  vessels.  Further,  dropsical  effusions  do  not 
produce  pain. 

These  alternatives  can  be  easily  excluded,  and  the  diagnosis  of  pleural 
effusion  is  then  so  automatic  that  it  may  be  (|ue-slioncd  whether  I  am 
justified  in  introducing  this  case  in  a  l>ook  supposed  to  deal  with  diaj^- 
noetic  difficulties.  On  this  ))oint  I  can  only  say  that  I  have  rcpcatedlj- 
seen  in  consultation  cases  of  serous  pleurisy  which  hud  not  previously 
been  recognized  because  the  patient  bad  complained  so  little  of  the  chest 
that  no  thorough  plu'sical  examination  had  been  made.  Under  these  con- 
ditions the diaRnosis  is  usually  "typhoid."  ".slow  fever."  " autouitoxica- 
tion."  or  "ptomain-poisoninR." 

It  is  worth  while  lo  note  in  passing  that  this  patient  was  in  bed 
ten  weeks  with  his  untapped  pleurisy  of  1872,  whereas  in  1908  his  illness 
lasted  less  tlmn  two  weeks. 
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Outcome. — A  panvcrtcbrat  trianf;U-  was  tlcmonstratcd,  its  dulntrss 
i  inches  wide  at  the  base.  I'hc  right  che»i  was  tapped,  and  33  ounco  of 
fluid  obtained.  Specific  gravit)',  1017;  albumin,  a.7  per  coit;  lympho- 
cytes. 87  per  cent. 

'I'hc  lluid  did  not  reaccumulatc.  On  April  9th  he  was  discharj^ed 
well,  with  the  caution  tliat  lie  must  always  be  rather  more  careful  than 
other  men  as  regards  fresh  air  (day  and  night),  legular  meals,  and  tbe 
avoidance  of  all  cxccssts. 

Diagnosis.— Pleural  effusion. 

Case  150 

\n  Italian  housewife  of  tliirly-fivc  entered  the  hcsi^ial  .April  35, 
1907.  Three  years  ago  she  had  an  operation,  following  which  she  has 
had  no  menstruation,  but  frequent  "hot  iltishcs"  ri<>ing  from  the  at.- 
tlomcQ  to  the  hcsd,  accompanied  by  sweating  and  headaches  whirh 
somdimcs  "made  her  crazy."  During  the  past  live  months  she  has  had 
frequent  attacks  of  pain  in  the  epigastrium  and  left  chest.  'I'hc  |>atn  is 
never  severe  enough  to  make  her  lie  down.  It  la»ts  sometimes  most  of  the 
day.  It  sometimes  runs  down  the  inner  sdc  of  the  left  arm  I0  the  tinger* 
dps.  The  fnin  comes  on  sudilcnly,  feels  like  neirdles  pricking  the  skin, 
and  is  often  accompanied  by  a  sensation  of  heat  all  over  her  abdomen. 
Her  urine  scalds  her  during  micturition. 

She  has  worked  up  to  the  time  of  entrance,  although  she  eats  and 
slee|»  poorly  and  her  bowels  are  costivx-. 

TemiterHture,  pulse,  and  respiration  are  normal.  Physical  exam- 
ination of  the  chest  and  alMlomcn  is  wholly  ncgati^v.  I'hcrc  is  a  thin, 
yellowish,  viij^iiud  discharge.    The  urine  shows  oonaidemMe  puH. 

Discussion. — Everything  inclines  us  to  explain  many  of  the  s\'mp- 
loms  in  Iliis  case  as  the  result  of  an  artificial  mcno|iausc.  We  must  m-ike 
sua-,  however,  that  the  bmiliar  and  tyjncal  phrascoiog%'  used  by  such  a 
patient  does  not  sometimes  mislead  us  into  overlooking  some  deeper 
organic  disease,  such  as  pulmonary  tuberculosis.  If  this  occurs  to  us 
as  a  possibility,  the  use  of  a  thermometer  will  soon  make  clear  in  the 
vast  majority  of  cases  that  there  is  no  fe\-CT,  the  sweating  and  sense  of 
bat  being  due  to  vasomotor  changes. 

The  presence  of  pus  in  the  urine  makes  it  reasonable  to  inquire 
whether  some  local  infection  of  the  ^enilo- urinary  tmcl  may  not  be  con- 
nected with  the  cardiac  S)-mpioms,  since  gonorrheal  endocarditis  is  noc 
nearly  90  rare  as  is  often  sup^Mscd.  The  tint  pmnt,  however,  is  to  moke 
sura  that  wc  are  dealing  n-ith  a  genuine  pj-uria,  not  with  an  admizluro 
of  urine  and  va^nal  discharge.    In  the  present  case  a  specimen  of  urine 
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drawn  by  catheter  showed  no  pus.  A  smear  from  the  vaginal  discharge 
showed  a  variety  of  saprophytic  organisms,  but  no  gonococci. 

Returning  now  to  the  main  complaint — the  thoracic  and  epigastric 
pain — we  notice  first  that  it  is  accompanied  by  paresthesia,  that  it  has 
no  special  rdaticm  to  exertion,  ajxd  is  often  prolonged  over  many  hours. 
These  facts,  together  with  the  negative  results  of  physical  examination, 
tend  to  show  that  it  is  not  due  to  the  organic  type  of  angina  pectoris,  but 
belongs  in  the  loose  group  of  pains  to  which  the  name  of  "functional" 
or  "false"  angina  has  been  given.  As  in  so  many  other  cases  of  this 
group,  the  patient's  own  interpretation  of  the  pain  have  led  to  forebod- 
ings and  apprehensions,  and  so  to  a  concentration  of  attention  which 
greatly  increases  the  suffering.  The  clinical  importance  of  this  fact  is 
that  it  should  lead  us  to  a  much  greater  vehemence,  directness,  and  cir- 
cumstantiality in  our  reassurances  than  would  seem  to  be  warranted 
by  the  patient's  own  statement.  The  organic  effects  of  a  fear  are  often 
in  proportion  to  the  patient's  reticence  upon  the  subject, 

Outc<mie. — After  eloquent  reassiu^nce  and  a  few  days'  rest  with  full 
diet  the  patient  seemed  so  much  better  that  she  was  allowed  to  go  home. 

Diagnosis. — Artificial  menopause. 

Case  151 

A  Portuguese  lumberman  of  forty  entered  the  hospital  May  30, 1908. 
His  family  history,  past  history,  and  habits  have  been  good.  Three 
years  ago  he  began  to  have  pain  in  the  left  side  of  the  chest,  with  cough 
and  thick  yellow  sputa;  also  a  headache,  betckache,  lack  of  appetite, 
occasional  vomiting.  For  the  past  week  he  has  been  worse.  Three 
days  ago  he  took  to  bed.  His  throat  is  now  rather  sore.  The  course  of 
the  temperature,  pulse,  and  respiration  is  seen  in  the  accompanying 
chart  (Fig.  51). 

The  patient  was  foimd  to  be  slightly  delirious,  with  rapid  res- 
piration and  slight  dry  cough.  The  leukocytes  were  5000  per  cmm, 
the  urine,  negative.  WidaX  reaction  negative.  The  heart  was  negative. 
There  were  coarse  riles  scattered  throughout  both  chests.  In  the  left 
back,  just  outside  the  lower  end  of  the  scapula,  the  vtace-sounds  were 
slightly  nasal.  The  right  clavicle  was  somewhat  more  prominent  than 
the  left,  and  expiration  just  below  it  was  somewhat  prolonged.  The 
abdomen  was  held  rather  rigidly,  and  there  was  slight  general  tender- 
ness there.     The  spleen  was  not  felt,  and  there  were  no  rose  spots. 

Discussion. — A  low  leukocyte  count  in  a  patient  who  is  not  ap- 
parently very  ill  may  be  taken  as  important  evidence  against  the  diag- 
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noris  of  pneumonia,  specially  if  the  ]Kttient'!i  lun^s  ^ve  little  cndcnce 
of  disicsse. 

Pulmonarj'  tubcrculosM  Mcms  more  |>rol>al)Ie  in  v-iew  of  the  loqg; 
duration  of  couf(h  with  sputa,  but  unless  wc  suppose  that  nc  are  i 
with  a  miliun-  tuliercutosis.  there  is  not  enouf;h  in  the  lungs  lo  account 
(or  so  sudden  and  severe  an  illness.  Miliar;-  tuberculosis  onmol  Ik;  ex- 
cluded. The  evidence  is  »u^gesti^'e.  hut  not  a>ni]ielling.  'I1ib  |K)sstbil- 
Ily  should,  therefore,  be  held  in  reserve  until  other  allcmativcH  arc  ox- 
hau&ted. 

Acute  influenzal  bronchitis,  or  bronchitis  of  some  other  t>i)c.  might 
account  for  md»i  of  the  fuels  in  this  case.    'Yhia  diaf^nosis  alio  il  is  im- 
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Fig.  Jt.— Oi«rt  i4ai»  151. 

possible  to  cxcliule.  although  my  impression  as  I  saw  the  rntient  wms  thai 
be  "05  too  sick  for  simple  bronchitis.  '  The  grounds  of  this  impression, 
however,  arc  hard  to  «>owy.  Bronchitis  and  miliary  tul)cn:u)oei».  there- 
fore, remained  as  i»ossibilitics  tr>  Iw  accepted  or  rejected  as  the  further 
course  of  the  case  mij-ht  determine. 

Inftuenial  infection  of  numerous  small  ))ronchieclases  (such  as  occur 
verj-  fre<iuenily  with  the  clinical  picture  of  chronic  vfintcr  cough)  is 
Strongly  »Uf;ge«tcd  by  the  hlMory  and  is  compatible  with  the  |ih\'MCttl 
sign  here  described.  It  rarety  causes  so  high  a  temperature.  bowe\'cr, 
UKtalljr  produces  Ieulcoc>1o«is  with  [>roruse  nummular  sputa,  and  often 
has  an  em|>h>'senia  associated  with  it. 
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Meantime  it  is  important  not  to  forget  the  pofisibtlity  of  typhoid 
fevett  although  the  time  of  the  year  is  not  the  usuul  one,  and  although 
no  dcrmitc  evidence  of  typhoid  has  yet  l>cen  presented.  It  seems  to  me 
esMntial,  however,  that  we  should  consider  typhoid  in  evi-ry  febrile 
paticBt  with  vague  and  colorless  symptoms  which  do  not  compel  us  to 
incrimin.ite  any  one  organ  or  group  of  orfstns.  Typhoid  is.  beyond  all 
other  infections,  Ific  discascwhich  produces  fever  with  nothing  particular 
to  show  for  it  in  the  way  of  Iol-uI  lesions.  Hence  in  till  such  cases  we 
shoiild  remember  it  and  test  for  it  by  all  the  av-ailable  methods. 

Onteome. — Blood-culture  taken  into  bile  was  jxisitive  for  typhoid 
bftciUi. 

The  coiiTs;  of  the  disease  was  unt-vcalful.  The  patient  went  home 
well  on  the  thirteenth  of  July.  There  was  but  little  cough  or  sputa. 
TTie  treatment  consisted  of  \  grain  of  calomel  given  ever)'  fifteen  minutes 
for  ten  doses,  at  the  time  of  entrance,  followed  by  a  suds  enema;  there- 
after he  had  alcohol  and  water  sponges  at  80°  F.  every  four  hours  when 
the  temperature  was  above  toa.j*  F.;  iirotropin,  7  grains,  three  times  a 
day  twice  a  week,  and  turjifniine  stupes  from  time  to  lime.  In  conva- 
lescence he  had  a  good  many  boils,  from  one  of  which  the  staphylococcus 
was  isoiatefl.    For  this,  staphylococcus  wccine  was  given. 

Diagnosis. — Typhoid. 

Case  152 

A  Turkish  nig-rcpairer  of  fort\'-scvcn  entered  the  hospital  ^^ay  a, 
190S,  stating  that  wlien  he  was  twenty-six  he  was  sick  for  three  weeks, 
aad  had  shortness  of  breath  on  exertion.  He  has  since  been  well  until 
three  weeks  ago,  when  he  began  to  haw  jjain  in  tlie  back  of  his  neck  and 
the  left  side  of  his  chest,  with  dyspnea,  orthopnea,  and  nocturia.  For 
ten  daj'S  he  has  had  cough  and  yellowish  sputa. 

The  patient's  temperature  during  the  nine  weeks  of  his  stay  in  the 
hospital  was  generally  subnormal;  his  pulse  averaged  about  too.  his 
respiration  37.  The  daily  amount  of  urine  was  generally  diminished, 
averaging  25  ounces;  specific  gravity,  1033;  no  albumin  or  casts  were 
found. 

The  heart's  impulse  was  best  seen  and  felt  in  the  third  space,  four 
inches  to  the  left  of  the  midstcmal  line;  the  right  border  one  inch  to  the 
right  of  the  median  line.  In  the  fourth  space  the  impulse  was  barely 
felt.  The  sounds  were  loudest  and  the  palpable  impulse  strongest 
just  below  the  ensiform.  The  sounds  were  regular  and  of  gcKxi  quality, 
the  pulmonic  second  accentuated.  The  pulse  was  of  good  i-oliime  and 
tension.     In  front  the  percussion-note  was  dull  belmv  the  left  fourth  rib, 
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bdow  the  fifth  rib  on  the  right,  bel<»v'  the  angle  of  the  left  scapula,  while 
in  the  right  back  Ihc  dubiess  extended  one  inch  higher.  Owt  these  dull 
areas  Ureaihtng.  vocal  and  tactile  fremitus  were  diminished.  I'here  were 
many  line,  crackling  rAlcs  at  the  left  base,  and  a  few  coarse  crackles  after 
cough  at  the  left  lo]),  behind.    The  s>'stoltc  blood-pres&ure  was  145. 

The  spleen  was  easily  paljiablc.  I'he  abdomen  and  extremities 
otherwise  negative. 

On  the  night  of  the  fourth  of  May  the  |>atient's  respiration  became 
rapid  and  difTiciiIt — n-s^piratton,  42,  with  pulse,  1  jo;  tracheal  rAles  coukl 
be  heard  half-way  acro&s  the  ward.  The  lirst  heart-sound  was  almost 
inaudible,  the  second  loudly  accentuated.  The  pulse  was  very  weak. 
The  outline  of  the  heart  was  normal  on  percussion.  The  patient  was 
livid,  cyanotic,  and  cohered  with  pcr^pirulion. 

Discussion. — But  for  the  pcrsis>tcntlr  subnormal  Icmjierature  coming 
on.  as  it  has,  with  acute  axillar)-  |Kiin  and  dv'spm-a,  one  might  think  o( 
poeumonia  in  this  case,  although  the  duration  is  somewhat  too  great. 
The  signs  in  the  lungs  pcnnt  lo  fluid  accumulation  in  both  clients. 
Is  this  an  exudate  or  a  transudate,  due  to  inflammation  or  to  dropsy? 
Double  pleural  effusion  is  \Tr>-  rare.  The  alMi-nce  of  fever  and  of  |iain 
connected  with  respiration  makes  pleural  effusion  still  more  unlikely. 
Indeed,  this  possibility  would  scarcely  have  l)cen  conadcred  but  for  llw 
fad  that  there  seems  hardly  enough  in  the  condition  of  the  heart  or  kidney 
ade()uately  to  account  for  90  miKli  effusion  as  a  dropsy. 

In  the  urine  there  h  reiiUy  no  evidence  of  renal  disease,  thesltght 
variations  from  normal  being  more  charactertslic  of  pacdvc  congestion. 
In  Ihc  heart,  ai.'rentuation  of  the  pulmonic  second  smtnd  is  the  cliief 
abD<»nnality.  and  tliis  is  indicative  less  of  any  cardiac  lesion  than  of  a 
Mocked  condition  of  the  lungs,  however  produced.  The  disfilaccmcni 
of  the  a]iex  impulse  is  also  to  be  regarded  rather  as  the  result  of  the 
pleural  effusion  than  of  any  disease  of  the  heart  itself.  On  the  wlwie, 
therefore,  there  is  no  direct  evidence  of  heart  disease  obtainable  by  ex- 
amination of  the  organ  itsdf,  and  if  we  are  to  predicate  any  weakness  of 
the  heart's  action,  wc  must  do  so  uixrn  the  evidence  f»f  passive  con- 
(Ccstion  in  the  pulmonar)'  circuit.  This  is  not  futtisfactory,  but  it  is 
a  very  familiar  dilemma,  and  one  in  which  exiierienrc  has  shown  that  it 
is  usually  safe  to  assume  a  myocardial  lesion  provided  lliat  there  is  no 
evidence  of  nephritis,  goiter,  or  adherent  {lericardium.  Such  diagnoses 
as  "myocarditis"  used  to  be  much  more  frequent  than  tlwy  arc  at  the 
procnt  day,  sncc  the  haMt  of  routine  blood-pressure  measurements  has 
led  us  to  rccognUe  so  many  latent  rases  of  chronic  ncphritb  not  evident 
by  urinate  examination.    Jn  the  present  case  it  seems  Inevitable  that  wb 
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should  blame  the  heart-wall  for  llie  ciKulatory  disiurbaace,  though  it 
may  be  wiser  to  speak  of  "myocardial  weakness"  (adopting  the  vaguer 
functional  term),  rsilhcr  titan  of  "myocarditis," 

The  acute  attack  of  May  4th  tends  to  confinn  our  opinion  that  the 
heart  is  orgniucally  weak.  This  <ilt:ick  will  be  easily  recognized  as  one 
of  acute  pulmonary  edema — one  of  ihc  most  interesting  and  mysterious 
of  clinical  pictures.  The  vast  majority  of  such  atlackB  occur  in  persons 
whose  cardiovascular  system  has  shown  a  distinct  but  not  extreme  grade 
of  degeneration  and  weakness.  In  many  cases  the  kidney  has  also  shown 
c\idcnce  of  clironic  disease,  but  this  is  almut  the  sum  of  our  knowledjre 
on  the  subject  As  to  the  nature  and  determining  cause  of  the  attacks, 
we  know  almost  nothing,  and  in  a  few  cases  we  are  not  even  warned  or 
guided  by  any  delinitc  c\'idcnce  of  cardiac  or  renal  disease;  the  edema 
appears,  as  it  were,  out  of  a  clear  sky.  It  will  he  understood,  of  course, 
that  the  types  of  edema  here  briefly  referred  to  arc  distinguished  from 
the  ordinary,  long-standing,  gradually  increasing  edema  of  uncompen- 
satL-d  ht-iiM  disease. 

Outcome. — He  was  bled  a  pint  from  a  vein  of  the  left  arm  and  given 
sttA'chnin,  V?  grain,  and  digitalone.  ao  minims,  subcutancously.  Fol- 
lowing this  the  pulse-rale  fell  at  once  to  100,  and  the  perspiration  and 
dyspnea  diminished.  The  left  chest  was  then  tapped,  and  three  pints 
of  fluid  removed.  After  this  the  pulse  fell  to  (jo.  .After  },  grain  morphJn 
subculaneously  the  patient  went  at  once  to  sleep  and  slept  li\'e  hours, 
waking  vastly  improved,  with  good  color,  strong  and  regular  heart 
action. 

The  fluid  removed  from  the  chest  hud  a  gravity  of  loi  1.  with  2.7  per 
cent,  albumin.  In  the  sediment  lymphocytes  made  up  76  per  cent., 
IK)lynuclcars,  14  |x;r  cent.,  endothelial  cells,  10  |>er  cent. 

Two  nights  after  this  he  again  became  uncomfortable;  the  other 
chest  WIS  aspirated  and  four  pints  of  tluid  withdrawn.  The  sperific 
graxity  was  again  loii;  the  albumin  only  1.2  per  cent.;  lymphocytes, 
77  per  cent.  The  patient  was  then  given  magnesium  sulphate  J  ounce 
e^'er)'  morning,  n  dram  of  French  Vermouth  in  a  small  amount  of  water 
just  before  dinner  and  supper,  diuretin,  15  grains  four  time's  u  day. 
Following  the  tapping  of  the  chest  thcamount  of  urine  increased  markedly. 
On  the  sixth  of  July  he  left  the  hospital  much  relieved. 

Diagnosis. — Weak  heart;  acute  pulmonar}'  edema. 

Case  153 

A  single  woman  of  twenty-five,  a  nurse,  entered  the  ward  on  January 
a,  1906.    The  night  before  she  had  had  some  pain  in  the  left  side.     She 
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was  awakened  by  il  several  lintcs  in  the  night.  She  finds  it  uncorarortahle 
to  lie  on  the  right  side  or  on  (he  back,  but  pressure  on  the  left  side,  or 
lying  on  that  side,  relieves  the  pain.  She  has  an  extremely  lender  spot 
under  the  right  biMtler  of  the  ribs  in  front. 

Kxamination  showed  spuro  in  the  right  hj'pocliondrium,  with  temler> 
ncss.    The  pain,  howe^rr,  was  con^stenlly  refcrrwl  across  the  alxloinen  to 
a  I>oint  in  the  /<■//  axillu  on  a  IcirJ  with  the  WJi  nipplr.    Ptiysical  examina- 
tion, including  blood  and  urine.  «*us  otherwise  ncgativx;.    The  temperature 
ranged  Iwtwoen  99^  and  toi^  F.    The  pain  did  not 
seem  to  lie  affected  by  nioq]hin.and  came  on  two  or 
three  times  a  day  in  siosms  lasting  oncqwincr  to 
onc-hajf  hour-    The  tender  point  in  the  right  upper 
c]iiadrant  gren-  stradih'  more  rigid  and  more  scnsili\'e. 
Pressure  there  caused  pain  to  shoot  to  the  left  axilla. 
.She  was  se«n  daily  by  a  surgical  coiuultant,  who  did 
not  ad^-i5c  oiwration.    On  the  fourth  day  the  white 
cells  rnsi-  lo  14.000. 

Discussion. — This  case  is  introduced  to  exemplify 
an  unusual  reference  of  pain  to  a  |x>int  far  refno>.'ed 
from  the  lesion  producing  it.  The  tenderness  and 
s(>asm  turn  out  here,  as  in  so  many  other  cases,  to 
guide  us  better  than  the  pain,  when  ihe  (wo  di\'«rge. 
A  rhythmic  or  spasmodic  character  in  any  painful 
seizure  usually  turns  out  to  me-an  frustrated  peristalsis 
within  a  hollmv  muscular  organ.  But  there  is  no  such 
OTxan  in  the  left  axilla;  the  nearest  hollon-  muscular 
organ  is  the  heart,  and  there  is  nothing  else  in  the 
clinical  picture  to  connect  the  pain  with  that  organ. 
The  rising  leukocyte  ctnint  and  the  tewr  are  data  not  ordinarily 
Associated  wiOi  angina  of  any  t}'pe. 

Outcome. — Three  days  later  the  aMnmen  was  ot>ened  and  a  much 
distended  and  twislcd  gall-bladder  found;  (he  cystic  duct  was  diluted. 
twisted,  and  ocdudcd  by  a  large  stone.    Three  olbcr  s(o«es  were  also 
found  in  the  gall-bladder,  which  was  acutely  indamed. 
Diagnosis. —(iall  -stones. 
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Case  154 

A  Swedish  machinist  aged  twenty-fi\'«  entered  the  ward  February  8, 
1907.  I'lve  weeks  previously  he  had  sttfTered  from  lonsJIIitis.  In  two 
weeks  he  was  back  at  work,  but  began  to  ha\-e  pains  in  his  In^s  and  feet; 
at  one  lime  both  knees  were  red  and  swollen.    Ten  days  ago  he  giive 
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up  work  and  went  to  bed,  with  fever,  headache,  loss  of  appetite,  and 
weakness.  His  chief  complaint  for  the  past  week  has  been  pain  in  both 
chests,  worse  in  the  right  front.  His  legs  have  shown  only  indelinite 
sdffness  and  soreness  in  the  past  few  days. 

Phi'sical  examination  of  the  chest  showed  in  the  right  axilla  very 
slight  dulncs».  with  diminished  breath  -sounds  and  a  siiKgestion  of  friction. 
The  heart  was  negative.  There  was  no  rcdncs.'i  or  swelling  of  any  joint, 
but  some  pain  on  motion  of  the  right  knee,  and  a  slight  rigidity  of  the 
neck.  Belly  negative.  Tcmjierature,  101.8°  F.;  pulse,  lao;  respiration, 
30;  hemoglobin.  70  |«.t  cent.;  white  cells,  34.000;  urine  normal. 

On  the  twelfth  of  February  there  was  still  no  evidence  of  any  localiza- 
tion of  the  infection  except  that  the  signs  in  the  lower  right  axilla  had 
slightly  increased.  1'he  patient  looked  decidedly  sick,  and  the  white 
count  had  risen  to  35.400.  On  the  fourteenth,  jiain  and  edema  of  the 
whole  right  leg  appeared  without  tenderness;  the  next  day  swelling  ap- 
peared in  the  left  loot  and  the  vdns  below  the  left  knee  were  distended; 
there  were  still  no  tenderness  and  no  change  in  the  signs  in  the  right  chest. 
By  the  sixteenth  the  swelling  of  the  left  leg  had  considerably  increased, 
and  there  was  tenderness  over  the  red,  cord-like  veins  of  the  left  calf. 
The  white  count  remained  the  same,  88  per  cent,  of  the  cells  Ijeing  pcAy- 
Duclear. 

The  patient  remained  in  the  hospital  until  August  lath— six  months. 
There  was  some  sloughing  of  the  siiperficial  tissues  of  the  right  foot. 
A  well-marked  nephritis  api)cared  on  the  twcnty-fourlh  of  February,  and 
lasted  until  July,  but  finally  disappeared  aliogelher,  I'leurisy  appeared 
in  the  left  side  on  the  tenth  of  May,  but  disajjpearcd  in  the  course  of  a 
week.  Tlirombosis  appeiired  in  both  arms  in  the  early  part  of  March, 
and  in  the  middle  of  the  month  there  was  bloody  cxfjcctoration  for  a  couple 
of  days,  without  any  special  pulmonary  sijjns  to  account  for  it.  By 
April  ist  the  arms  were  normal  and  the  left  leg  nearly  so. 

A  marked  am-mia  gradually  developed,  so  that  on  the  thirteenth  of 
April  the  red  cells  were  2,725,000.  with  65  i»cr  cent,  of  hemoglobin. 
Late  in  June  there  were  purpuric  spots  on  the  dorsum  of  the  left  fool, 
but  they  disappeared  within  a  few  days. 

Discussion. — As  the  history  of  this  case  opens  with  a  tonsillitis, 
it  may  be  well  to  consider  some  of  the  lesions  which  the  clinical  experience 
of  the  last  fifteen  years  tends  to  assodate  with  tonsillar  inflammation. 
Although  the  majority  of  cases  of  tonfiillitis  progress  beyond  their  origin 
no  further  than  the  lymphatic  glands  at  the  angle  of  the  jaw,  the  \'ery 
striking  prostration  which  accompanies  and  follows  the  acute  infection 
probably  indicates  that  the  disease  rurely  remains  local.    It  seems  to  be 
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shown  beyond  reasonable  doubt  that  in  many  cases  an  infection  first  d«- 
monslnible  in  tlic  loniiil  appears  soon  after  in  one  or  anotlier  synovial 
membrane  or  joint  surface,  in  the  endocardium,  in  the  Iddne>-,  or  on 
some  serous  surfaces.  This  may  be  taken  to  indicate  that  iMurteria  an; 
diculating  in  the  blood-stream  in  a  considerable  proportion  of  cases, 
though  they  have  not  often  been  isolated  by  blood  culture. 

The  case  above  described  is  remarkable  chielly  because  it  narrates  the 
fortunes  of  a  patient  who  suffered,  one  after  another,  most  of  the  common 
complications  of  lonsiUilis  above  referred  to.  Ik^nning  with  muliiple 
arthritis  and  rif;ht-!>idcd  pleurisy,  he  next  suffered  a  series  of  infections 
of  the  ]>cripheral  mns,  Icadinj;  to  mullii>le  ihrumbi.  Then  came  the 
nephritis,  which  1  ha\'e  often  seen  occurring  in  ttMisillitis  as  the  only  mani- 
fcstatioa  of  the  body's  effort  to  eK|>cl  invaders.  The  pulmonary  bleeding 
is  probably  to  be  explained  as  analogous  lo  the  purpuric  spots  which 
appeared  for  a  few  days  in  the  latter  part  of  his  illness.  Only  histoJogic 
CJcamination  could  decide  whether  these  pulmonary  and  cutaneous  hem- 
orrhages were  due  lo  embolism  or  to  some  otlicr  cause.  The  de^xlop- 
meni  of  a  marked  anemia  in  a  six  months'  illness  of  this  seventy  is  not  to 
1  wondered  at,  since  chronic  sepsis  always  tends  to  produce  anemia, 
it  is  ([uitc  remarkable  that  the  heart  cscai>cd,  apiKircnlly  without 
injury.  Possibly  the  transient  rigidity  <rf  the  neck  might  be  interpreted 
as  a  brvral  infection  of  the  menin^^cs  ("meningumus").  tincc  we  know 
that  all  the  serous  membranes— pleura,  pericardium,  peritoneum,  men- 
inges— may  be  attacked  in  cases  of  generalised  sqisig. 

-Another  ver>'  remarkable  feature  about  this  case  was  that  tlic  patient's 
fmat  recover)*  was  complete.  The  treatment  consisted  essentially  of 
good  nursing. 

Diagnosis. — Sepsis  with  thrombi. 


Caa«  1S5 

An  Italian  laborer  of  twent>'-ninc  entered  (he  hospital  on  March  iS, 
190S.  'I'hc  family  history  was  ncf^tivc;  his  {uist  hislor}-  likeuise  w,  his 
habits  good. 

Four  ueeks  ago  he  began  to  have  iwin  In  his  left  cbe»t,  chiefly  low 
down  in  the  axilla,  accompanied  and  aggravated  by  cough  or  deep 
breathing.  There  was  slight  dyspnea  on  exertion.  For  three  cla>ii  he  has 
felt  chilly  and  feverish,  especially  at  night.  He  lias  noticed  nothing 
remarkable  about  his  urine,  and  no  fuiin  except  as  alwv'c  dcscrit)cd. 

On  physical  examination  the  heart  shon-ed  nothing  abtMinnal.  The 
right  side  of  the  chest  moved  better  than  the  left,  and  there  was  slight  dul- 

I  at  the  right  pulmonary  apex  as  low  as  the  second  rib,  with  brondio- 
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Mdcular  respiration  and  increased  voice.  At  the  base  of  the  left  axilla 
the  percussion-note  was  tiat  below  the  sixth  rib.  Tactile  fremitus  was 
absent,  voice-  and  breath-sounds  diminished.  Over  the  area  of  flal- 
ncss  were  scattered  a  Ikw  fine  rAtes,  and  some  were  audible  as  high  as  the 
second  rib.  In  the  back  the  area  of  |]alness  reached  up  to  the  Io\ver  angle 
of  the  scapula.  Tactile  fremitus  was  diminished  over  the  whole  left 
back,  and  absent,  together  with  voice-  and  brealh-sfiiinds,  below  the  an^lc 
of  the  scapula.  A  jjara vertebral  triangle  was  percussed  out  on  the  op- 
posite side.  The  alxlomen  aho^ved  considerable  fjeneral  rigidity  and 
in  the  extreme  flanks  some  dulncss.  which  did  not.  however,  exhibit  any 
change  with  change  of  position.  During  the  next  ten  days  his  tempera- 
ture ranged  between  gg°  and  loi*  F..  his  pulse  between  70  and  80,  his 
resinration  Iwtween  30  and  35,  his  tirine  l>elween  40  and  50  ounces  in 
twenty-four  hour?,  with  a  slight  trace  of  albimtin,  a  moderate  amount  of 
pus,  many  hpline  and  granular  casts,  some  of  which  have  blood  or  fat 
adherent.    The  leukocytes  were  6700;  hemoglobin,  75  per  cent 

By  March  jad  the  diihiess  in  the  chest  hud  somewhat  dirninished, 
and  the  parawrtcbral  triangle  was  not  cndent.  The  dulness  on  the 
left  ^de  seemed  to  rise  higher  in  tlie  axilla  than  near  the  spinal 
column.  A  large  mass  was  non-  felt  in  the  left  flank,  but  could  not  be 
definitely  outlined  on  account  of  the  rigidity  of  the  whole  abdomen,  which 
did  not  rel.ix  e^'cn  in  a  warm  bath. 

On  the  twcniy-fourth  of  March  the  .r-ray  showed  apparently  a  large 
stone  in  the  left  kidney. 

On  March  37th  the  area  of  dulness  in  the  left  chost  had  not  changwi. 
but  there  were  coarse,  moist  rAles  in  the  right  lower  back  and  axilla. 
The  urine  still  showed  a  slight  amount  of  jtus.  Cystoscopy  showed  this 
pus  to  issue  from  tlie  left  ureter,  while  n0rm.1I  urine  came  from  the  right 

Discussion. — The  signs  at  the  busc  of  the  left  axilla  and  in  the  Ixick 
seem  to  indicate  a  localized  pleurisy,  with  or  without  a  small  effusion.  In 
new  of  the  later  developments  of  the  case,  however.  I  IjcIIcvc  that  the  para- 
vcTtcljral  triangle  was  jwrcussed  out  largely  as  tlie  result  of  "cx|xx;tant 
attention" — 1.  e.,  of  the  interne's  conscientious  determination  to  fmd  it. 
Even  at  the  iK^inning  of  the  case  e%'er\'  one  who  saw  the  patient  felt  that 
the  pleural  effusion  was  not  sufficient  to  account  for  the  marked  fevci 
and  constitutional  sj-mptonis.  Wc  all  thought  there  must  be  "  something 
back  of  it." 

Our  first  clue  to  that  "something"  in  the  background  was  the  find- 
ing of  pus  in  the  urine.  This  led  us  to  search  more  carefully  the  re^oo 
of  the  kidnc>-s,  whence  the  mass  In  the  left  flank  came  to  light.  As  I 
read  the  record  now  it  is  amusing  to  note  how  promptly  the  chest  signs 
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retire  into  the  background  of  the  clinical  picture  as  the  lcidne>'  begins  lo 
loom  up  in  the  foreground.  Hmv  far  (his  rcprescnu  the  actual  course  of 
(nvnts  in  the  patient  nnd  how  far  it  is  a  matter  of  the  historian's  p8]r* 
cholot^'  it  is  now  dtllkult  to  say. 

Outcome. — On  March  38th  oiwnttion  »ho\vcd  a  larije  kidnc}'  filled 
with  thick  pus  and  adherent  to  the  diaphraRm  and  other  structures. 
No  stone  was  found,  hut  there  was  u  calcareous  plate  near  the  surface  of 
the  kidney;  no  hisir>lo}tic  report  is  prcs«;r\-cd. 

The  patient  made  a  jrood  recovery. 

Diagnosis. — Pus  kidnc)*  (tuberculous  P). 

Case  1S6 

A  widow  of  forty  entered  the  hiispitui  Fcbruarj-  13.  190S.  She  had 
t>*pho4d  fever  three  years  iK-fore,  and  was  o)>rr»ted  on  for  extia-utcrino 
pregnancy  seven  years  before.  Otherwise  she  has  never  been  sick,  but 
has  had  many  colds  this  winicr.  Six  weeks  ago  she  bej^n  to  suflfer 
from  pain  in  the  left  side  of  the  chest.  Four  weeks  apo  she  had  to  pivc 
up  her  work  on  account  of  vomiting  immediately  after  eating.  The 
x'omitus  rarely  contained  food.  It  usually  was  greenish.  There  was 
constant  soreness  in  the  epigastrium,  and  a  good  deal  of  fnin  in  the  left 
arm  and  left  6idenf  Uic  chest.  She  has  taken  almoiitiw  solid  food  for  Sle^'- 
eral  weeks.  She  has  considerable  tiysi>nca  and  iwlpitation,  and  has  lost 
twenty-«z  pounds.  Twice  she  has  had  shi\'cring  spells  lasting  several 
hours  at  ntghl.  She  admitted  the  occasional  use  'of  alcohol,  and  it  wu 
apparent  on  her  breulh  at  the  time  of  entrance.  Some  tughts  she  passes 
uriiw  at  frequent  intcr\-als. 

Phj-sicnl  examination  was  neguti%'e  except  for  considcTable  tendcmcM 
in  the  epigastrium  and  moderate  enlargement  of  the  axillary  glands  on 
both  »des.     itlnnd-]ircs3ure.  135. 

Discussion. — On  p.  738  of  this  book  I  have  referred  to  a  case 
disgnosed  ami  treated  as  neurasthenia,  but  dying  ebortly  afterward  ol 
cuKcr  of  the  jileunt.  Ttie  symptoms  in  that  case  were  not  unlike  those 
described  above,  and  my  remembrance  of  the  former  mistake  leads  me 
to  be  especially  cautious  in  the  diagnosis  of  supposedly  neurasthenic 
paiits  in  the  side  of  the  rhe»t.  llie  |>n;sencc  of  enlarged  glands  would 
be  quite  consistent  with  malignant  disease  of  the  chest,  and  is  often  one 
of  the  most  important  clues  to  the  discovxry  of  that  trouble.  The  import. 
ance  of  this  enlargement,  houxvcr,  is  weakened  by  the  fuct  that  tl  is  !>!• 
hteral.  .-Vdenitis  secondary  to  malignant  disease  is  Uisiially  unilateral. 
In  the  present  case  I  did  my  best  to  fmd  signs  of  malignant  disease 
by  physical  examination  of  the  chest,  but  could  find  nothing. 
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By  Ihe  ncgati\-c  results  of  phyacal  examination,  which  included  a 
temperature  record,  wc  nere  able  also  to  exclude  pleurisy. 

The  txli-nsion  of  ihc  piiln  to  the  li-fi  arm,  ihf  presence  of  dj'spnca 
and  palpitation,  and  the  age  of  the  patient  are  data  quite  consistent  with 
ihc  dia^OMS  of  angina  pectoris.  .Aguinst  this,  howerer,  is  the  absence 
of  any  relation  to  exertion  as  a  cause  of  jmin,  the  long-standing  and 
moderate  character  of  the  siilTerinf;,  and  the  low  blood-prcssure. 

After  the  exclusion  of  these  and  all  Ihe  otlier  tHissibililit-s  which  wc 
could  call  to  mind,  it  sci-med  best  to  make  a  diagnosis  of  neurosis  and  use 
that  as  a  working  basis  for  a  therapeutic  lest. 

I  inlcqjFcl  the  left  axUlan'  pain  as  due  to  that  commonest  of  all 
causes  for  such  a  complaint,  viz.,  JlittuUtue.  When  the  stomach  is  over- 
disiended,  whether  by  atmospheric  air  which  has  been  sit-allowed  and 
"cribbed"  or  by  the  products  of  gastric  fermentation,  the  "Ma^en- 
blase, "  or  bubble,  which  is  usually  to  be  seen  near  the  cardia  by  fluoros- 
copy, swells  to  huge  dimenaons.  invades  the  axillary  region,  and  often 
causes  much  discomfort.  The  patient  usually  thinks  she  has  heart  dis- 
ease; the  thought  increases  her  nervousness  and  thus  her  flatulence. 
The  xicious  drdc  is  then  in  complete  working  order. 

Outcome. — The  patient  was  put  to  l)ed  and  given  a  diet  of  liquids 
and  soft  solids,  with  paraldehyd,  half  to  one  tcaspoonful,  on  two  success- 
ive nights.  Within  two  days  the  vomiting  had  ceased  and  she  fell  much 
better.  She  had  ap[>arently  been  %%'orking  hard,  and  was  of  a  neurotic 
type,  tawly  frightened  by  the  slightest  unexi^-cled  noise  or  occurrence. 
She  was  well  enough  to  go  to  work  again  on  the  twentieth  of  February. 

Diagnosis. — Neurosis. 


Case  157 

A  Greek  waiter  of  twenty-one,  with  a  negative  family  history,  entered 
the  hospital  November  13.  1907,  with  the  statement  tliut  he  has  been 
feeling  rather  poorly  for  the  i^ist  four  months,  but  had  no  deliniie  sjTnp- 
toms  until  three  weeks  ago,  when  he  began  to  have  frequent  severe  [lains 
in  the  front  and  left  side  of  his  chest  and  a  distressing  cough  without  ex- 
pectoration. The  pain  and  cough  were  both  worse  at  night,  but  he  has 
been  vcr>-  comfortable  h-ing  flat,  and  has  complained  of  no  shortness  of 
breath.  He  has  been  chilly  and  feveri.sh  and  had  much  vertigo  and 
frontal  headache.    During  the  past  three  weeks  he  has  lost  ao  pounds. 

M  entrance  the  patient  was  imable  to  lie  down  on  account  of  dyspnea. 
The  cardiac  apex  was  neither  visible  nor  palpable.  The  area  of  cardiac 
dulness,  as  shown  in  the  diagram,  had  a  total  width  of  it)  inches,  the 
Wt  border  of  dulness  being  73  inches  to  the  left  of  the  midstemum  in  the 
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fifth  interspace.  In  the  upper  front  o(  the  rif;ht  chest  there  was  tu)>uLtr 
breathing  over  the  dull  area,  and  in  the  left  back,  nenr  the  angle  of  the 
scapula,  all  the  sign:s  of  soHdiGcution  u-erc  present.  The  abdomen  was 
everywhere  dull  except  in  the  umbilical  r^ion  and  to  the  left  flank.  The 
I»iticnt's  tcni|)crutun:  u'as  ini-giilarly  derated  for  the  whole  of  his  three 
months'  slay  in  the  limpital.     (See  Fig.  53.) 

The  blood  showed  9900  white  cells  and  qo  per  cent,  hemoglobin. 
The  urine  was  not  remarkable.  A  paradoxic  pulse  was  demonstrated 
on  the  fifteenth. 

Discussion.— [f  we  accept  as  accurate  the  record  of  a  to-and-fro 
friction-sound  at  the  point  shown  in  the  diagram,  there  seems  no  reason 
for  doubt  that  pericarditis  is  |)rcsent.  It  remains  to  discwcr,  if  we  can, 
whether  a  pericardial  clluston  is  present  and  by  what  other  lesions  the 
pcricanlitis  is  complicated. 
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Fig.  53.— Ch«n  0*  M«c  ts7. 


The  diagnosis  between  a  pericardial  effusion  and  a  dilated  heart  is 
notork»tsly  difficult,  often  impossible.  In  the  present  case  we  have  no 
good  cause  for  such  a  dilatation  of  the  heart— no  val^nilar  or  arterial  lesion, 
no  goiter  or  chronic  nephritis  no  hislon-  of  beer-drinking.  The  ana 
of  solidittcatiun  in  the  left  hack  is,  In  all  prohal>ilit>*,  due  lo  pressure  ex* 
cried  upon  the  lung  cither  by  a  pericardial  effusion,  a  ]4eun)  dropsy, 
or  a  greatly  dilated  heart.  'ITie  latter  i)o*isibiIity  is  verj-  nirdy  mentione<l 
in  t('it-U>ok>,  but  I  haw  been  con\inccd  by  postroortem  cndence  that 
a  heavy,  distended  heart  in  a  patient  who  lies  )>erHstently  on  the  hack  may 
compress  the  left  lung  soasto  produce  an  atelectasis  or  pscudopneumonic 
condensation  of  the  lung  similar  to  that  often  caused  by  pericardial 
effusion.  A  comnKin  mistake  in  these  cases  i-S  lo  suppose  that  a  loliar 
pneumonia  bi  present    Experience  has  shou-n  thai  when  we  hear  tttc  »gns 
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of  solidification  near  the  angle  of  the  left  scapula  in  the  course  of  a  case 
showing  a  greatly  dilated  heart,  with  or  without  pericardial  effusion, 
these  agns  turn  out  in  the  great  majority  of  cases  to  be  due  to  pressure 
exerted  on  the  lung  by  the  heart,  or  by  a  pericardial  or  pleural  effusion, 
and  not  to  an  exudate  in  the  lung. 

The  presence  of  a  high  continued  fever  and  the  absence  of  any  cause 
for  cardiac  dilatation  in  the  present  case  incline  me  to  believe  that 
there  is  a  pericardial  effusion.  The  loi^  duration  of  the  case  with- 
out any  notable  improvement  suggests  that  the  pericarditis  may  be 
tuberculous. 

The  extensive  dulness  in  the  abdomen  is  in  all  probability  due  to  fluid 
which  may  be  the  result  either  of  tuberculous  peritonitis  or  of  stasis. 
Ascites  is  especially  apt  to  accumulate  as  the  result  of  a  chronic  pericardi- 
tis which  has  gone  on  to  complete  obliteration  of  the  pericardial  sac,  but 
it  does  not  seem  probable  that  the  inflammation  has  lasted  long  enough  in 
this  case  to  bring  about  that  result.  Further  evidence  as  to  the  nature  of 
the  fluid  in  the  peritoneum  might  be  obtained  by  tapping,  for  a  dropsical 
fluid  would  probably  be  of  lower  gravity  than  one  due  to  tuberculous 
peritonitis. 

Outcome. — He  was  admitted  to  Tewksbury  Almshouse  January  22, 
1908. 

The  left  lui^  c<mtinued  to  show  the  flatness  and  loss  of  voice-sounds 
below  the  fourth  rib  in  the  axillary  line.  Sputum  was  examined  twelve 
times  and  found  negative  for  the  tubercle  bacillus.  Slight  dulness  and 
bronchial  breathing  spread  to  both  lungs. 

In  February  his  temperature  rose  daily,  going  as  high  as  103°  and 
104°  F.,  but  usually  reaching  102°  F. 

He  died  Jime  4,  1908.     No  autopsy. 

Diagnosis. — Pericarditis. 

Case  I 58 

A  night  watchman  of  forty-six  entered  the  hospital  August  24,  1906. 
He  has  been  a  hard  drinker  up  to  elexen  months  ago.  He  had  s>-philis 
twenty  years  ago.  For  over  two  years  he  has  been  troubled  by  a  hack- 
ing cough  without  sputa,  accompanied  by  night-sweats  and  a  slight  pain 
in  the  left  side  of  the  chest.  He  has  gradually  increasing  dyspnea  on 
exertion,  but  can  still  lie  fiat  and  with  the  greatest  comfort  on  the  right 
side.  For  the  past  ten  months  he  has  t)een  having  pain  in  the  left  upper 
chest  and  parox)-sms  of  distressing  cough.  At  times  he  loses  his  voice 
for  a  tew  hours,  but  is  never  constantly  hoarse.  Nitroglycerin  has  given 
him  considerable  relief,  but  he  has  rattled  and  wheezed  all  summer, 
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especially  during  the  Ust  four  days.    He  sleeps  poorly,  has  lost  much 
weight,  and  ha»  no  appetite. 

The  heart 'Et  apex  is  in  the  fifth  spac«,  one-half  inch  outside  the  iup[de, 
the  right  border  of  diUnest  tKo  inches  to  the  right  slemiU  maigin  in  Ibe 
fourth  since.  There  b  marked  bulging  of  tlie  kft  chest  o%-er  the  urea 
shown  in  the  accompanyin;;  diagram,  and  considerable  pulsation  in  the 
third  and  fmirth  left  s^nccs.  The  veins  of  the  neck  and  anns  are  dis-  \ 
tended.  Loud  groaning,  whistling  sounds  are  audible  throughout 
lungs.  Physical  examination  of  the  heart,  blood,  and  urine  is  other 
nc^tivc  (Fig.  55). 

Discuaslon.— If  a  careful  jAysical  examination  were  made  and  duly 
meditated  on  in  Ihb  case,  the  onlt-  hesitation  in  diagnoeJs  would  be  on 
the  question  whether  aneuni'^m  or  malignant  disease  of  the  chest  lA  the 
cause  of  the  patient's  sufferings.  In  the  aliscncc  of  stKh  an  examina- 
tion, howe^'cr.  I  hnw  known  a  case  ^^'fy  similar  to  this  to  t>e  treated 
as  consumption  for  a  number  of  months,  the  cough,  night-swcals,  emacia- 
tion, ami  piiin  in  the  chest  bcin^  aocciyled  us  stifTictenl  e\'tdence  of 
phthisis. 

In  another  case  the  wheezing  and  rattling  led  straight  to  a  diaf^nosaj 
of  bronchial  asthma  and  to  all  sorts  of  therapeutic  attempts  based  00 
that  diagnosis. 

Returning  to  the  only  diagnostic  proMem  which  ought  to  exist  in  this 
case  (aneurysm  or  malignant  dlva.se  t)f  the  chest),  I  may  say  in  the  tirst 
place  that  tn  a  considerable  number  of  cl,^-s  in  which  I  have  known  this^ 
discufisioa  to  arise,  the  outcome  has  alwavs  !<ho%^'n  ancurvsm.    In  ihiil 
man  the  hblory  of  syphilis,  the  ultscnceof  any  glandular  enlargement,  and] 
the  slow  march  of  the  sj-mptoms>,  which  apparently  have  lasted  two  years,! 
all  fu\'or  ancur>-sm.    The  loss  of  weight  is  fwrfccdy  chantctcristic 
ancur)-sm,  and  occurs,  as  I  have  prexiously  shown,'  in  the  vast  majority 
uf  all  cases.    I  emphasize  this  point  because  in  the  discussion  of  this 
differential  diagnosis  I  ha\'c  Sfveml  times  heard  emarintinn  adduced  as 
evidence  l^;uinst  aneurysm  and  in  fa\x)r  of  malignant  disease. 

Outcome. — ^A'-ray  showed  a  large  shadow  coFn»i>onding  to  the  ar 
of  dulncss.    The  mass  seemed  to  grow  and  then  to  decrease  in  size  in  the 
next  few  da^-s,  the  pul»arion  ^^rying  much  from  time  to  time  in  amount 
and  in  extent.    There  were  two  main  projecting  points— one  over  the  prc- 
cortUa,  and  one  ftbo\'e  it,  under  the  clu\'icle.    Sarcoma  of  the  chcst-waQj 
WIS  considered  seriously.    The  [laticnt  died  crn  the  sixteenth,    .\ulopsf ' 
■bowed  aneurysm  uf  the  first  |>orti«n  of  the  aorta;  rupture  into  the 

■  T«m  PoatlMr  C*vr%  of  Kmarulioa  Nn<  GttHmllf  RKognlMtl.  R.  C.  Cabol.  M.  D., 
]ow.  Ann.  Med.  Amoc,  Marrh  17,  igo6u 


fW-  55- — PliJ*ie«l  Mgns  (ound  in  n  iiaiirni  «'ho  <i>rti|>la!iifr]  of  tij»|>H«i,  cjugh,  aDad&- 
lion,  nlglit-twesb,  and  pain  In  the  diat, 
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pericardium;  compression  atrophy  and  bronchopneumonia  of  the  left 
lung.  The  aneurysm  was  filled  by  a  very  thick  clot  lying  in  front  of  and 
above  the  heart. 

Diagnosis. — Thoracic  aneurysm. 

Case  159 

In  March,  1898,  a  housewife  of  thirty-three  came  to  the  hospital  for 
hemoptyas,  supposedly  due  to  phthisis.  No  sign  was  found  in  the  lungs. 
In  October,  i8g8,  she  was  again  treated  for  pleurisy  with  effusion  and 
fistula  in  ano.  She  had  had  a  nervous  breakdown  in  1896,  and  had  been 
very  irritable  and  self-centered  since  that  time. 

In  April,  1S99,  she  began  to  suffer  from  pain  in  the  right  ade  of  the 
chest,  much  a^avated  by  coughing  and  laughing. 

The  urine  contained  a  trace  of  bile  and  a  good  many  leukocytes;  other- 
wise it  was  negative,  as  were  the  blood,  temperature,  pulse,  and  respiration. 

Physical  examination,  April  23d,  was  negative  save  for  a  patch  at  the 
right  base  near  the  scapular  angle,  where  there  were  slight  duhiess,  dim- 
inished voice,  respiration,  and  fremitus. 

DiscuBsion. — Pulmonary  hemorrhage  of  any  amount — an  ounce  or 
more — means  pulmonary  tuberculosis  in  999  cases  out  of  looo,  if  disease 
of  the  heart  and  aorta  be  excluded,  as  they  easily  can  be  in  most  cases. 
The  other  traditional  causes  of  hemoptysis — disease  of  the  throat, 
vicarious  menstruation,  hemorrhagic  conditions — amount  practically 
to  nothing;  that  is,  they  are  usually  quite  obvious,  like  purpura  hamor- 
rhagica,  or  quite  mythical,  like  vicarious  menstiuation.  Pulmonary 
hemorrhage  due  to  distomiasis  never  occurs  in  North  America  except 
among  Japanese  immigrants. 

The  fact  that  signs  are  absent  on  examination  of  the  lungs  after 
a  hemoptysis  due  to  tuberculosis  is  entirdy  according  to  rule  when 
hemoptysis  is  the  first  evidence  of  disease.  We  almost  never  find  any 
^gns  of  disease  until  some  months  later;  in  many  cases  we  never  find 
them  at  all,  and  only  the  postmortem  examination  proves  tuberculosis. 

All  this,  however,  refers  to  an  event  over  a  year  old.  Is  it  not  possible 
that  her  suffering,  at  the  present  time,  is  coraiected  with  her  nervous 
condition  and  due  to  habit  pain?  Against  this  hypothesis  we  have  the 
fact  that  she  has  previo\isly  had  pleurisy  with  effusion  and  fistula  in  ano, 
both  of  them  tuberculous  affections  in  practically  every  case.  Bearing 
these  troubles  in  mind,  we  naturally  assume  that  her  present  pain  is  in 
some  way  produced  by  her  old  pleurisy,  of  which  there  seems  to  be  still 
some  evidence  at  the  right  base.  There  are,  however,  two  other  possibil- 
ities which  must  first  be  considered  brieflv: 
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The  urine  contAins  bile.  This  directs  our  attcntioD  to  the  Wwt;  but 
snlAigemcDt  of  the  liver  upward  muy  produce  in  the  right  back  all  the 
signs  here  described — signs  which,  if  interpreted  as  pleurisy,  mi^t  be 
dtte  either  (o  a  small  ctTusion  or  to  marked  pletiral  thickening.  I  ha%-e 
known  abscess  of  the  liver  to  produce  exactly  these  si^ns,  so  llut  it  was 
mistaken  for  cmpyona.  Against  the  possihilily  of  li\%r  disease  there  is 
not  a  great  dead  to  be  said,  as  our  methods  for  detecting  liwr  disease  are 
so  few  and  unsatisfactory.  Wc  may  note,  howc\-er,  that  there  seems  to 
be  no  enlargement  of  the  liver  do\^■^^va^d,  no  bile  staining  of  the  skia 
or  conjunctiva,  none  of  the  onUnarj-  causes  for  cirrbosi*.  hepatic  al>sceiid, 
passive  congestion,  amyloid  or  fatty  metamorphosis,  no  change  in  the 
spleen,  glands,  or  blood  to  suKgcst  leukemia  or  Hodijkin's  disease. 
This  is  the  best  that  »e  can  do  to  exclude  liver  disease.  Had  these  same 
signs  apjKarcd  in  the  back  foUoiving  un  up|>cndicttis,  amebic  d}'senteT>', 
or  cholelithia»s,  the  situation  would  sug};c3l  hepatic  abscess. 

I  once  made  a  diagnosis  of  punilent  pleunil  effusioa  in  «  case  l*eartng 
a  good  deal  of  resembtance  to  this  one.  I  put  in  a  needk  an  inch  and  a 
Iialf  below  the  un^e  of  the  scapula,  drew  pus,  and  promptly  handed  over 
the  case  to  a  surgeon  for  drainai^e.  He  opened  the  pleura,  found  it 
siDooth  and  clean,  and  indulged  in  disjuraKing  remarks  on  tncdicml  diag* 
nosb.  Further  cx{>loralioa,  hou-cver,  shotved  that  the  diaphragm  wu 
pushed  up  nearly  to  ihc  angle  of  the  scapula,  ainl  that  throuf^h  its  domed 
surface  lluctiiation  civtild  Ite  detected.  A  s^-cond  puncture,  ten  days  latcr^ 
after  the  pleura  had  healed  withmit  infection,  lt)>cratcd  a  (juait  of  pus 
^m  the  region  of  the  kidney.  Since  that  time  1  have  always  rcmem- 
bered  the  possibilit}'  of  itcrincphrilic  or  subdiaphragimtic  abscess  when 
dealing  with  what  ap|Hars  at  first  si^hl  to  be  an  effusion  (serous  or  puru- 
lent) at  the  right  base.  The  presence  of  lcukoc)-tcs  in  the  urine  nmkcs 
it  all  the  more  necessary  to  consider  the  kidney  in  this  case,  but  we  must 
first  make  sure  llial  those  Icukocrtcs  come  from  the  urinar>'  tract  bf^ 
obtjkining  a  catheter  s{>c^-inK-n  of  urine.  \\')K-n  lliis  was  done,  the 
sediment  no  longer  showed  k-ukocjtcs.  and  as  there  were  no  other  facta 
{winting  distinctly  to  the  kidney,  I  relumed  to  my  orifpnal  idea — 
[dcurisy  at  the  right  base. 

This  case  is  one  of  many  which  exemplify  the  long  duration  of  pain 
and  of  ph)*sica]  sif;ns  after  the  healing  of  a  pleural  effusion.  rcrh»|>s 
in  the  majority  of  cases  there  is  more  or  less  suffering  for  a  year. 

Outcome. — The  pain  remained  mos.lly  in  the  back,  and  not  in  the 
side,  during  the  fiv%  rlax's  of  her  slay  in  the  hospital,  but  soon  disappeared 
with  rest,  full  diet,  and  cnuntcrirritation. 

Diagooaia.— Old  pleurisy. 


AXILLARY   PAIN  319 

Case  IfiO 

A  typewriter  of  twenty-three  lost  her  mother  and  one  brother  of 
phthisis.  Two  and  a  half  years  ago  she  was  in  bed  several  weeks  on 
account  of  pain  in  the  left  axilla.   The  whole  attack  lasted  three  months. 

Lately  she  has  noticed  pain  in  the  left  side  when  she  is  nervous — 
sharp  for  a  few  minutes,  and  leaving  an  ache  for  two  or  three  days  after- 
ward. Sometimes  exertion  relieves  it.  Coughing  or  sneezing  does  not 
increase  it. 

Five  months  ago  the  pain  increased.  For  ax  weeks  she  slept  almost 
none  and  walked  the  floor  much.  Her  weight  fell  from  132  to  108. 
The  pain  is  chiefly  in  the  left  side,  but  there  is  also  a  constant  sense 
of  pressure  in  the  right  breast  and  back,  with  occasional  sharp  pains. 
Suffering  is  worse  at  night.  She  has  a  good  deal  of  indigestion  and  con- 
stipation. 

Examinalion. — Cardiac  apex  in  flfth  space,  nipple-line.  Accom- 
panyii^  the  first  sound  is  a  systolic  murmur,  loudest  at  the  apex,  but 
audible  also  over  the  whole  precordia  and  in  the  left  axilla.  The  pul- 
monic second  sound  is  slightly  louder  than  the  aortic. 

Taider  spots  near  the  left  lower  scapular  edge,  in  post-axillary  line, 
in  the  axillary  line  in  fifth,  sixth,  seventh  spaces,  and  along  sternal  border 
[fourth  to  eighth  ribs]  were  found.    Sensation  normal. 

Discussion. — In  view  of  the  site  of  the  pain  and  the  family  history 
of  tuberculosis,  it  would  be  wrong  not  to  consider  pleurisy  in  this  case; 
but  there  was  no  definite  evidence  of  it  on  physical  examination,  and 
without  such  evidence  the  diagnosis  can  never  be  made. 

Pain  due  to  dyspepsia  and  flatulence  would  hardly  be  so  constant, 
and  this  same  characteristic  excludes  both  types  of  angina  pectoris. 
Muscular  pains  (pleurodynia)  would  show  exacerbation  rather  than 
relief  by  exertion.  Of  local  diseases  of  the  chest-wall  we  have  also  no 
evidence. 

Intercostal  neuralgia  is  characterized  by  pain  like  that  here  described, 
and  especially  by  tender  points  corresponding  approximately  with  those 
which  physical  examination  has  revealed.  I  believe  intercostal  neuralgia 
to  be  a  rare  disease,  although  the  diagnosis  of  it  is  so  common.  By 
intercostal  neuralgia  one  means  ordinarily  the  so-called  "  primarj- "  tj'pe, 
unrelated  to  any  cause  of  pressure,  such  as  aneurj'sm  or  spondylitis. 
Pressure  pains  of  this  type  are,  of  course,  by  no  means  uncommon, 
but  primary  intercostal  neuralgia  unaccompanied  by  herpes  and  without 
any  known  cause  is,  I  believe,  distinctly  rare.  The  diagnosis,  like 
all  diagnoses  of  a  "  primary  "  or  obscure  lesion,  is  one  with  which  we  are 
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never  ()uite  content,  and  which  nc  can  tolerate  only  when  we  have  done 
our  best,  by  rigid  scrutiny  and  thorough  sifting  of  all  other  recogni/^-d 
poa^bilities,  to  find  a  cause.  In  the  present  case,  (or  example,  I  should 
nM  be  sattsfMxl  unless  disease  of  the  »pinal  column  had  been,  to  far  as 
possible,  excluded. 

Outcome.— The  pain  graduaUv  disap|>eared  in  »ix  weeks.  Many 
forms  of  treatment  were  tried,  but  none  of  them  had  any  effect  that  I 
could  discover. 

Diagaosli. — Intercostal  neuralgia. 

k  Case  161 

An  alcoholic  Irish  teamster  of  twenty -«Rht  has  noticed  for  a  week  a 
pain  in  his  right  lower  axilLi.  The  juin  ha»  st;\L-ra]  tinws  twen  associated 
with  vomiting  and  a  slight  cough.     No  injury  is  remembered. 

Family  and  past  history  good. 

Phj'sical  examination  is  n^at)\'e,  save  for  a  rounded  swelling  about 
15  cm.  in  diameter  near  the  right  costal  margin  in  tlie  axilla.  The 
swelling  is  bran-ny.  with  a  slightly  fluctuant  crater  in  the  center. 

Discussion.  -There  wcms  e^cry  reason  to  bdicve  that  the  [xiin  and 
the  tumor  are  connected  in  tliiscase.  It  remains  to  ask,  Wlut  is  the  nature 
of  the  tumor? 

The  commonest  causes  are:  septic  osteomyelitis  or  tuberculotts  osteo. 
myelitis  of  a  rib.  The  patient  might  have  broken  one  or  more  ribs  with- 
out knowing  it  during  one  of  his  drinking  lx>uU,  but  the  resulting  cal- 
luses would  not  produce  a  mass  like  that  hcrx:  described. 

A  fatty  i\imor  or  an  fmfiyfma  ne<fssilalii  would  not  ha^e  a  brawny 
surface.  Bithcr  of  these  lesions,  if  Fluctuant,  would  be  Hucluant  tlirough- 
out  Malignant  disease  of  the  chest-wall  does  not  often  shon*  itself 
at  this  point.  .Actinomycosis  cannot  be  excluded;  it  is.  however,  a  rare 
lesion,  and  the  commoner  causes  of  u  swx>lting  at  this  point  should  be  con- 
stdercd  lirst. 

Further  diagnosis  is  impossiUe  without  inci»on. 

Outcome. — Two  ounces  of  pus  were  rcmm'ed  by  incision  and  a  sinus 
found  leading  to  a  rib.  Rough  bare  bone  was  found  at  the  lK>ttom  of 
the  sinus.  There  was  no  eviilcnce  of  aciinomyces.  The  patient  seemed 
greaily  debilitated. 

Diapiosis.— Costal  tuberculods. 

Case  162 

.Ka  unoccupied  girl  of  twent)'-etght  entered  the  hospital  January  15, 
1908.     Nine  months  before  she  caught  cold  at  a  dance,  and  a  week  after 
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b^an  to  have  pain  in  the  left  chest.  Ever  since  it  has  been  a  constant 
ache,  at  times  becoming  severe,  worse  after  eating;  it  is  not  affected 
by  respiration  or  motion.  Her  appetite  is  good,  but  she  has  complained 
of  a  great  deal  of  "  gas  upon  her  stomach,"  and  for  some  months  has  lived 
upon  a  diet  excluding  meat  and  eggs,  sweets,  salt,  and  fried  stuff.  She 
never  mmits.  Her  bowels  are  constipated,  and  she  has  con^derable 
dyspnea  on  exertion.  One  year  ago  she  weighed  150  pounds;  she  thinks 
she  has  lost  weight  since. 

Physical  examination  shows  a  rather  obese  girl  weighing  149J  pounds. 
There  is  a  harsh  systolic  murmur  audible  all  over  the  precordia,  but 
not  transmitted  elsewhere.  The  apex  is  neither  visible  nor  palpable. 
The  left  border  of  dulness  is  in  the  nipple-line  and  fifth  space.  The 
aortic  second  sound  is  louder  than  the  pulmonic  second  sound.  Physical 
examination,  including  blood  and  urine,  is  otherwise  normal. 

DiscuBsion.^The  only  objective  abnormality  in  the  physical  exam- 
ination is  the  cardiac  murmur  and  the  accentuation  of  the  aortic  second 
sound.  These  items  are  not  sufficient,  separately  or  in  combination, 
to  warrant  any  inference  of  disease.  The  history  shows  that  she  has  been 
starving  herself,  yet  on  physical  examination  she  is  obese.  Possibly 
she  is  trying  to  reduce  her  weight,  which  may  have  been  greater  six 
months  ago. 

In  the  absence  of  any  local  cause  for  the  pain  one  naturally  thinks 
of  neuralgia,  especially  since  the  diet  is  so  insufficient.  But  there  are  no 
tender  points  corresponding  to  the  nerve  exits,  while  the  fact  that  pain 
is  worse  after  eating  is  very  uncharacteristic  of  neuralgia.  While  this 
diagnosis  cannot  be  positively  excluded,  it  seems  rather  unlikely. 

Muscular  pain  (pleurodynia)  should  be  more  distinctly  related  to  ex- 
ertion and  less  to  .food. 

In  view  of  these  facts  and  of  the  absence  of  any  apparent  connection 
between  the  cardiac  murmur  and  the  pain,  it  seems  reasonable  to  believe 
that  it  is  due  to  a  digestive  disturbance  favored  by  insufficient  food 
and  associated  with  gaseous  distention.  On  p.  288  I  have  already  men- 
tioned the  great  frequency  of  axillary  pain  due  to  this  cause.  Such  pain 
is  \^Ty  common  as  an  element  in  the  clinical  picture  of  the  gastric  neuroses, 
with  or  without  starvation. 

No  cause  of  stomach  trouble  in  women  is  commoner  than  starvation. 
The  vicious  circle  is  established  in  the  following  manner:  Some  tempo- 
rary fatigue  or  depression  of  vitality  results  in  digestive  disturbance. 
The  food  eaten  last  or  most  abundantly  is  blamed  by  the  patient  and 
excluded  from  the  subsequent  meals.  Digestive  disturbance  continues. 
Other  foods  are  excluded.    The  nutrition  of  the  whole  body,  including 
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that  of  the  stomach  itself,  begins  to  suffer,  and  digestion  is  still  further 
delayed  by  gastric  stasis  or  insufficient  secretion.  The  suffering  thus 
produced  makes  the  patient  aspirate  air  into  the  stomach  ["cribbing"], 
which  in  time  increases  the  discomfort  and  renders  her  still  more  timid 
about  eating.  The  circle  is  then  complete.  To  break  it  one  must  force 
the  patient  to  eat,  despite  considerable  pain,  until  some  gain  can  be  made 
in  the  general  and  so  in  the  local  nutrition.  A  weakened  stomach,  like 
a  weakened  muscle,  cannot  be  strengthened  without  exercise,  and  this 
entails,  for  a  time,  increase  of  suffering. 

Outcome. — The  jtaticnt  was  given  a  full  diet,  a  tight  swathe,  J 
dram  bicarbonate  of  soda  after  meals,  and  half  a  dram  of  the  elixir  of  the 
valerianate  of  ammonia  before  meals. 

By  January'  zist  she  seemed  perfectly  well  and  able  to  go  home. 

Diagnosis. — Starvation. 
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CHAPTER  XI 
PAIN  IN  THE  ARMS 

Case  163 

ATHEATKiCALadvanceagentofthirty-fiveentered  the  hospital  January 
10,  1907.  Ten  days  ago  he  strained  his  arm  while  swinging  on  a  trapeze. 
A  week  ago  he  was  -suddenly  taken  with  aching  and  soreness  ia  the 
muscles  of  the  right  arm,  with  a  slighter  amount  of  pain  in  the  otho:  ann 
and  in  the  legs.  The  joints  were  not  affected,  and  there  was  no  lever  or 
chill,  but  the  right  ann  was  somewhat  swollen  above  the  elbow,  where  it 
was  more  tender  than  in  any  other  part.  He  had  severe,  constant,  frontal 
headache  and  a  harassing,  drj-  cough.  He  stayed  in  bed  for  the  first 
day,  but,  feeling  no  letter,  got  up  again  and  has  been  up  most  of  the  time 
ever  since.  Four  da>'s  ago  he  began  to  be  short  of  breath,  especially  on 
exertion,  and  for  three  days  he  has  had  chilly  sensations.  To-day  he 
complains  chiefly  of  dyspnea,  cough,  soreness  all  o\'er  his  body,  head- 
ache, weakness,  and  a  sharp  pain  in  his  right  vnist  on  motion.  He 
pets  up  three  or  four  times  at  night  to  pass  his  water. 

On  |>hysical  examination,  temj>crature,  [lulse,  respiration,  blood,  and 
urine  were  found  to  be  normal.  The  patient  looked  sick  and  breathed 
with  some  difficulty.  The  lungs  were  sHghtly  dull  in  both  Ixtcks,  and 
showed  many  fine  and  coarse  rAL-s  with  a  few  squeaks  on  tjoth  sides. 
The  heart  was  negative,  likewise  the  alxlnmen.  The  riles  in  the  chest 
disa]H)earcd  the  next  d;iy.  .  The  principal  complaint  thereafter  was  of 
jiain  in  llie  whole  right  arm,  and  in  it  there  were  slight  general  swdlingand 
appiirenlly  great  tenderness.  The  arm  was  held  rigid  most  of  the  time. 
Dr.  Goldthwait  found  nothing  atmormal  about  the  bvirs;'.'  or  joints. 

The  jKiin  did  not  prevent  sleep  at  all,  and  the  tenij)crature  remained 
normal. 

On  the  eighteenth  of  January  the  i>alient  dropped  and  broke  a  cup. 
Immediately  after  this  he  had  a  convulsion,  in  which  his  IkxIv  l>ecame 
rii-id  ami  liis  eyes  rolled  up,  while  the  lids  dickered. 

Discussion. — ^.-Ml  that  physical  examination  reveals  in  this  case  is  the 
evidence  of  a  slight  bronchitis  and  a  ten<ter  arm,  verj-  iM>ssibly  due  to  a 
strain.     There  is  no  evidence  of  inllammation  or  of  any  lesion  of  txine  or 
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Among  the  other  causes  not  here  represented  are : 

(a)  Wounds,  with  or  without  lymphangitis  or  thrombosis  ; 

(*)  Bruises,  fractures,  sprains,  and  strains ; 

(c)  Poliomyelitis  and  cortical  irritation  (tumor,  gumma). 
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joint.  The  pain  does  not  follow  the  course  of  any  nerve,  is  incle|>cn<]t;nt 
of  exertion.  an<l  atu^ociated  with  no  evidence  of  cardiac  or  vascuJar  disease. 
Ccnncal  rib,  aneurysm,  and  tumor  were  excluded  I)y  oircful  examination. 

In  view  of  all  this  iiegati\'e  evidence,  and  in  consideration  of  certain 
neurotic  mannerisms  which  were  obvious,  but  not  easily  described,  wc 
were  8tronf:ly  inclined  from  the  outset  of  the  case  toward  the  diugnoas  of 
traumatic  neurows.  After  the  fit,  which  was  clearly  hj-steric  in  nature, 
we  felt  much  surer  of  our  previous  dia);nosis,  und  instituted  treatment 
based  upon  it. 

Outcome. — From  the  fit  above  described  he  could  not  at  once  be 
aroused.  He  was,  therefore,  ignored,  and  after  a1x)ut  tn'enly  minutes  he 
sat  up  and  acted  as  if  nothing  had  hapi>ened.  Up  to  this  lime  the  arm 
had  been  held  rigidly,  and  all  attempts  to  move  it  had  been  resisted — 
as  he  said,  Ixxauscof  severe  pain.  After  the  convulsion  he  was  given  a 
severe  scolding,  and  the  arm  was  raised  and  the  lingers  were  bent  and 
straightened  it^in  by  force  for  about  five  minutes,  in  spile  of  his  shrieks 
acid  protestations.  Motions  not  anlici|iated  by  the  jialicnt  were  found 
to  be  free.  The  next  day  the  patient  was  up  and  about  the  ward,  the 
use  of  his  arm  as  good  as  e^'er,  and  there  was  no  sign  of  his  previous 
incapacity.  He  is  now  anxious  to  go  out  and  get  to  work.  The  cliesl  is 
clear,  and  he  was  discharged  well. 

It  is  worth  noting  in  this  case  that  there  was  no  suit  for  damages  in 
contemplation.  Some  writers  on  traumatic  neurosis  and  many  lawyers 
engaged  in  defending  suits  for  damages  try  to  persuade  us  that  the  ex- 
[lectatton  of  a  money  payment  as  the  result  of  litigation  produces  most 
of  the  symptoms  of  the  traumatic  neuroses.  Cases  like  that  here  dc- 
Ecri1>ed  upset  such  assertions. 

Diagnosis. — Traumatic  neurosis. 


Case  164 

A  Turkish  jeweler  forty-five  years  old  entered  the  hospital  December 
36,  1907.  His  family  historj'  and  past  history  were  not  remarkable. 
He  denied  venereal  disease.  Three  years  ago  he  had  his  first  attack  of 
"rheumatism  "in  the  right  hand  and  forearm,  later  in  the  other  hand  and 
other  arm.  There  was  no  involvement  of  the  joints  and  no  increase  of 
pain  by  motion.  Six  months  later  the  pain  extended  up  to  the  shoulders 
and  lo  the  neck.  For  this  rheumatism  he  has  been  treated  by  many  doc- 
tors, but  without  relief.  Three  jears  ago  he  gave  up  work  and  has  never 
resumed  it.  Fifteen  months  ago  he  began  to  have  a  distressing  cough 
with  foamy  sputum  and  this  has  continued  ever  since.  For  about  the 
same  period  he  has  noticed  hoarseness  and  dv-spnea  on  exertion.    For 
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ihc  past  five  months  he  has  been  unable  to  lie  down  at  night.  HU  npp^ 
tite  remaina  excellent,  but  he  slccjis  poorly. 

A  loud  ringing  cough  is  the  jiatient's  most  striking  symptom,  and  no 
cause  for  ttus  could  be  found  on  examination  of  the  lungs.  0\xe  Ihc 
base  of  the  heart  a  loud,  harsh  s>-«lolic  murmur  is  heard.  There  is  an 
area  of  percussion  dutncss  as  stion-n  in  the  diagram  (Fig.  $6).  Phj-sical 
examin:ilion  is  otherwise  negative. 

Discussion. — In  view  of  the  sjinptoms  which  have  recently  dcvdoped 
in  this  case  it  no  lunger  pre^mts  any  diagnostic  problems  of  special 
difGculiy.  .Any  patient  who  has  a  long-standing  violent  cough,  with 
d)'S[>nca,  hoarseness,  ]tain  in  the  urm,  and  a  dull  area  over  the  manil> 
brium,  with  negative  heart  and  lungs,  has  either  aortic  aneur^'sm  or  medi- 
astinal tumor  in  all  human  probability.  To  this  residua)  problem  I  will 
return  later. 

The  great  interest  of  the  case  tenters  in  the  three  v-ear*  which  have 
led  up  to  (be  appearance  of  the  jircscnt  distitKti\'e  symptoms  of  medi- 
aslinol  pressure.  I'ntil  vcr^-  recently  this  case  was  rc);ardcd,  as  tnosl 
such  cases  are,  as  one  of  "rheumatism."  I  have  taken  occasion  in  \'ari- 
ous  parts  of  tills  book  to  illustrate  the  dangers  and  fallacies  inherent  in 
most  diagno«»  of  rheumatism.  No  other  word  in  the  doctor's  vocalni- 
lary  stands  so  frc<iuenlly  for  a  dangerous  mistake,  one  (oi  which  the 
phy^cian  bitterly  re|HX)ac)ies  himself  when  he  discovers  it  How  are 
these  dangen  to  be  avoided? 

I.  I.«t  IIS  never  use  the  word  rheumatism  unless  there  is  evidence  of 
acute  infection,  uitb  distinct  and  predominant  inralvement  of  joints. 
Mttstular  pains  will  then  be  ruled  out,  their  distinguishing  cliamcteristic 
beini*  an  increase  of  jiain,  especially  when  the  muscle  is  used.  The 
recognition  of  nent  pains,  distinf^isJied  by  the  close  relation  of  the 
suffering  to  the  anatomic  distribution  of  one  or  more  nerves,  will  still 
further  to  restrict  the  unchartered  freedom  with  which  we  [ironounce  the 
word  "rheumatism,"  Pain  due  to  inftammolian  involxing  the  subcu- 
taneous tissues  or  deqier  pans  may  ordinarily  be  recognized  by  the  other 
familiar  evidences  of  exudation  (tenderness,  redness,  swelling,  heat). 

3.  When  muscular  {lains,  neuralgias,  and  subcutaneous  exitdations 
are  excluded,  we  have  left  a  very  large  group  of  lesions  in  or  near  the 
Joints — bony  outgrowths,  perioeteal  inflarnnutions.  septic  and  IuIktcu- 
lous  osteomyelitis,  malignant  disease  of  the  l>one.  cartilage,  or  perios- 
Ictun,  joint  fringes  and  foreign  bodies,  joint  atro|>hies,  traumatic  syno- 
vitis, gout,  hemophilic  arthritis,  joint  suppurations,  and  other  less  com* 
mon  affections.  From  nil  these  true  rhntmalism  <i.  e.,  tuutr  in/rctumt 
folyarthriiis  of  unktwu-n  origin)  may  be  distinguished,  in  the  vast  major- 
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ity  of  cases,  by  the  fact  that  it  produces  no  permanent  changes  m  any  of 
the  joint  structures  and  gives  a  negative  ;c-ray  picture.  Joint  fringes, 
traumatic  synovitis,  and  suppurative  arthritis  may  show  nothing  charac- 
teristic in  the  »-ray  picture,  but  the  history  and  the  accompanying  sj-mp- 
toms  usually  make  the  diagnosis  clear.  The  point  which  must  be  in- 
sisted upon,  however,  is  that  if  we  are  to  be  even  approximately  secure  in 
a  diagnosis  of  rheumatism  we  must  have  a  satisfactory  :K^ray  pictureof 
the  joint  in  any  case  persisting  over  two  weeks. 

3.  It  is,  I  trust,  worth  while  to  mention  here  some  of  the  diseases 
which  I  have  known  frequently  diagnosed  as  rheumatism.  The  list 
includes  many  cases  of  tabes  dorsaJis,  aortic  aneurysm,  and  osteomyelitis 
(septic  or  tuberculous),  a  smaller  number  of  cases  of  malignant  disease 
involving  the  mediastinal,  prevertebral,  or  abdominal  glands  and  the  long 
bones;  also  a  good  many  cases  of  pressure  neuritis  (due  to  spondylitis, 
subacromial  bursitis,  or  cer\-ical  rib). 

Returning  now  to  the  case  under  discussion,  we  must  attempt  a 
diagno^  between  aneurysm  and  mediastinal  tumor.  The  strongest 
evidence  against  tumor  is  the  long  duration  of  the  symptoms  without 
any  involvement  of  the  external  h-mphatic  glands  and  without  more  ob- 
vious depression  and  exhaustion  of  the  patient's  physical  condition. 
As  has  been  already  said,  diagnostic  problems  invohing  the  differentia- 
tion between  aneurysm  and  mediastinal  tumor  are  usually  settled  sooner 
or  later  by  the  discovery  of  aneurysm. 

Outcome. — ^The  x-ray  confirmed  the  diagnosis  of  aneurysm.  On 
the  eighth  ef  January  a  diastolic  murmur  was  noted,  best  heard  at  the 
apex.  The  pulse  showed  no  change.  At  times  the  murmur  was  loudest 
in  the  anterior  axillary  line  in  the  fifth  space,  and  could  be  heard  indis- 
tincdy  as  far  back  as  the  posterior  axillary  line.  The  murmur  was  long 
and  wholly  replaced  the  second  sound  at  the  apex.  Gelatin  injections 
produced  great  pain,  but  no  relief. 

The  patient  left  the  hospital  on  February  24th. 

Diagnosis. — Aneurysm  (called  rheumatism). 

Case  165 

A  washwoman  of  fifty-nine  entered  the  hospital  February  10,  1908. 
Three  years  ago  she  had  what  she  was  told  was  a  benign  tumor  in  the 
left  breast,  which  was  removed  in  September,  1905.  Otherwise,  she  has 
been  well  until  three  months  ago,  when  she  began  to  notice  pain  on  motion 
of  the  right  upper  arm  and  shoulder.  Since  Christmas,  1907,  she  has 
been  able  to  do  little  or  no  work.  Until  very  recently  there  has  been  no 
pain  when  the  arm  is  kept  still.    Coughing  produces  pain;  breathing 
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does  not.  For  two  we^ks  she  lias  had  a  somcnhat  similar  soreness  in 
the  right  groia  and  hip. 

I%Y»cal  examination  showed  no  cmurialion,  normal  temperature, 
pube,  respiration,  lilood,  and  urine.  The  chest  and  atxlomt-n  ivcrc 
tlso  nonnul,  but  it  wits  found  Iliul  the  |»tient  cmild  nM  raise  Ihe  right 
arm  without  marked  lain.  1'hc  greatest  tenderness  was  in  (he  front  of 
the  upper  arm.     There  was  no  atropliy. 

Counterirrituiion  and  small  doses  of  morphin  did  not  rclie%-e  the  pain 
at  all.  On  the  nineteenth  it  was  found  that  the  right  arm  and  the  rifjhl 
side  of  the  chest  were  almost  completely  anesthetic.  An  orthopedic 
consultant  considered  the  case  one  of  subacromial  or  sulKoracoid  bursitis. 
A  neurologic  consultant  agreed.  The  |jain  in  the  right  groin  disappeared 
after  a  short  stay  in  the  hospital. 

Discussion. — .\gain8l  the  diagno^s  of  subacromial  bursitis  the  most 
important  datum  is  the  area  of  anesthesia,  which  invoKTS  not  only  the 
right  arm,  but  the  right  side  of  the  chcsl,  and  was  apinrently  overlooked 
by  the  other  consultants.  1  have  never  heard  of  a  bursitis  producing  so 
wide-spread  iin  anesthesia.  I<es»  important  considerations  antagonistic 
to  the  diagno»6  of  bursitis  arc  the  absence  of  aay  trauma  or  of  any  evi- 
dence that  abduction  or  rotation  is  esjKviiilly  painful,  and  the  fact  that 
the  pain  is  not  especially  worse  at  night.  In  the  great  majority  of  cases 
of  bursitis  the  opposite  is  true. 

Three  months'  suflering  witli  shoulder  pain  and  disability,  associated 
with  so  widC'S]>rcad  an  anestht-sia,  should  always  lead  at  once  to  the  in- 
\'cstigation  of  the  mediastinum  by  radi<]6<copy,  es)>c<'inlly  since  we  have 
no  positive  eviderxe  that  the  mammary  tumor  removed  in  1905  was  as 
bcniRn  .IS  the  patient  had  licen  led  tn  5upg>ose. 

Outcome.— ,Y- ray  taken  on  the  twenty-sixth  showed  a  wide  shadow- 
in  the  mediastinum.  On  March  4th  the  patient  began  to  complain  of 
a  smothering  sensation  in  the  chest,  and  some  edema  appeared  in  the 
right  haiHl.  The  veins  in  the  neck,  especially  on  the  right,  now  Ix-^^an 
to  be  engorged,  though  the  pain  was  diminished.  Itic  {laticnt  left  the 
hospital  March  3ist,  not  rdie\-ed. 

Diagnosis.— Mediastinal  neoplasm  fmelastatic). 


I 


Case  166 

A  clerk  of  fortj'-ninc  entered  the  Ivospital  June  35,  ifjoR.  He  had 
previously  been  in  the  hospital  twenty-two  years  before,  suffering  from 
what  was  considered  facial  neuralgia,  but  since  tliat  time  he  had  Iwen 
perfectly  well  until  five  monihs  ago,  when  he  Ix^gan  to  ha\T  shar)>  pain 
under  the  right  shoulder  nod  finally  down  Ihe  whole  of  the  right  arm. 
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After  the  first  two  or  three  days  the  pain  never  bothered  him  at  night,  but 
seven  weeks  ago  it  compelled  hira  to  give  up  work.  He  has  had  to  have 
morphin  for  it  once.  The  pain  is  most  severe  near  the  elbow.  The  joints 
do  not  seem  to  be  involved.  There  is  no  limitation  of  motion.  His 
appetite  and  sleep  are  poor.  For  a  month  he  has  had  five  or  six  loose 
movements  of  the  bowels  a  day. 

Physical  examination  was  entirely  negative.    There  was  no  tender- 
ness along  the  course  of  the  nen'e-trunks.    X-ray  showed  nothing  ab-^ 
normal  in  the  chest,  the  neck,  or  in  the  joints.    On  the  second  day  of 
his  stay  in  the  hospital  he  had  a  return  of  the  facial  neuralgia,  which  he 
had  not  previously  had  for  twenty-two  years. 

Discussion. — Neuralgia,  i.  e.,  nerve  pain  of  unknown  origin,  is 
always  an  unsatisfactory  diagnosis,  and  one  that  we  should  make  with 
the  greatest  hesitation  and  as  a  consequence  of  a  long  process  of  exclusion, 
whereby  all  known  causes  for  such  a  pain  are  sought  for  without  result. 
In  the  present  case  we  can  make  a  diagnosis  of  neuralgia  only  by  satis- 
fying ourselves  that  there  is: 

(a)  No  relation  to  exertion  (angina  pectoris). 

(6)  No  injury  of  the  part  (unrec<^ized  fracture,  traumatic  neuritis, 
contusicHi  or  traumatic  traction  of  nerve-trunks,  tearing  of  muscular, 
capsular,  or  ligamentous  libers). 

(e)  No  evidence  of  bursitis  (limitation  of  motion,  tenderness  at  the 
point  of  the  shoulder  or  in  the  region  of  the  bicipital  groove). 

(d)  No  agns  of  inflammation  invohing  the  veins,  lymphatics,  or  sub- 
cutaneous tissues, 

(e)  No  local  lesion  of  the  bone  or  periosteum  (septic  or  tuberculous 
osteomyelitis,  periostitis,  benign  or  malignant  neoplasm). 

(J)  No  evidences  of  pressure,  such  as  cervical  rib,  aneurysm,  mediasti- 
nal, supracla^'icular,  or  axillary  glands,  or  pulmonary  tumor. 

(g)  No  atrophic  or  hypertrophic  arthritis  (jr-ray  evidence). 

(A)  No  occupation  neurosis. 

(*)  No  systemic,  infectious,  or  vertebral  disease. 

In  the  present  case  it  seems  possible,  by  rigid  cross-questioning  and 
examination,  to  exclude  all  these  possibilities.  We  had  reason  to  believe 
that  the  patient  was  already  subject  to  nerv'e  pain  of  unknown  source. 
The  diagnosis  of  brachial  neuralgia  was,  therefore,  finally  made. 

Outcome. — Under  aspirin,  lo  grains  every  hour  for  eighteen  hours, 
hot  and  cold  douching,  rest,  and  generous  diet,  the  pain  was  very  much 
relieved  by  the  second  of  July.  On  the  seventh  he  left  the  hospital  prac- 
tically well. 

DiagnoBiB. — ^Neuralgia. 
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Cue  167 

A  colored  housewife  of  twenty-eight  entered  the  hospital  July  a%, 
1907.  She  has  nv\'er  mi-n»4ru&Icd,  but  )ui»  oihcr^vise  been  wdl  until 
seven  tk)-s  ago,  when  she  woke  up  with  a  sore  throat  and  stitlncss  through- 
out the  whole  left  side,  such  that  she  could  not  raise  her  arm  or  leg. 
Since  then  she  has  had  much  pain  in  both  arms  and  has  taken  a  great 
,dcal  of  morphin.  At  entrance  the  anns,  knees,  and  lower  legs  were 
tender  and  swollen,  thc.tendemess  bdn^  as  great  in  the  muscks  as  at  the 
joints.  Ph\-:ucal  examination  »'as  otherwise  negative,  though  tlie  tem- 
perature ranged  between  100°  and  loi^  F.  for  a  week,  gradually  falling 
tonormal  in  the  course  of  another  week.  The  blood  shou'al  a  moderate 
polxDudear  Icukocxlosis.  The  urine  contained  bilt  for  the  first  five  davs. 
and  she  had  severe  nose-bleed  sc^■c^al  times  in  the  first  four  days  of  her 
stay.    The  conjunctiva  were  distinctly  bilc^taincd. 

Discussion.— It  seems  obvious  tliat  we  are  dealing  with  an  infection 
of  some  kind.  The  well-marked  pvTcxia,  the  jaundice  (hemolytic  ]irc- 
stimably).  the  pol>7iuclcar  leukocytosis,  and  the  evidences  of  local  in- 
flammation all  point  lo  a  bacterial  origin. 

Swelling  of  the  extremities  is  nut  a  common  symptom  when  the  heart 
and  kidneys  are  sound,  as  thej-  a]>|»car  to  be  in  this  case.  This  is  especi- 
ally true  of  the  arm.  Occlusion  of  the  \^'in  by  infectious  lhrombo6i« 
should  produce  a  wclMocaltzed  cord-like  induration  along  the  course 
of  one  or  more  veins.    We  have  nothing  of  the  kind  Iiere. 

l.ymphan^tb  is  usually  the  result  of  some  infection. involving  a  break 
in  the  skin.  It  generally  produces  a  red  blush,  extending  from  the  point 
nf  injury  or  its  neighborhood  up  the  extremity  tow,ird  the  nearntt  lymph- 
glands.    But  of  such  an  inflammation  there  is  no  evidence. 

Of  septic  myositis  we  know  so  little  tliat  it  is  hard  to  make  any  defmite 
statements  about  it  in  a  diagnostic  discussion.  I  have  never  heard  of  so 
ditluse  a  myositis  except  that  resulting  from  the  disease  next  to  be  men- 
tioned. 

Trichiniasis  might  produce  almost  all  the  symptoms  in  this  case. 
tliough  it  is  not  often  limited  to  the  extremities  and  rarrlv  as.40ciatod  with 
so  much  edema.'  The  jaticnt's  color,  the  jx*! ynuclear  leukocytosis,  and 
the  absence  of  the  eosinophilia  strengthens  the  case  against  trichiniasis. 

With  the  exclusion  of  all  these  possibilities,  there  is  nothing  left  but 
an  inflammuiion  of  the  subcutaneous  tissue  and  joint  structure,  not  in- 
vxilving  the  veins  or  lymphatics,  not  due  to  an  infected  wound  or  to  any 

■  A  CMT  if  itkhiniatii  bfotviag  mBI  mnrv  wMt-tpwiJ  t4emm  «u  r«puned  by  Dr. 
DonaU  Grvgs  m  ibc  Oouun  Med.  tuul  Sorg.  Juor.,  Deomtwr  3,  ipep. 
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known  para^te.  In  the  great  majority  of  such  cases  the  tenderness  and 
swelling  soon  "settle"  in  the  jointB,  leaving  the  other  tissues  fi-ee.  Be- 
cause of  this  fact  and  because  the  joints  ultimately  recover  entirely,  such 
cases  are  usually  labeled  "rheumatism."  For  the  reasons  previously 
discussed  on  p.  328,  I  believe  this  term  should  be  restricted  to  articular 
disease  involving  no  permanent  joint  changes  nor  lesions  of  the  subcu- 
taneous tissues  around  the  joints.  The  present  case,  therefore,  should 
be  labeled  provisionally  as  a  cellulitis  and  arthritis  of  unknown  origin. 

Outcome. — ^The  patient  was  gi\'en  hot  fomentations  surrounding  the 
extremities,  and  10  grains  of  sodium  salicylate  every  hour.  By  the 
third  of  August  she  was  greatly  improved.  By  the  thirteenth  she  was  up 
and  walking  about,  all  pain  and-  swelling  having  gone  except  from  the 
left  hand.    This  also  gradually  got  well  in  the  course  of  six  weeks. 

Diagnosis. — Infectious  cellulitis  with  arthritis. 

Case  168 

An  unmarried  girl  of  eighteen  has  always  been  well  save  for  a  bunch 
over  the  left  collar-bone  which  formed  five  years  ago,  broke  and  dis- 
charged for  several  months. 

For  six  months  she  has  had  slight  pain  and  considerable  disability 
■  in  right  shoulder.  Rotation  is  painful  and  creaky,  but  abduction  is 
not  especially  limited.  The  deltoid  is  very  weak  and  markedly  atro- 
phied. 

Physical  examination,  including  temperature,  pulse,  respiration, 
blood,  and  urine,  is  otherwise  negative. 

Discussion. — Weakness,  soreness,  and  stiffness  of  the  shoulder 
lasting  six  months  make  a  clinical  picture  raising  many  diagnostic 
possbilities  before  our  minds.  Since  the  general  physical  examination 
reveals  nothing  abnormal  in  the  internal  viscera  or  in  any  other  part  of 
the  body,  we  are  justified  in  fixing  our  attention  upon  the  local  lesion. 

Subacromial  bursitis  might  produce  all  the  symptoms  here  described, 
but  the  history  does  not  suggest  any  of  the  ordinary  causes  of  this  disease, 
such  as  trauma,  prolonged  fixation,  or  sepsis.  If  subsequent  examination 
(a:-rav)  reveals  no  other  disease  of  the  bone  or  joint,  bursitis  will  present 
strong  claims  upon  our  notice. 

Tuberculous  osleomyelilis  invohing  the  head  of  the  humerus  might 
also  accoimt  for  all  the  s\-mptoms  of  which  this  patient  complains.  The 
fact  that  she  has  previously  had  a  chronic  suppuration  originating  in 
a  bunch  on  the  left  side  of  the  neck  (presumably  a  tuberculous  gland) 
inclines  us  toward  the  belief  that  the  bone  also  is  tuberculous.  Although 
there  is  no  apparent  involvement  of  the  soft  parts  overhing  the  joint. 
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the  tuberculous  jiroccss  may  bv  conliiYwi  to  the  deftniction  of  bone 
{carifs  sua).    F»irther  eridencir  must  be  sought  by  jr-ray  examination. 

Only  by  this  mt-nns  tan  wc  exclude  an  unreffi^niicHl  Jraelure  oj  llu 
Hfptr  end  oj  Ike  humerus.  It  would  be  slrani^e.  however,  if,  in  a 
young  K'l"!  apparently  irvc  from  disease  of  any  other  |«rt  of  the  body, 
vre  should  fiitd  a  fracture  of  the  humerus  without  any  known  Itsuroa. 
In  the  early  sUfECS  of  such  a  Icuon  the  hitttory  should  have  mcniionod 
the  presence  of  ccchymosas  and  swellin}*.  esfiecially  on  tlie  inner  side 
of  the  ann.  Six  months  after  the  time  of  fracture  we  should  exfwct 
the  sxmptoms  dther  to  be  gone  alloj^-ther  or  to  be  associated  iviih  some 
bony  di-formily. 

CinumjUx  paralysis  rarely  occurs  without  some  much  more  oJjnous 
cause  than  is  stated  here.  In  case  of  »uch  a  jiarab'sis  there  would  )>e 
no  n&iblc  or  palpable  contraction  of  the  deltoid  libers  if  the  patient 
were  in  make  an  efTnrt  to  ntise  the  arm  (abduction).  In  the  prcM-nt 
case  there  were  distinct  n-rinklinR  and  haideninj!  of  the  deltoid  under 
the  iMl|iiiting  hand  during  tlie  [xitienl's  elTort.  although  do  considerable 
motion  resiillcd. 

Atropiik  or  hyperlrapkit  arihritis  would  be  .nlmoAt  certain  to  invnl\-e 
some  other  joint  to  a  greater  or  lesser  extent.    The  age  and  sex  are 
typkal  for  atrophic  arthritis,  not  at  all  so  for  hypertrophic  lesions.'- 
Further  evidence  regarding  such  disease  could  only  be  obtained  by  ar-ray 
examination. 

A  deep  axUlary  alfs<ess,  small  and  high  up  uivder  the  pectoral, 
•omctimcs  produces  a  fixation  of  the  shoulder-jcnnt  and  |<ain  on  any 
motion  invo1\-ing  it;  but  careful  examination  of  the  upper  axilla  behind 
the  |>eclnrai  should  disclose  a  deep  tenderness  and  induration,  and  there 
should  be  5omc  ic\XT.  In  the  present  case  such  an  abscess  is  unlikely 
on  account  of  the  long  duration  of  the  symptoms. 

Outcome. — ,Y-my  showed  considerable  necrosis  of  the  bead  of  the 
humerus,  which  was  therefore  excised.  Examination  of  tlte  portion 
resected  showed  tuberculosis.  The  girl  ultimately  made  a  good  re- 
covery, with  vtry  fair  use  of  the  arm. 

Diagnoi  it.— Tuberculosis  of  the  humerus. 


Case  \09 

An  -Armenian  faclon-  hand  of  thirty-one  recei\Td  a  blow  on  the 
right  shoulder  six  weeks  ago.  Afterward  the  shoulder  swelled  and 
stiffened.  1'hc  patient  is  not  able  to  give  any  more  detailed  history 
of  his  illness. 

Examinatim. — ^There  is  almost  complete  loss  of  active  motion  in 
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the  right  shoulder.  Passive  motions  are  also  somewhat  restricted  in  all 
directions;  there  is  marked  tenderness  over  the  upper  third  of  the 
humerus.  No  swelling,  no  hollowing  of  the  deltoid,  but  marked  atrophy 
of  the  whole  upper  arm.    The  axilla  is  full  of  tender  glands. 

Temperature,  loo"  to  103°  F.;  leukocytes,  8000. 

DiscuBBion. — The  signs  seem  to  point  toward  some  type  of  osteo- 
myelitis, but  why  does  not  the  man  get  well?  Why  are  there  atrophy 
of  the  whole  arm  and  such  marked  loss  of  power  in  the  shoulder?  Six 
weeks  of  disuse  might  alone  cause  atrophy  and  limitation  of  motion. 
Is  there  some  malignant  disease  behind  it  all,  some  lesion  of  the  central 
nervous  system,  or  tuberculosis?  The  presence  of  temperature  and 
tender  axillary  glands  tends  to  show  that  there  is  still  infection  going 
on,  although  the  leukocyte  count  is  so  low.  The  fact  last  mentioned 
inclines  us  slightly  toward  tuberculosis  as  the  cause  of  the  osteomyelitis. 

Obviously,  however,  the  chief  need  of  the  case  is  for  an  jr-ray  examina- 
tion, to  be  followed  in  all  probability  by  a  more  thorough  investigation 
of  the  conditions  below  the  deltoid. 

Cases  of  this  type  ofler  an  extensive  field  of  possible  alternatives  for 
differential  diagnosis.  The  history  of  trauma  makes  it  necessary  to 
consider  fracture  or  dislocation  of  the  humerus  and  subacromial  bursitis. 
Contusion  or  hematoma  would  presumably  have  been  well  before  the 
end  of  six  weeks,  but  there  may  always  be  an  element  of  traumatic 
neurosis  in  the  case. 

On  the  other  band,  it  is  essential  to  remember  that  the  history  of 
trauma  is  often  evolved  quite  out  of  whole  doth  by  the  patient,  whose 
mind  imperatively  demands  some  such  explanation  for  a  painful  and 
tender  swelling,  due,  in  fact,  to  neoplasm,  to  tuberculosis,  to  septic 
osteomyelitis,  or  other  disease  in  which  trauma  plays  a  very  subordinate 
rAle. 

Further,  we  must  realize  that  a  subacromial  bursitis  is  sometimes 
brought  about  by  the  prolonged  immobilization  of  the  shoulder  resulting 
from  a  shoulder  contusion  which  is  coddled  by  a  neurotic  patient  or  an 
overanxious  mother. 

Taking  up  now  these  alternatives,  we  may  eliminate  fracture  and 
dislocation  by  the  negative  results  of  a--ray  examination;  bursitis,  by 
the  absence  of  characteristic  limitations  of  mobility;  neoplasms,  by  the 
results  of  a;-ray.  The  tenderness  is  distinctly  suggestive  of  osteomyelitis, 
especially  if  neoplasm  can  be  ruled  out.  The  results  of  exploratory 
incision  will  be  important  here.  Tuberculosis,  whether  in  the  form 
of  caries  acca  or  whether  including  subcutaneous  tissues,  should  be 
shown  up  by  the  results  of  a;-ray  examination. 
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Outcome. — A'-ray  showed  a  large  ca\'ity  in  the  head  of  the  humenis 
and  a  smaller  one  in  ibe  shaft;  ahoulder-joint  obliterated.  After  opera- 
tion, the  patient  recovered.    The  excised  bone  shoued  no  tuberculosis. 

DUgnOBis. — Septic  o!ite<»oye:litis. 

Cam  170 

Two  months  ago  a  teamster's  left  arm  suddenly  became  stiff  and 

pained  al  night  near  the  neck  of  the  humerus.    Two  days  later  the 

fingers  and  palm  began  to  swell  and  to  get  sliiny.    Three  dajn  after  this 

the  whole  arm  swelled.    Ttie  pain  then  extended  into  the  upi)CT  back. 

He  was  then  trenled  in  the  Sgulh  I'nuiiingluun 

ho6{nta)  for  neuritis,  and  was  two  weeks  in  bed. 

but   without    fe\-er.    Mow   be   is   much   better. 

Edema  ^one. 

ExaminilioN. — All  motions  of  the  left  shoulder 
w«re  made  voluntarily.  The  muscles  were  still 
very  weak,  .ind  there  w;is  tenderness  mtt  ibe 
scapula,  which  luier  improved  with  counterinila- 
tionand  sodium  salicylate.    .V-ray  negatit'c. 

Discussion. — The  earlier  sj-mptoms  remind 
us  of  tul>crcul(iiiis  of  the  humerus  or  of  suli- 
aciomial  bursitis.  But  neither  of  these  diseases 
proditces  so  much  swelling  of  the  lower  arm. 
Tuberculosis  may  be,  witli  reasonable  [»nib*bilily. 
excluded  by  the  negati\-e  results  of  r-ray  ex- 
amination, l>ursitts  by  the  absetKe  of  spasm  or 
chanicteriatic  limitation  of  motion  and  Ibe  pres- 
ence of  diSusc  extensive  edema. 

This  edema  miglil  l»c  cx])taincd  by  the  pres- 
sure of  an  intrathoiacir  tumor  or  a  cervical  rib 
upon  the  VTins  of  the  arm,  hut  the  fact  lliat  the  edema  so  [>romptly 
disappeared  and  tttat  ph>-sical  examination  shows  no  evidence  of  theae 
causes  of  pressure,  suf&ccs  to  exclude  them. 

SwcUini*  of  the  arm  without  ob\-ious  cause  is  occasionally  dite  to  a 
thrombo|ihlebiiis.  but  such  a  diagnosis  cannot  lie  made  unless  we  find 
induration  and  tenderness  along  the  course  of  mme  vein  or  veins. 

Brachial  neuralpa  is  a  possiMe  diagnosis,  although  the  prcsena'  of 
edema  and  the  absence  of  tenderness  following  sharply  the  course  o{  aoy 
known  nerve  make  it  rather  unlikely. 

Diffuse  inflammation  of  the  subcutaneous  tissues  [so-called  cellulitis) 


b  not.  in  my  opinion,  a  very  rare  coiKlition,  even  in  the  absence  of  tuty 
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known  cause.  We  hear  but  little  of  such  affections,  because  they  are 
apt  to  be  called  muscular  rheumatism,  as  the  present  case  was.  In  view 
of  the  outcome  of  the  case  cellulitis  seems  to  me  to  be  the  best  diagnosis. 

Outcome. — The  patient  made  an  uneventful  recovery  in  the  course 
of  three  weeks. 

Diagnosis. — Cellulitis. 

Case  171 

A  housewife  of  thirty-five  has  suffered  for  many  years  from  "  rheuma- 
tism "  in  her  right  shoulder. 

For  three  years  the  pain  has  been  worse  and  has  been  referred  especi- 
ally to  the  region  of  the  right  clavicle  and  to  the  whole  right  arm.  Some- 
times it  is  localized  at  the  lower  end  of  the  ulna. 

Within  a  month  she  seems  to  be  losing  strength  in  the  arm,  and  the 
pain  often  keeps  her  awake  at  night. 

Examination  shows  a  pulsating  mass  above  the  left  clavicle,  with  a 
Sense  of  firm  re^stance  below  and  around  it.  Backward  motions  of  the 
^nn  cause  sharp  pain.  The  outer  side  of  the  pulsating  mass  is  very 
t.ender.  There  is  no  considerable  atrophy  or  limitation  of  abduction. 
"Temperature  range,  98°  to  99.5°  F.  Pulse,  90  to  120.  Urine  pale, 
^cid,  1016;  albumin,  slightest  possible  trace.  Sediment.  Numerous 
"blood-globules;  small  round  mononuclear  cells,  some  of  which  are  fatty. 
^Uany  calcium  oxalate  crystals.     Internal  viscera  negative. 

Discassion. — The  diagnosis  was  not  suspected  in  this  case  until  the 

conditions  were  actually  seen  at  operation.    This  seems  to  me  wrong, 

:4or  there  are  very  few  causes  which  produce  a  pulsating  mass  above  the 

«:lavicle.    Aneurysm  is  naturally  our  first  thought,  but  this  is  a  very  un- 

^usual  place  for  an  aneurysm,  although  diffuse  dilatations  of  the  sub- 

^:lavian  or  carotid  arteries  often  occur  as  a  result  of  aortic  regurgitation 

-^nd  in  connection  with  a  diffuse  dilatation  of  the  arch.    This  condition 

as  not  aneurysm,  and  should  not  be  confounded  with  it,  since  there  is  no 

Tareaking  of  the  arterial  coats  and  no  tendency  to  end  in  rupture  of  the 

artery.    Further,  an  aneurysm  of  two  years'  standing  is  very  rare  in  this 

situation,  and  the  source  of  the  marked  resistance  around  the  pulsating 

mass  would  not  be  explained  by  the  diagnosis  of  aneurysm. 

Can  the  pulsation  be  transmitted  through  some  tumor  or  glandular 
mass  by  a  normal  artery  beneath?  It  would  seem  ver\-  unlikely  that  a 
tumor  which  would  produce  pressure  pains  in  the  arm  for  three  years 
should  not  have  attained  greater  size  and  pulled  the  patient  down  more, 
and  metasta^s  would  probably  have  occurred. 

The  presence  of  a  dight  fever  gives  some  color  to  the  idea  of  gland- 
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ular  lubrrculosh.  but  such  a  process  rardy  if  vvit  causes  much  pain, 
would  scarcely  haw  t-xi&Iul  so  long  without  ubsceiu  fornution. 

Brachial  neuralgia  is  a  diagnosis  which  one  tKwt  has  a  right  lo  make 
In  the  prcacncc  of  anything  which  can  jiossibly  be  inler|>reted  as  a 
mechanical  cause  at  the  [tain  under  inv^estigation.  With  a  mass  like 
that  hvrc  dc»cnl>cd  ihe  diugnoius  of  neuraJgia  has  no  juslirication. 

A  pulsating  mass  abow  the  clavicle  means  cen'ital  rib  in  nine  cases 
out  of  ten.  the  pulsation  Ixring  due  to  the  suWlunan  artery  which  over- 
lits  the  rib,  while  brachial  pain  results  from  pressure  on  the  brachial 
plexus. 

llic  firm  reaJstance  below  nnd  armind  tiie  |>ulsating  mass  was  the 
rib  underiring  the  artery.  Had  an  .T-ray  been  taken,  the  diagnosis  should 
easily  ha\"e  been  clinched  Iwfore  o|)enition,  but  even  without  an  Jf-rmjf 
one  might  make  a  reasonably  certain  diagnosis  on  thchistorj'and  physical 
signs,  provided  one  had  cn-r  seen  a  similar  case. 

Outcome. —The  brachial  [>Icxus  and  subcla^ia^  artery  were  found  at 
operation  to  be  elevated  on  the  blunt  head  of  a  cervical  rib  which  joined 
the  first  dorsal  rib  about  two  inches  from  the  sternum. 

After  excision  of  the  cervical  rib  the  pain  disappeared  within  ten 
days  and  did  not  rcrum. 

Diagnosis. — Cervical  rib. 
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Case  172 

A  very  alcoholic  clerk  of  thirty-three  was  sent  into  the  hospital  for 
"osteomvelttis  humeri."  He  has  had  three  months'  pain  in  right  upfwr 
ann,  at  times  sha.r[>;  occasionally  it  shifts  to  the  elbow  or  forearm.  Day 
and  night  make  no  diflereoce. 

One  month  ago  it  began  to  swell  and  the  soreness  and  tendcrncM 
increased.    Otherwise  he  feels  well. 

Examination. — Whole  upper  right  arm  ij  inches  larger  in  circum- 
ference than  the  left.  Hard  (bony?)  enlargement  is  felt  beneath  the 
mtudes.     The  whole  mass  U  hvi  and  tftvkr. 

A  plexus  of  veins  is  iiromincnt  over  upj»er  inner  side  of  the  arm. 

Discussion. — ^'I'hc  Ucl  of  enlargement  of  the  upper  arm  bdow 
the  shoulder  and  at  the  |ioint  of  pain  excludes  many  of  the  conditions 
discusMtl  in  previous  cases.  Suliacromial  bursitis,  arthritis  of  the 
shouMcr-juint.  circumllcx  paralysis,  brachial  neuritis,  tuberculous 
dtsesse  withotit  alnccss  formation  (caries  sicca),  all  produce  atrophy, 
not  enlargement. 

The  heat  and  tenderness  dispose  us  to  consider  a  septic  osteomye- 
litis, a  periostitis,  or  a  tuberculosis  with  al>scess  nnd  infiltration  of  the 
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overiying  tissues,  but  in  such  diseases  one  would  expect  fluctuation 
rather  than  such  extreme  induration.  Rarely,  moreover,  does  an  osteo- 
myelitis or  periostitis  result  in  enlargement  of  the  superficial  veins. 

Syphilitic  disease  of  the  bone,  or  gumma  involving  the  skin,  would 
probably  produce  far  less  pain  and  litde  or  no  enlargement.  After 
three  months'  duration  there  would  almost  certainly  be  some  involve- 
ment of  the  skin,  some  discoloration  or  ulceration. 

The  enlargement  of  the  veins  associated  with  an  increase  in  the  size 
of  the  whole  arm,  with  marked  induration,  is  very  characteristic  of 
malignant  disea&e  involving  the  bone. 

Outcome. — X-ray  examination  showed  only  a  slight  increase  in  the 
area  of  bone-shadow — apparently  a  periostitis.  The  Wassermann 
reaction  was  negative.     Operation  showed  osteosarcoma. 

Diagnosis. — Sarcoma  humeri. 

Case  173 

A  school-boy  of  twelve  was  struck  on  the  right  arm  just  below  the 
shoulder  eight  weeks  ago.  The  arm  became  at  once  swollen,  and  in  the 
past  few  weeks  has  been  so  painful  as  to  require  morphin,  especially  at 
night. 

Examination. — A  swelling  one-half  the  size  of  an  orange  occupies  the 
deltoid  region,  and  extends  one-third  of  the  way  down  the  arm,  about 
half  encircling  it.  The  shoulder  motions  are  free  and  painless.  The 
veins  over  the  lower  portion  of  it  are  enlarged.  The  mass  is  rather 
soft,  very  tender,  and  apparently  adherent  to  the  bone.  One  enlarged, 
non-tender  gland  is  felt  in  the  right  axilla  (normal  microscopically). 

Discussion. — The  acute  swelling  and  pain  near  the  head  of  the 
humerus  are  rather  characteristic  of  septic  osteomyelitis,  especially  in 
a  boy  of  this  age.  But  in  the  course  of  eight  weeks  one  would  rather 
expect  that  the  pus  would  have  burrowed  to  the  surface  or  brought 
about  a  general  septicemia. 

Experts  in  legerdemain  accomplish  their  tricks  by  setting  a  trap 
for  our  attention  and  attracting  our  gaze  to  the  wrong  place  at  the  wrong 
time.  By  a  similar  psychologic  mechanism  a  history  of  injury  like 
this  becomes  one  of  the  commonest  and  most  dangerous  of  traps  set  to 
catch  unwary  diagnosticians.  Our  attention  gets  concentrated  upon 
a  group  of  lesions,  such  as  dislocation,  fracture,  hematoma,  or  bursitis, 
which  might  result  directly  from  trauma.  While  we  are  puzzling  to 
decide  between  these  alternatives,  or  perhaps  carrying  out  treatment 
designed  to  relieve  one  of  them,  the  actual  but  unsuspected  neoplasm 
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or  tuberculosis  progresses  withcmt  tundruncv.  Wc  forget  for  ihc  mornctit 
thul  osloosarcoma  is  common  in  this  »tuation  and  at  Uils  age. 

The  plexus  of  swollen  veins  over  the  swelling  is  rather  suggestive  of 
tumor,  but  against  it,  uppjircnily,  is  ttte  normal  microisco|iic  structure 
of  the  enlarged  axillary  glands,  which  one  viould  expect  to  find  trans- 
formed as  a  result  of  metastasis  from  th«  bone  tumor.  It  must  alwajs 
be  rt-meml»ered.  ho«c\er,  that  the  examination  of  a  gland  under  condi- 
tions like  these  sometimes  proN-cs  very  misleading.  Twice  I  have 
known  Ruligniint  disease  of  the  mediastinum  associated  with  a  lar^e 
axillary  gland,  which,  when  removed,  showed  nothing  abnormal  in  its 
structure.  PutgHOtlk  conelusiotis  Jrom  ihr  examitwiion  oj  glands  in  Ike 
neighborhood  of  doubtful  lesions  are  of  t'olw  only  wA*^  Ihe  results  aj 
(XamiHolion  are  positivr.  NcgatiTp-c  results  arc  valueless,  as  was,  indeed, 
exemplified  in  this  cas«  by  the  outcome. 

Outcome.—Inciwon  allmved  the  escape  of  some  soft  material 
resembling  grains  of  sago.  On  microscopic  examination  these  grains 
showed  llie  structure  of  round-cell  sarcoma. 

Diagnosis. — Surcomji  humeri. 

Case  174 

A  boy  of  ten  was  sent  to  the  hospital  for  a  tumor  of  the  humerus. 

One  month's  jj^n  in  the  right  upper  arm.  with  subsequent  gradual 
swelling  but  no  tenderness,  was  the  gist  of  his  history. 

Two  weeks  ago  the  [Hiin  became  severe.     No  known  cause. 

ExaminalioH. — I.ooks  ivom  out.  Right  forearm  and  upper  arm 
swollen  (radial  pulse  good).  Motions  free.  The  lower  half  of  the 
humerus  is  lender. 

Discussion.  -The  boy  is  at  the  age  when  septic  osteomyelitis  or 
malignant  tumors  are  apt  to  attack  the  end  of  the  long  bones.  I'hc  worn- 
out  appearance  of  the  boy  aiwl  the  abseiKe  of  tenderness  rather  favor 
tumor,  but  it  is  to  be  noted  that  tenderness  is  absent  only  in  the  upper 
port  of  the  arm,  while  the  lower  part  is  notably  sensitive. 

Why  is  the  whole  arm  swollen?  Wc  have  no  evidence  of  preaaure  from 
tumor,  aneurysm,  or  cervical  rib,  no  sign  of  phlebitis  or  cdluHtis.  Such 
a  swelling  would  be  very  unusual  were  we  dealing  with  tuberculous 
osteomyelitis. 

It  docs  not  appear  that  the  diagno«s  can  I>e  made  any  clearer  with- 
out x-ray  evidence  or  opcratioti.  To  these  procedures,  accordingly, 
we  must  turn. 

Outcome. — A'-ray  shows  thickened  )>eriostcum  over  a  swtJIen 
humerus  with  a  dark  area  in  the  middle  of  the  lower  one-third  of  the 
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bone.  Three  ounces  of  pus  were  evacuated  from  a  caWty  in  the  medul- 
lary portion  overlain  by  thickened  bone  and  periosteum.  Staphylococci 
in  pure  culture  from  the  pus.    Temperature,  99°  to  100°  F. 

Well  in  a  week. 

Diagnosis. — Septic  osteomyelitis. 

Case  175 

A  hardwood  finisher  of  forty-seven  fell  down  stairs  in  1901,  striking 
the  light  shoulder  and  the  back  of  the  neck.  For  three  months  after 
this  the  shoulder  continued  sore. 

In  1903  he  began  to  have  attacks  of  sharp  pain  between  his  shoulders, 
disabling  him  from  work  for  several  weeks  at  a  time,  not  relieved  by 
any  medicine. 

In  September,  1904,  pain  in  the  nape  troubled  him  and  continued 
until  January,  1905.  In  December,  1904,  the  pain  between  the  shoulders 
and  in  the  right  shoulder  became  severe  again,  and  has  lasted  until  the 
present  time  {January  17,  1905).  This  pain  is  not  affected  by  motion 
or  position,  but  often  keeps  him  awake  at  night. 

Cough  with  profuse  white  sputa,  two  months.  The  cough  produces 
an  increase  of  pam  in  the  right  shoulder  and  at  the  root  of  the  neck  in 
front. 

Has  lost  20  pounds  in  two  years. 

Examinaliott. — Left  pupil  larger  than  the  right.  The  patient  stands 
with  a  well-marked  stoop.  An  impulse  lifts  the  manubrium  with  each 
heart-beat.  A  diastolic  murmur,  loudest  in  the  second  right  space,  is 
audible  over  the  whole  heart,  which  shows  no  obvious  enlargement. 
The  pulse  collapses  markedly.  The  larynx  and  trachea  are  normal. 
There  are  dulness,  tenderness,  bronchial  breathing,  and  increased  voice- 
sounds  at  the  right  apex.  The  right  clavicle  and  shoulder  are  tender  to 
touch,  but  all  motions  are  free.  There  is  no  muscular  atrophy.  Physi- 
cal examination  is  otherwise  negative. 

DiBcussion.— The  history  of  the  case  naturally  suggests  that  the 
present  symptoms  are  due  to  trauma,  especially  as  the  shoulder  is  still 
tender.  But  a  more  careful  reading  shows  that  the  interval  between 
1901  and  1903  is  too  long  for  any  such  explanation. 

Apparently  there  is  no  lesion  of  the  joint,  muscle,  or  nerve.  All 
articular  motions  are  free;  muscular  action  does  not  increase  the  pain, 
and  the  suffering  is  not  definitely  localized  along  any  ner\'e-trunk. 

The  long-continued  cough  (two  months),  the  emaciation,  the  ab- 
normal physical  signs  at  the  right  apex,  and  the  chest  pain  had  led  to 
a  diagnosis  of  pulmonary    tuberculosis  by  the  attending  physician. 
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But  ihcrc  seems  to  be  no  fvvcr,  no  evidence  of  breaking  down  within 
the  [ung  (rtles,  purulent  sputa),  and  a  great  deal  more  pain  in  the 
shoulder  thsn  one  expects  to  sec  in  phthisis.  Espttially  notable  in  this 
resiwct  is  the  long  duration  of  pain  twfore  the  cough  began.  There 
teem  to  have  been  nearly  two  years  of  suffering  before  there  was  any 
cough. 

Uy  some  orlhoikcdic  specialists  many  pains  in  the  back,  shoulders, 
and  anrn  arc  expluintxl  by  the  so-called  "  ruund-shoulder  cWformit)'" 
— the  ordinary  stooping  habit.  Up  to  date  I  have  not  been  convinced  of 
the  validity  of  Ihi-M'  rxplanalions.  The  ditTiculty  with  uU  such  explana- 
tions i»  that  they  fail  to  show  why  the  stoop  has  persisted  so  many  yvars 
longer  than  the  pain  supposed  to  be  due  to  it.  In  any  cojh:  it  is  not  at 
all  probable  that  a  stoop  will  be  adv'anced  to  explain  such  sexiirc  and 
dctinilvly  localized  pain  as  is  herv  complained  of. 

This  fwtient's  pain  is  in  a  ^-ery  queer  place.  One  very  selduro 
hears  patients  complain  of  pain  high  up  between  the  shoulders,  and  when- 
ever one  hears  such  complaints,  some  cau^  of  intrathoracic  pressure 
should  be  suspected.  Such  causes  are,  for  practical  puqK«cs,  three  and 
only  three,  vix.,  aneurysm,  vertebral  tuberculosis,  and  malignant  disease. 
Turning  now  to  the  circulatory  s>'stem  with  the  though'  of  aneurysm  in 
mind,  we  note  that  there  is  evidence  of  aortic  regurgitation,  such  us 
often  accompanies  aneurj^im.  We  notice  also  the  inequality  of  the 
pupils,  and  wc  arc  led  thus  to  suspect  that  the  pulmonary  lesions  may  be 
the  result  of  pressure  u)nn  the  lung  itself  or  upon  one  of  the  larger 
bronchi.  ObviouiUy,  this  poffiibtlily  -aninir>'sm  —has  much  in  its  favor, 
especially  when  wc  consider  the  long  duration  of  the  s>'mptoms.  Intra- 
thoracic neoplasm  would  probably  have  produced  nwre  obvious  and 
alanning  symptoms  if  it  had  existed  so  long.  Tulierculous  or 
other  disease  of  (he  cervical  or  upper  dorsal  vcrlelirx-  should  pro- 
duce some  stiffness  or  tenderness  of  the  spine,  and  after  so  long  a  course 
some  evidenccsof  caseation,  telescoping,  kx'phos,  or  fc\'cr  would  be 
exjiccted. 

Outcome. —A'-ray  shon-s  an  cxtcmivc  shadow  to  the  left  of  the  ster- 
num. Had  in  the  ward  sc\eral  attacks  of  severe  precordial  {jain,  with 
great  anxiety,  rdie\-ed  by  nitroglycerin,  fain  then  ceased  for  five 
weeks. 

In  March,  1905,  be  began  to  ha%'c  pain  in  the  top  of  the  right  shoulder, 
with  a  scalding  feeling  in  the  arm  abo%'e  the  elbow. 

The  heart  ajiex  was  then  found  to  be  in  the  sixth  space,  six  inches 
to  the  left  of  the  median  line.  The  right  pulse  is  smaller  than  the  left, 
and  of  "Corrigan"  type.    Tracheal  tug.    The  patient  remained  in  the 


PAIN   IN  THE  ARUS 


343 


hospital  until  April  6th,  suffering  very  little  pain.    His  treatment  con- 
sisted of  potassium  iodid,  aspirin,  and  laxatives. 
Diagnosis. — ^Thoracic  aneurysm. 

Case  176 

A  cook,  fifty-nine  years  old,  colored,  bora  in  Martinique,  entered  the 
hospital  March  28,  1908,  He  has  always  been  well  except  for  "rheu- 
matism" many  years  ago,  which  attacked  many  joints  but  did  not  keep 
him  in  bed.     He  denies  venereal  disease. 

For  two  years  he  has  had  attacks  of  pain  in  the  left  shoulder,  radiat- 
ing thence  to  the  breast-bone  and  to  the  pit  of  the  stomach.  These 
attacks  of  pain  have  come  at  considerable  intervals  until  within  the  past 
two  weeks,  when  they  have  come  every  other  day,  and  have  forced  him 
to  stop  work.  The  pain  is  not  severe,  and  is  always  relieved  by  rest  or 
drinking  hot  water.  He  says  that  his  left  arm  is  weak,  especially  after  an 
attack  of  pain.  His  ankles  have  been  painful  and  swollen  for  two  weeks, 
and  he  has  had  a  hacking  cough  for  five  months.  At  one  time  he  noticed 
that  he  passed  more  urine  at  night  than  in  the  day-time,  but  this  is  not 
now  the  case. 

His  appetite  is  good;  he  has  no  indigestion  and  no  headache. 

On  physical  examination  the  painful  shoulder  showed  no  objective 
abnormalities.  The  cardiac  apex  seemed  to  extend  one  inch  outside  the 
nipple-line  in  the  fifth  space.  A  systolic  murmur  was  heard  at  the  base 
and  down  to  the  fourth  left  space.  The  aortic  second  sound  was  faint, 
the  pulmonic  second  sound  somewliat  louder,  but  not  accentuated. 
The  pulses  seemed  to  be  of  high  tension,  but  the  blood-pressure  read 
only  138  mm.  of  mercury.  The  radials  and  brachials  were  markedly 
thickened  and  tortuous.  The  edge  of  the  liver  was  felt  two  inches  below 
the  ensiform.  In  the  fourth  left  interspace,  near  the  sternum,  a  faint 
diastohc  murmur  was  later  made  out.  At  no  time  was  there  any  capillary 
pulse  or  Corrigan  pulse.    X-ray  was  negative. 

Discussion. — We  may  exclude  all  varieties  of  arthritis  (rheumatic 
and  other),  because  the  joints  are  at  present  normal.  Muscular, 
periosteal,  and  nerve  lesions  can  be  ruled  out  by  the  absence  of  swelling, 
tenderness,  and  heat,  the  absence  of  any  relation  of  the  pain  to  muscular 
movements  or  to  the  anatomic  position  of  the  nerve.  There  is  no 
important  evidence  pointing  to  any  source  of  pressure  within  the  chest. 

When  these  possibilities  are  excluded,  we  note  that  the  pain  comes 
in  paroxysms  which  are  relieved  by  rest,  and  that  it  has  very  wide 
radiations.     Any  pain  of  this  type  occurring  in  a  man  of  fifty-nine 
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suggests  atMnirysm  or  ani^inu  pectoris,  especially  if  tlic  patient  U  a 
negro.  Of  ancurj'sni  wc  have  no  dc&iitc  cWdcncc,  thouf^  it  cannot 
be  ruled  out  without  x-ray  cxaminution.  Mwt  cases  of  ani^a  pec- 
toris are  associated  with  a  greater  elevation  of  the  blood-pressure,  but 
ihc  disease  cannot  be  mini  out  on  thai  account.  An^na  is,  there- 
fore, the  tnost  reasonable  diagnosis.  Greater  certainty  can  be  attained 
through  the  therapeutic  lest,  but  only  time  can  exclude  aneurysm. 

Outcome. — The  [Kiticnt  was  giv-en  5  grains  of  potassium  lodid 
three  times  a  day.  with  j)n  f^i^in  mlro^'lv-ccria  and  cascara  as  needed; 
later,  15  minims  of  tincture  of  digitalis  three  limes  a  day  were  added. 

Dy  April  4th  he  had  made  marked  im[m>vcmcnt,  an<l  was  slec|Hnit 
soundly  even'  nighl.  On  April  5tli  lie  was  out  of  bed,  ami  thereafter 
was  almost  free  from  symptoms  until  his  discharge  on  the  elct'enth. 

This  case  is  introduced  as  an  example  of  a  somewhat  unusual  dis- 
tribution  of  pain  in  angina  |icctoris.  In  other  cases  the  pain  may  Iw 
wholly  ciMgastric.  wholly  or  larBely  in  the  arms  or  in  the  back.  Wc 
arc  justilicd  in  grouping  all  these  widely  separated  |nim  under  the 
an^c  heading  of  "angina."  Ixxausc  all  of  them  arc  associated  with 
artenosclcroeis  and  with  cardiac  disease  which  is  fairly  well  compen- 
sated. It  is  im{Mrtunt  that  all  of  itiem  are  produced  and  relict'cd  in 
the  same  way.  The  four  spedally  characteristic  occasions  for  an)i;>nal 
pain  are  all  of  them  occasions  of  tudJenly  raiseit  blood- prrssure.  These 
are: 

{a)  Muscular  exertion. 

{b)  Strong  emotion. 

(c)  Digestion,  especially  if  it  be  imgiedcd  in  any  way. 

(d)  Getting  up  in  the  morning. 
The  vast  majority  of  anginal  attacks  arc  produced  by  one  of  these 

four  causes,  which  I  tutve  arnin}!:c<l  in  the  order  of  their  fre(|uency. 
Much  less  common  is  angina  tliat  wakes  the  (xiticnt  from  siix\u  The 
relief  of  pain  when  one  of  these  causes  has  been  remo\vd  usually  cnaMcs 
the  patient  and  his  ph\-sician  to  lie  quite  clear  as  to  its  cause.  The 
relief  by  some  one  of  tltc  nitrite  pre|)anitions,  which  tend  to  lower 
blood- pressure,  is  also  of  great  diagnostic  value. 
Diagnosis.— Angina  i*cctoris  [sy]»hiliiic  aoniitg?^. 


Case  177 

A  tailor  of  sixty  entered  the  hos|MUl  July  ai.  iqo6.  He  stated 
that  for  eight  or  nine  weeks  he  had  had  rheumatism  In  his  right  shoulder, 
which  is  now  much  better  and  troubl«  him  \-ery  little.  A  little  later 
he  noiical  a  lump  just  a)x>vc  and  to  the  right  of  his  breast-bone.     Tliia 


FAIN  IN  THE  ASMS  345 

has  gradually  increased  in  size  until  the  last  week,  when  it  has  grown 
very  rapidly.  It  is  hard,  not  temder,  and  seems  to  "beat."  He  now 
notices  pain  on  lifting  his  right  arm  or  turning  on  his  right  side.  There 
is  no  history  of  injury.    For  the  past  two  months  he  has  been  hoarse. 

Physical  examination  shows  that  the  pupils  are  equal  and  react 
normally,  though  they  are  slightly  irregular.  The  heart  shows  nothing 
abnormal.  To  the  right  of  the  sternum,  above  the  second  rib,  is  found 
an  expansile,  pulsating  tumor,  the  size  and  shape  of  an  egg.  The 
right  clavicle  is  pushed  forward,  and  the  sternal  end  seems  to  be  buried 
in  the  tumor.  The  manubrium  is  eroded  and  the  first  rib  completely 
cut  off  from  the  sternum.  There  is  no  dulness  beneath  the  manubrium, 
and  no  other  abnormal  pulsation.  There  is  a  faint  systolic  murmur 
over  the  tumor. 

Physical  examination  of  the  lungs,  abdomen,  extremities,  blood, 
and  urine  is  otherwise  normal. 

DiscusBion. — Hoarseness,  shoulder  pain,  irregular  pupils,  and  a 
pulsating  lump  near  the  breast-bone  seem  at  first  almost  indisputable 
evidence  of  aneurysm,  and  so,  in  fact,  they  did  seem  to  most  of  those 
who  saw  this  case  in  the  hospital  wards.  Certain  points,  however, 
were,  at  any  rate,  atypical,  to  wit: 

(a)  The  pain:  why  should  it  decrease?  It  rarely  does  decrease 
in  cases  of  aneurysm  unless  the  patiait  takes  to  bed  and  adopts  other 
measures  for  slowing  the  circulation. 

(6)  The  percussion  area:  why  should  there  be  no  substernal  dul- 
ness? The  aneurysm  must  be  supposed  to  arise  from  the  arch  of  the 
aorta,  and  ought,  therefore,  to  produce  dulness  under  the  manubrium. 

(c)  Aneurysms  rarely  begin  above  the  level  of  the  sternum  in  the 
neck  or  behind  the  clavicle.  Unusual  pulsations  at  this  point  rarely 
turn  out  to  be  aneurysm. 

(rf)  The  patient  is  rather  old  for  aneurysm,  though  this  by  no  means 
excludes  it 

(e)  An  aneurysm  »tuated  in  this  position  would  probably  involve 
the  subclavian  artery  or  the  innominate  sufficiently  to  prtxluce  inequahty 
of  the  pulses. 

Deciave  evidence  might  probably  have  been  obtained  by  »-ray 
examination. 

If  not  aneurysm,  what  else  could  this  lump  be?  Gummaious  tumors 
are  common  in  this  situation.  They  are  not  usually  painful  and  destroy 
much  less  bone  than  appears  to  have  disappeared  in  this  case.  They 
pulsate  only  in  case  they  have  perforated  the  sternum,  which  is  a  rare 
occurrence. 
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TubfTfuUais  of  the  bones  comjMising  tlie  thoracic  wall  usually  shon-s 
more  evidence  of  ca^iation,  produces  but  tittle  i»in  and  that  confined 
lo  the  diseased  (ocu&  iliicif,  and  ne\'er  ])iish<.s  the  clavicle  forward. 

Malignani  disease  originating  in  the  ribs,  in  the  sternum,  or  in  some 
of  the  mt.<diasiinal  structures  would  produce  moM  of  the  signs  here 
(kscribed.  'Vhe  marked  pulsation  »ecms  less  inconsistent  with  a  vascuhu 
neoplasm  than  with  syphilis  or  tuberciiloais.  The  patient's  age  is  sug- 
gestive of  neopla&m  rather  than  of  aneurysm. 

Outcomt. — Despite  the  consideration!^  just  adduced,  a  '*'«gn"<Hy 
of  aneurysm  wns  made.  The  |»tivnt  left  the  hoiipital  on  the  twenty- 
fifth  of  July,  and  not  long  after  consulted  Dr.  Maurice  H.  Richardson, 
who  removed  an  incapsulated  vascular  tumor  which  suggested,  on 
histologic  examination,  a  metastasis  irom  hypemeithroma.  Tliere 
was  no  aoeurytm.  Some  months  later  the  patient  entered  the  Cam- 
bridge Hospital  for  profuse  renal  hemorrhage,  probably  due  to  the 
primiiry  tumor. 

Diagnosis. — Metastatic  hypernephroma. 

Case  178 

.\  milliner  of  twenty-seven  entered  the  hospital  March  g,  1907. 
Her  family  histor>'  was  negative,  and  she  remcmtMied  no  illness  until 
within  the  past  year,  when  she  has  had  dysentery  with  eructations  of  gas 
after  eating,  especially  after  taking  fried  food.  She  has  had  to  get  up 
to  pus  water  once  or  twice  at  night  for  the  juast  year.  For  two  months 
she  has  l>ecn  conscious  of  her  heart-l>eBt.  F^ghtecn  months  ago  she 
weighed  its  jKnmds,  which  uns  alxnit  her  average  weight.  Now  she 
weighs  9;  pounds. 

Three  months  ago  she  b^n  to  have  cough,  which  sometimes  is  so 
intense  as  to  make  her  vomit.  She  s{jits  almost  nothing.  For  the  same 
period  she  has  noticed  shortness  of  breath  on  slight  exertion.  January 
jo.  i()o;,  she  wasadmitird  10  the  Rulland  Sanatorium  for  lulierculosis, 
and  five  examinations  of  her  sputa  were  made,  with  negative  results, 
tier  lempcraturc  while  there  was  normal  the  greater  jiart  of  the  time,  but 
at  irregular  intervals  it  would  rise  lo  100°  or  100.5"  f-  She  comes  to 
the  hos[iital  directly  from  Rutland.  On  more  careful  quntioning  she 
admits  (hat  for  a  year  she  has  been  having  dull  pains  in  the  left  side 
of  hei  neck,  and  pain  and  numbness  in  the  left  arm.  This  pain  is  apt 
U)  increase  gradually  for  two  or  tlirce  minutes  and  then  suddenly  stop, 
E^DOg  or  anxlhing  containing  alcohol  nukes  tl>e  pain  distinctly  woree. 
It  has  quiie  frequently  kept  her  awake  at  night.  Lying  on  the  left  side 
makes  it  worse. 
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Phy^cal  examination  shows  slight  brownish  pigmentation  of  the  skin. 
The  left  chest  is  somewhat  fuller  in  front  than  the  right,  and  the  veins 
over  it  are  prominent  Over  the  left  clavicle  is  a  small  mass  the  size 
of  an  English  walnut,  hard  and  movable,  not  tender.  The  heart  is 
n^ative.  The  left  lung  shows  dulness  just  above  and  below  the  clavicle. 
Throughout  the  left  front,  breathing  is  distant,  and  the  same  is  true  of 
the  left  back  below  the  scapula,  where  there  is  dulness  and  diminished 
fremitus  as  well.  The  abdomoi  is  negative.  The  left  upper  arm 
measures  ai  centimeters;  the  right,  9  centimeters. 

Discussion. — The  mistaken  diagnosis  of  tuberculosis  was  quite 
excusable  in  this  case.  Cough,  dyspnea,  pain,  with  dulness  at  one  pul- 
monary apex,  loss  of  weight,  and  a  slight  pyrexia  are  certainly  very 
strong  evidence  in  favor  of  tuberculous  infiltration.  It  was  only  after 
repeated  negative  examinations  of  the  sputa  that  it  seemed  necessary  to 
reconsider  the  diagnosis.  The  fact  that  no  rMes  had  appeared  during 
a  considerable  period  of  observation,  and  especially  the  early  appearance 
and  long  persistence  of  pain,  began  to  make  it  seem  likely  that  some 
deep>er  and  more  serious  disease  was  at  work. 

The  most  significant  fact  in  this  case  is,  I  think,  the  long  inter\'al 
(nine  months)  between  the  beginning  of  pain  sufficient  to  keep  her 
awake  and  the  onset  of  cough.  This,  I  think,  should  have  made  us 
suspicious  and  doubtful  of  our  diagnosis  from  the  first. 

High  Pott's  disease  must  be  reckoned  with.  There  need  be  no 
Icyphos  in  such  cases,  and  the  pain  is  often  referred  to  points  distant 
from  the  spinal  lesion.  The  pain,  however,  is  the  only  symptom  which 
points  toward  vertebral  tuberculosis.  We  have  no  muscular  spasm,  no 
stiffness  or  torticollis,  none  of  the  evidences  of  caseation  or  abscess 
formation  such  as  might  well  be  expected  after  a  year's  duration  of  the 
disease. 

When  the  arm  began  to  swell  and  the  lump  appeared  above  the  left 
clavicle,  there  was  no  longer  any  considerable  doubt  that  a  mediastinal 
tumor  of  some  type  was  pressing  upon  the  brachial  plexus.  Such 
tumors,  whether  they  arise  from  mediastinal  glands,  from  the  root  of 
the  lung,  or  from  the  pleura,  usually  begin  wUk  symptoms  0/  ordinary 
pleural  effusion,  for  which  they  are  frequently  mistaken.  In  their  early 
stages  there  are  often  no  pain,  no  external  tumor,  and  no  swelling  of  the 
arm.  The  pleural  effusion,  however,  reaccumulates  with  astonishing 
swiftness  after  aspiration.  It  may  or  may  not  be  bloody,  and  its  cellular 
constituents  may  or  may  not  be  identical  with  those  of  ordinary  (tuber- 
culous) pleurisy.  But  it  is  especially  the  rapid  refilling  of  the  chest  after 
tapping  that  finally  awakens  our  suspicions  of  malignant  disease. 
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Outcome. — A'-ray  of  the  chest  showed  a  diffuse  shadow,  chiefly  on 
the  left  side,  but  extending  also  a  short  distance  to  the  right  of  the  spinal 
column.  The  nodule  at  the  base  of  the  neck  was  removed  and  examined 
by  Dr.  Wright,  who  pronounced  it  malignant  lymphoma.  The  e\'idences 
of  fluid  at  the  base  of  the  lung  steadily  increased.  The  patient  did  not 
react  to  3.5  mgm.  tuberculin.  On  the  twenty-fourth  of  March  she 
was  discharged  not  relieved. 

Diagnosis. — Malignant  lymphoma. 
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CHAPTER  Xn 
PAIN  IN  THE  LEGS  AND  FEET 

Case  179 

A  HACEHANof  twenty-five  entered  the  hospital  March  6,  1907.  His 
family  history  was  negative.  A  year  ago  he  had  urethritis  and  was  sick 
for  a  month.  For  a  week  his  left  ankle  was  swollen  and  red  and  he  was 
unable  to  use  it  for  a  month.  Six  days  ago  he  noticed  a  cutting  pain  in 
his  i^ht  hip,  relieved  by  sitting  down.  Four  days  ago  he  was  unable  to 
get  out  of  bed.    Yesterday  his  left  ankle  was  swollen  and  sore. 

Physical  examination  showed  nonnal  temperature,  pulse,  and  res- 
piration. The  chest  and  abdomen  were  normal.  There  were  slight 
tenderness,  redness,  swelling,  and  pain  across  the  instep  of  the  left  foot. 
Motions  of  the  right  hip  caused  marked  pain  in  the  S8cn>-iliac  joint 
There  was  also  tenderness  there. 

Discussion. — We  are  dealing  with  lesions  of  the  right  hip  and  left 
ankle — in  all  probability  some  type  of  arthritis.  The  di^jnosis  of 
rheitmatism  must  be  avoided  like  a  blasphemy  unless  we  are  forced  to  it 
by  the  exclu^on  of  all  other  possibilities.  To  those  possibilities  we  will 
accordingly  turn  our  attention. 

Hypertrophic  arthritis  (osteoarthritis)  does  not  attack  these  joints 
in  a  man  of  twenty-five.  It  wiU  be  remembered  that  in  the  hip-joint 
this  lesion  constitutes  the  malum  coxa  senilis  and  leaves  youngsters 
unscathed. 

Atrophic  arthritis  might  involve  these  joints  in  a  young  man,  but 
always  involves  other  joints  as  well  {particularly  those  of  the  hand),  and 
it  is  very  prone  to  a  s)-mmetric  distribution,  e.  g.,  both  wrists,  both 
ring  fingers,  both  hips,  both  feet. 

Were  the  sacro-iliac  joint  alone  affected,  it  might  not  be  necessary 
to  assume  the  presence  of  any  inflammator>-  lesion.  Some  strain  or 
displacement  of  the  joint  might  suffice  to  produce  the  pain.  But  since 
the  opposite  ankle-joint  is  also  in\olved,  we  have  no  reason  to  connect 
the  two  lirsions  mechanically.  Infection  is  the  only  other  familiar  link. 
esi>ccially  as  we  ha^'e  no  definite  eWdence  of  any  metabolic  defect,  such 
as  gout. 

STiU 


Causes  of  Pain  in  Legs  and  Feet 


1.  INFECTIOUS  DISEASES  (AT  ONSET  ESPECIALLY) 


2.  FLAT-FOOT 

3.  INFECTIOUS   ) 

ARTHRITIS  I 

4.  VARICOSE  VEINS 
6.  TABES 

6.  HYPERTROPHIC  \ 

ARTHRITIS         i 

7.  PHLEBITIS 

8.  SCIATICA 

d.  OSTEOMYEUTIS 

10.  TUBERCULOSIS 

11.  SPRAINED  ANKLE 

12.  SPRAINED  KNEE 

13.  SYPHIUTIC        1 

PERIOSTITIS  I 

14.  ATROPHIC       1 

ARTHRITIS  I 

16.  TENOSYNOVITIS 

16.  ALCOHOLlO> 

NEURITIS) 

17.  SARCOMA   OF    LEG> 

BONES  / 

18.  QOUT  I 

19.  MORTON'S     META->  . 

TARSALGIA  f 

20.  INTERMITTENT     1       , 

CLAUDICATION  t 


2204 

789 

513 
313 

868 

206 
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If  the  jmnt  troubles  arc  of  infeclmus  origin.'  the  first  question  to 
be  aniwered  is:  Could  a  urethritis  last  so  long?  Can  the  joint  trouble 
be  due  to  a  gonorrheal  infection?  To  answer  this  question  we  must 
investigate  the  urethra. 

Outcome. — A  urethral  smear  sliowed  gonococci.  Vaccines  were 
gLVta  lieginning  March  8ih,  and  within  two  days  were  followed  by 
considerable  improvement. 

On  the  seventeenth  there  was  much  pain  in  the  sacr<v-iliac  region, 
aod  tius  lasted  until  the  twenty -second,  after  which  he  improved  rapidly. 
The  opsonic  index  was  low  moM  of  the  time  until  the  twenty-eighth, 


Figi  5&.^Chorl  'ff  <.ii?ic  I  ;V'  TJii'  ijjp|^«^rniosr  line  rtpnritiili  iht  (cmperaluir;  the 
nexi  U  ibc  leukoryle  count;  the  Mid  stands  for  ibe  opsonic  index,  and  the  lounh  for  the 

after  which  it  rose  and  stayed  high.     Its  i-ariations  arc  shown  in  the 
accompanying  chart.     On  .^pril   7lh  he  was  walking  aliout   without 
any  difficulty,  and  on  the  ninth  he  was  discharged  much  relieved. 
Diagnosis. — Gonorrheal  arthritis. 

Case  ISO 

.K  colored  man  of  sixtv'-four  entered  the  hospital  July  ii.  1907. 
His  family  history  is  nci^ative.  He  stutL-d  that  he  almost  died  of  a 
"bad  cold"  at  fifteen,  tliat  lie  had  had  spinal  curvature  since  he  was 
thrown  from  a  horse  at  fourteen.  In  the  eighties  he  was  at  the  Boston 
Insane  Asylum  for  a  time. 
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Since  sprinj;  lits  right  bip  has  pained  him,  and  for  the  last  three 
weeks  the  i»tin  ha»  bcvn  so  scverv  as  to  interfere  with  sleep,  and  when 
he  wakes  there  is  much  pain  and  stiffness  in  both  legs,  tltough  tt  «-cara 
off  considcraltly  with  exocisc.  Throe  weeks  ago  his  feet  were  sn-ojlen 
for  some  tinie.  I'hb  has  now  gone.  He  drinks  much  walrr  and  usually 
passes  urine  three  or  four  times  at  night.  Hb  ImwcIs  move  cvciy  day 
or  two,  and  only  with  medicine. 

The  movements  of  the  patient's  pulse,  (emi>erature.  and  respiration 
arc  seen  in  the  accompwinng  chart.  At  entrance  his  white  cells  were 
7;oo,  but  a  differential  count  showed  that  90  per  cent,  of  tlicsc  were 

;x>lynuclcar.  llierc  w-as  no  anemia.  The 
spine  showed  scoliosis,  rcsultiiii;  in  a  marked 
prominence  of  the  ribs  of  the  left  Imck. 
There  was  an  old  Imny  defonnily  of  the 
right  elbow-joint,  which  was  sdff.  He  was 
poorly  nourislied.  There  was  marked  arcus 
senilis.  The  heart  showed  nothing  of  in- 
terest. The  radial  arteries  were  tortuous 
and  stiff.  The  front  of  the  chest  was  nega- 
tiw  eia'pt  for  a  few  fine  rAles  o\x»'  the  right 
davide.  Ilehind.  the  right  chest  was  dull 
below  the  spine  of  the  scapula,  with  dimin- 
ished or  absent  breathing;  the  left  back  was 
full  of  moist  rftles.  The  abdomen  showed 
slight  tenderness  in  the  region  of  the  gall- 
i>laddeT.  There  were  glands  the  size  of 
walnuts  or  almonds  in  the  groins,  axillie, 
and  neck.  There  was  practically  no  motion 
in  the  S{>ine.  The  urine  av'eraged  about  35  ounces  during  his  stay  in 
the  hospital,  with  a  siiecific  gravity  of  1015,  a  slight  trace  of  albumin, 
and  \'ery  many  h>aline  and  line  granular  casts,  with  cdls  adherent, 
some  of  which  were  fatly. 

On  the  fourteenth  the  diest  was  Upped  and  37  ounces  of  fluid 
rcmo\%d,  with  a  spccifK  gravity  of  101  <;,  albumin,  2  per  cent.,  lym- 
phocytes, 81  per  cent.    The  sputa  showed  nothing  remarkable. 

From  the  scventetatth  of  July  until  the  twentieth  he  was  delirious. 
Discussion. — There  ap)>ear  to  be  nuiny  widely  diverging  clues  in 
this  case.  The  history  gives  us  hints  of  psychic  stigmata,  of  lubcrcukBis, 
of  renal  or  canliorenal  disease,  of  multiple  arthritis  and  multiple  adeni- 
tis. Certainly  it  is  a  difficult  case  to  untangle.  We  seem  to  haw 
reasonably   good  evidence  of  a   chronic   interstitial   nephritis.    The 
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nocturia,  the  swollen  feet,  and  the  character  of  the  urine  point  in  this 
(Erection,  but  it  is  practically  certain  that  he  has  something  else  the 
matter  with  him. 

On  the  other  hand,  that  "bad  cold"  which  he  had  at  fifteen,  follow- 
ing immediately  upon  the  spinal  trouble,  which  appears  to  have  resulted 
in  a  rigid  spine,  makes  us  very  suspicious  of  tuberculosis,  especially 
as  the  symptoms  occur  in  a  colored  man.  The  effusion  in  the  right 
chest  (evidenced  by  dulness  and  absent  respiration)  may  be  due  either 
to  tuberculosis  or  to  mechanical  causes  (dropsy).  The  low  specific 
gravity  inclines  me  to  believe  that  the  fluid  is  not  a  pure  exudate.  The 
multiple  adenitis  is  not  inconsistent  with  tuberculosis,  though  it  might 
also  indicate  syphilis.  All  types  of  leukemia  are  excluded  by  the  blood 
examination. 

That  some  infection  has  invaded  the  patient's  body  seems  indicated 
by  the  continued  fever  and  the  delirium.  We  might  suppose  that  this  is 
a  terminal  sepsis  due  to  the  streptococcus  or  some  other  of  the  common 
tenninal  invaders,  the  rest  of  the  symptoms  being  then  explained  under 
cardiorenal  disease.  But  this  would  not  account  for  the  stiff  spine, 
the  stiff  elbow-joint,  the  general  glandular  enlargement,  and  the  early 
history. 

A  positive  diagnosis  seems  impossible,  but  more  facts  can  be  ac- 
counted for  by  assuming  a  tuberculous  infection  than  by  any  other 
hypothesis.     As  a  matter  of  fact,  however,  this  diagnosis  was  not  made. 
Outcome. — He  became  comatose  on  July  20th  and  on  the  twenly- 
third  he  died. 

Clinical  diagno^s:  Arteriosclerosis;  chronic  nephritis;  pleural  effu- 
sion; terminal  infection.  Autopsy  showed  old  tuberculosis  of  the  spine; 
tuberculosis  of  the  kidneys;  tubercular  ulcer  of  the  ileum;  miliary 
tuberculosis  of  the  bronchial  lymph-glands,  with  suppuration;  tuber- 
culosis of  the  lungs,  Ever,  spleen,  kidneys,  and  epicardium.  The 
guinea-pig  which  was  inoculated  with  25  minims  of  the  sediment  of  the 
pleural  effusion  was  killed  August  23d  and  showed  no  evidence  of 
tuberculosis, 

DiagnofliB. — See  last  paragraph. 

Case  181 

A  housekeeper  of  thirty-one  entered  the  hospital  November  4,  1907. 
Her  family  history  was  negative.  She  had  been  operated  upon  at  the 
Massachusetts  General  Hospital  for  stone  in  the  right  kidney  in  1903, 
but  no  stone  was  found.    All  the  summer  of  1907  she  had  been  run  down, 
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had  been  easily  nauseated,  and  bad  vomited  frequently.    The  vomiting 
had  sometimes  been  brought  oa  by  worry. 

Pnr  tivc  weeks  she  has  been  tired,  restless,  and  ovemnotMnal. 
Appetite  and  s\ci:\>  Ituve  been  poor.  ']'hree  weeks  a^o  »l»e  lirst  notfocd 
that  ^e  limped,  favoring  the  right  leg.  'rhi<)  Ump  has  steadily  in- 
creased, and  for  (he  post  two  weeks  she  has  been  cMistantly  in  bed. 
Two  weeks  ago  sJie  began  to  ha%-e  sharp  pain  in  her  right  groin,  in  the 
right  hip  and  to  some  extent  in  the  right  lower  liack.  The  |Kiin  is  worse 
at  night  and  often  keeps  her  awake;  it  comes  in  paroxysms,  leaving  her 
entirely  for  a  few  hours  at  a  tim«.  W'hcn  tired,  she  pueea  urine  every 
two  houra  or  so,  but  she  has  noticed  no  change  in  it.  The  coune  of 
temperature  is  seen  in  the  accoin{ian\-ing  chart. 

Eiamination  of  the  chest  was  iKgatlve. 
The  abdomen  vva»  tympanitic  throughout  and 
held  more  rigidly  on  the  left  than  on  the  right. 
On  deep  pal|)alion  there  seemed  to  be  some  ten- 
dcmcss  on  the  right.  The  right  teg  was  kept 
continually  tiexed  ii|>on  tlie  body,  tjctcnsion  of 
the  hip-joint  or  outward  roUtioa  was  painful; 
other  motions  were  good.  The  scar  of  the  pre- 
vious operation  was  seen  in  the  right  Hank.  On 
deep  inspiiBtion  a  rounded,  tender  mass  could  bo 
indistinctly  felt  in  tlie  right  ilank. 

Examination  by  an  orthopedic  consultant  con- 
vinced mc  thai  the  |>soas  contraction  was  not  due 
,  , ,  ^  ,,,  to  any  hip  lesion.    The  kidney  and  the  mesen- 

nZ  iJTiiZSi?      '"^'^  glands  «ere  suggested  as  pos^blc  causes. 
;  ;  .  ,  ,     Ti_  On  November  sth  and  7th  the  urine  showed 

a  large  amount  of  pus  in  the  sediment;  a  very 
slight  trace  of  allnimin;  specific  gravity,  loiy,  the 
amount,  aliout  40  iMinces  in  twenty-four  iKnirs. 
Discussion. ^In  this  and  the  succeeding  case  we  are  deiding  with 
a  hip  pain  associated  with  a  psoas  spasm.  There  seems  no  evidence  that 
the  hip-joint  or  spine  is  involved.  One  looks  accordingly  for  the  other 
and  Icstt  common  causes  which  lead  to  contraction  of  the  psoas.  Dec]> 
tenderness  on  the  right  side  of  live  abdomen,  associated  with  fe^er  and 
psofts  spasm,  is  a  well-known  feature  of  appendicitis.  But  appendicitis 
rarely  btjiins  with  a  limp  Wore  there  is  any  rifiht  iliac  pain.  It  should 
produce  some  muscular  spasm  of  the  abd<imlnal  wall,  but  there  is  none  of 
this  here,  nor  b  there  any  localized  tenderness  or  "cake"  over  the 
appendix  repoo. 
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Tuberculosis  of  the  mesenteric  gland  and  occasionally  other  causes 
oi  mesenteric  adenitis  may  lead  to  psoas  spasm.  Such  a  diagnosis  is 
hard  to  make,  harder  still  to  deny.  One  inclines  toward  it  if  there  is 
nothing  to  suggest  any  other  recognized  cause  of  psoas  contraction. 
Probably  adenitis  accounts  for  some  of  the  mysterious  cases  of  "idio- 
pathic" or  "hysteric"  spasm  of  the  psoas.  Psychic  causes  are  often 
invoked  when  our  diagnostic  resources  are  exhausted. 

Various  kidney  lesions  (hematogenous  infection,  perinephritic  abscess, 
tuberculosis,  stone)  have  been  known  to  bring  about  a  contraction  of  the 
psoas.  This  patient  has  pus  in  the  urine,  and  an  investigation  of  the 
kidney  is,  therefore,  of  the  first  importance. 

Outcome. — On  November  loth  the  flexion  of  the  leg  had  become 
more  marked.  The  patient  ate  and  slept  poorly.  Three  «-ray  plates 
were  taken.    They  showed  apparentiy  two  renal  stones  on  the  right. 

Operation  November  i6th  showed  two  stones  and  a  littie  pus  in  the 
kidney.  Even  under  deep  anesthesia  the  leg  could  not  be  extended, 
but  later,  in  convalescence,  this  spasm  entirely  disappeared  and  she 
walked  well. 

Diagnosis. — Psoas  spasm  due  to  nephrolithiasis. 

Case  182 

An  Italian  hod-carrier  of  thirty-two  entered  the  hospital  June  a6, 
1906.  Three  weeks  ago,  while  carrying  bricks  on  a  ladder,  he  felt  a 
peculiar  sensation  in  the  left  hip,  described  as  "throbbing"  (probably 
clonic  spasm).  Since  then  there  has  been  pain  in  the  hip,  with  marked 
stiffness,  the  pain  being  increased  on  motion. 

Visceral  examination  (including  blood  and  urine)  was  negative. 
The  left  thigh  was  partly  flexed,  and  could  not  be  straightened  without 
pain.  Flexion  and  rotation  caused  no  pain.  There  was  no  other 
obvious  spasm  and  no  tenderness.  The  left  groin  was  slightiy  fuller 
than  the  right.  X-ray  showed  no  sign  of  hip- joint  disease,  renal  disease, 
or  of  aneurysm,  which  had  been  suggested  by  Dr.  Goldthwait  in  the 
out-patient  department;  although  there  was  greater  pulsation  fai  the 
vessels  of  the  affected  side,  the  temperature  in  both  legs  was  the  same. 
There  was  slight  dulness  in  both  flanks,  not  shifting  on  change  of  posi- 
tion. 

Tuberculin  was  given,  but  no  rise  of  temperature  followed. 

On  July  1st  Dr.  Goldthwait  thought  that  some  fibers  of  the  ilio- 
psoas were  probably  ruptured. 

Discussion. — In  many  respects  this  case  resembles  the  last.  In 
studying  it  we  interrogate,  by  means  of  physical  examination — (a)  The 
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hip-jnnt;  (b)  Ihc  S[nnal  column;  (c)  the  appendix  rcf^on;  (d)  the  renal 
n^ioa  and  the  urine.  Wc  consider  enlargements  of  tlie  mesenteric 
glands,  always  so  cosy  to  include  and  so  hard  to  exclude  in  cases  of  this 
type.  Wc  look  for  e\'idence  of  ulxlominul  tumors  or  aneur^'sm  of  the 
aorta. 

In  the  prvscnt  case  wc  are  able,  apparently,  to  exclude  ail  these 
possibilities  except  labes  mesenterua,  and  this,  in  ^icw  of  the  nc^tivx 
tuberculin  reaction,  seems  very  unlikely.  Since  there  is  no  reaMn  for 
accusing  the  itoUd  Italian  laborer  of  the  "\-apors,"  we  Iiave  to  fall  back 
upon  a  hypothetic  strain  involrinj;  the  psoas.  There  seems  no  reason, 
a  priori,  why  this  mus^rlc  may  not  be  subject  to  strain  or  sprain  like  any 
other,  but  it  is  obuous  that,  until  wc  have  followed  our  patient  far  into 
convalescence,  wc  cannot  place  any  reliance  on  such  a  diagnosis. 

Ontcomt. — By  July  9th  the  patient  was  walking  well,  without  Hmp 
or  |(atn.  Uninterrupted  recovery  followed,  apparently  as  the  result  of 
the  magnilicent  air  which  he  breathed  in  the  suif^l  wards  of  tbc 
Massachusetts  General  Hoft|HUl. 

He  was  given  no  other  treatment. 

Diagaoaia. — Psoas  tear  (?), 
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Case  183 

A  beef-carrier  of  fifty-three  entered  the  Itospital  January  39,  1907. 
Ifis  fiunJly  history  is  negative.  He  has  never  been  sick  until  the  present 
Illness,  but  has  been  in  the  habit  of  getting  drunk  once  to  three  times  a 
week.  Two  weeks  ago  he  woke  in  the  m^X  with  a  pain  in  Ihc  r^ht 
Upb  Since  that  lime  he  has  been  confined  to  bed  with  pain  and  fe\-cr,  I 
wandering  in  his  mind,  and  constant  twitching  of  the  arms.  His  wife 
sap  he  has  lud  no  alcohoJ  for  two  weeks.  He  has  Ixx-n  treated  for 
lumbago  and  for  diabetes.  I^tcr  it  was  learned  that  five  ycars'ago  he 
had  had  some  al^scesscs  on  his  neck  which  discharged  for  a  year.  They 
were  finally  cured  by  an  extensive  operation. 

Phj-sical  examination  showed  good  nutrition,  hut  the  patient's 
mind  was  cloudy,  though  he  would  answer  simple  questions.  .\11  hts 
muscles  were  held  rigidly,  es])cc:lally  those  in  the  neck  and  arms,  but 
there  was  no  [taraU'sis.  The  |>upils  were  slightly  irregular,  but  reacted 
normally.  The  eye  motions  were  normal,  the  chest  and  abdomen 
negative.  The  white  cells  were  13.000;  the  \MdaI  reaction  suggestive, 
but  not  po»live;  the  blood  olhemisc  normal,  likewise  tbc  urine.  Marked 
aulnultus  was  the  moAl  prominent  feature.  At  entrance  the  case  was 
taken  (or  an  acute  abdominal  etncrgcnc)'  and  immediate  operation  was 
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urged.    On  the  second  day  the  patient  became  unconAcious,  with  pro- 
[use  sweating. 

Discussion. — Hip  pain,  fever,  and  di-lirium  are  the  presenting 
sjTnptoms.  The  character  of  the  delirium  suggests  alcoholism,  but 
two  weeks'  abstinence  from  alcohol  should  have  steered  him  pant  the 
danger  of  ddirium  tremens.  The  general  muscular  rigidity,  morco\-er, 
the  hip  pain,  and  the  irregularity  of  the  pupils  could  not  be 
thus  accounted  for. 

The  mental  condition,  the  muscular  twilcliuiK^,  the  fever, 
and  suggcsti^T  VVidal  reaction  furnish  us  with  some  of  the 
material  whence  a  dia^osis  uf  typhoid  might  Ix:  built  up. 
But  ihc  Icukocj-te  count  is  remarkably  high  for  that  dis- 
ease, and  we  should  still  t>e  left  without  an  explanation  of 
the  hip  pain,  the  muscular  rigidity,  and  the  condition  of 
the  ])upils. 

Kigidil}'  of  the  neck  in  a  febrile  patient  always  makes 
us  taa  meningitis,  and  all  the  other  facts  in  this  case  go  to 
strengthen  this  hypothecs.  If  he  had  been  treated  for  dia- 
betes, as  the  history'  states,  he  has  probably  had  sugar  in 
his  urine.  Transient  glycosuria  is  not  uncommon  in 
meningitis  of  any  tj-pc. 

But  if  he  has  meningitis,  can  we  in  any  way  explain 
ihc  hip  ]min  ?  Certainly  not  by  the  epidemic  or  aural  type 
{meningitis,  but  meningeal  tulwrcidosis  might  well  origi- 
in  a  tubercular  hip,  the  probability  of  which  is  in- 
cnued  as  we  note  that  he  has  hud  chronic  discliarging 
abscesses  of  the  neck,  presumably  tuberculous. 

Outcome. — He  died  on  the  thirtieth  of  January.  Autopsy  showed 
tuberculous  of  tlic  bodies  of  the  fourth  and  fifth  himbar  vertebrR-,  «ith 
large  iwoos  •bscesses;  tubercular  meningitis;  tuberculosis  of  the  retro- 
peritoneal glands;  obsolete  tuberculosis  of  the  left  apex. 

Diagnosis.— Polt'sdisease  with  i>soiis  abscess.  General  tubcrculows. 


Case  184 

An  architect  of  thirty  entered  the  hospital  May  3,  1907.  His  family 
histor)',  past  history,  and  habib  are  giMxi.  Five  weeks  ago,  while 
jumping  to  catch  a  base-liall.  he  felt  a  shaqi  pam  in  the  U/t  hip.  He 
got  home  with  difficulty,  and  has  been  in  bed  ever  since,  sufTering 
almost  cuntinuul  jiain  in  the  left  hip  and  along  the  back  of  the  thigh. 
Opiates  ha\-c  been  necessary  to  produce  sleep,  and  e^en  then  onJy  a 
few  hours'  sleep  at  a  time  has  been  obtained.    The  pain  has  never  been 
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in  tbc  back  kikI  has  gradually  diminbhed  in  intensit)*,  but  the  patient 
IS  still  unable  to  walk  or  to  put  ihv  foot  to  the  ground.  Tbc  left  thi^ 
is  held  slightly  flexed,  und  there  is  a  tender  point  two  inches  outuitTd 
and  upward  from  the  tuberosity  of  the  left  ischium.  There  is  iilso 
tenderness  along  the  ccwrsc  of  the  sciatic  nerve,  but  none  over  the  awro- 
iliac  joints.  It  -kzs  sftcnvard  leuned  that  five  years  ago  he  had  a 
similar  attack,  following  bicycling;  he  was  then  laid  up  for  five  weeks. 
Later  lie  brought  on  another  attack  by  jumping  while  iilajing  tennis. 

Discussion. — As  in  the  previous  case,  the  ]>Rsenting  sytnptom  b 
sciatic  pain,  but  here  its  origin  is  not  insidious  and  ol>!«cure,  but  abrupt 
and  apparently  traumatic.  In  studying  it  wc  must  go  through  the 
Mine  series  of  in>-(»ligations  intended  to  bring  to  light  any  cause  lor 
pressure  upon  the  nerve  (pelvic  tumors,  bony  outgrowths  fiom  the 
femur,  spinal  osteoarthritis,  sacro-Jliac  displacement)  and  any  tnctabolic 
dtsturliance,  such  as  diabetes,  whereby  a  tox».-  neuntiii  or  neural^ 
might  arise.  {It  should  be  noticed  in  jiasslng  that  no  one  seems  ade- 
<)uatcly  to  have  inviatigatcd  tlie  )H>s.sibiliiy  that  diabetic  sciatica  may 
be  due  not  to  a  chemical  cause,  but  to  mu»:ular  weakness,  dcstn^ring 
the  su]>trtin  of  the  pelvic  arliculatiotis.  Certainly  toneless,  flabby  muscles 
play  an  important  part  in  many  cases  of  sacro-iUac  trouble.] 

Many  cases  of  sciatic  pain  seem,  like  the  present  one,  to  begin  after 
an  injury  which  is  u:iuall>'  of  the  type  here  described,  i.  c,  a  wrench  such 
as  might  Imng  about  violent  extension  of  the  hip-joint  and  possibly 
some  strain  or  stretching  of  the  sciatic  nerve.  It  lias  Itecn  more  fre- 
quently assumed,  however,  in  recent  discussions,  that  the  trauma  has 
affected  the  sacro-iliac  joint  primarily,  the  ^c^^■c  only  secondarily. 
This  seems  to  me  to  Iw  a  matter  rather  of  fashion  tlian  of  rcosooablc 
conxiction. 

Outcome. — A'-ray  showed  no  evidence  of  s^iinal  involvement  or  of 
sacro-iliac  disease,  and  an  orthopedic  consultant  considered  the  case 
one  of  "simple  sciatica."  From  the  time  of  entrance  until  tbc  thirteenth 
uf  May  he  was  treated,  chiefly  with  a  view  to  relieving  the  pain,  by 
means  ol  ice-bags,  hypnotics,  and  an  occasional  dose  of  moqihin.  On 
the  thirteenth  he  was  given  h>'drotherapy  and  Zander  treatntent,  which 
within  a  few  da}^!  [troduced  remarkable  improvement.  On  the  seven- 
teenth he  u-as  discharged,  much  relieved. 

Diasnoiia.— Sciatica. 


Case  185 


4 


A  farm  hand,  thirty  \-ears  old,  entered  the  hospital  February  l6.  1907. 
Three  years  ago  he  had  a  compound  fracture  of  the  right  thigh.    He 
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was  in  bed  seven  months,  and  has  had  half  an  inch  of  shortening  in  that 
leg  ever  since.  After  being  out  of  bed  about  a  month,  he  had  an  attack 
of  what  was  called  "sciatic  rheumatism,"  which,  so  far  as  he  remem- 
bers, was  exactly  like  his  present  illness.  He  was  then  confined  to  bed 
for  two  months  and  was  treated  by  electricity  and  drugs.  He  denies 
venereal  disease,  takes  about  35  cents'  worth  of  beer  and  whisky  a  week, 
and  chews  10  cents'  worth  of  tobacco  a  day. 

Three  days  ago,  without  any  known  cause,  he  felt  a  sharp  pain  in 
the  right  hip-joint.  This  pain  has  continued  ever  since,  is  worse  on 
motion  <ir  pressure,  radiates  down  the  back  of  the  leg  to  the  ankle, 
and  is  accompanied  by  a  burning  sensation,  also  described  as  like 
electricity.  He  has  never  any  pain  in  his  back.  He  worked  until 
last  night,  but  then  the  pain  was  so  severe  that  he  was  unable  to  sleep, 
even  with  morphin.  This  morning  for  the  first  time  he  noticed  blisters 
on  the  1^,  due,  he  thinks,  to  a  poultice. 

Physical  examination  of  the  chest  and  abdomen  was  negative,  except 
for  a  sausage-shaped  mass  in  the  left  iliac  fossa,  which  disappeared  in 
the  course  of  a  couple  of  days. 

The  knee- Jerk  was  very  active  on  the  left,  less  so  on  the  right.  On  the 
left  buttock  was  a  series  of  vesicles  filled  with  straw-colored  fluid.  On  the 
right,  opposite  the  upper  part  of  the  sacrum,  and  over  the  thigh,  in  the 
region  of  the  great  trochanter,  was  a  line  of  ruptured  vesicles.  Pressure 
over  the  sciatic  nerve,  especially  near  its  exit  from  the  pelvis,  in  the  pop- 
liteal space  and  in  the  calf,  was  painful.  Sensibility  was  normal.  There 
was  no  tenderness  over  the  spine  or  pelvic  bones.  Rectal  examination 
was  negative.  The  pain  was  excruciating  in  all  positions,  and  was  very 
little  affected  by  raorphin.  Ice  at  times  gave  slight  transient  relief. 
After  the  twenty-second  the  pain  became  more  bearable,  following 
the  administration  of  three  grains  of  quinin  every  two  hours  until  the 
ears  rang.  Static  electricity  seemed  to  increase  the  pain.  Aspirin  did 
not  help  at  all. 

Discussion. — The  history  of  pain  coming  on  for  the  first  time  soon 
after  a  severe  fracture  of  the  femur  naturally  directs  our  minds  to  the 
possibility  that  by  the  callus  formed  at  the  site  of  fracture,  pressure 
may  be  exerted  upon  the  sciatic  nene  or  adhesions  formed  involving  it. 
The  difficulty  with  this  supposition  is  that  the  patient  has  been  free  from 
pain  for  over  two  years,  although  nothing  has  been  done  which  would 
remove  adhesions  or  alleviate  pressure.  Possibly  there  may  be  some  less 
direct  connection  between  the  fracture  and  the  present  pain,  but  it  is 
difficult  to  get  beyond  the  region  of  conjecture.  Only  by  «-ray  examina- 
tion and  rectal  palpation  can  we  get  any  further  evidence  in  this  direction. 
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Any  sciatica  which  involves  both  legs  is  very  suggestive  of  pelvic 
new-growth.  In  (his  case  we  ha.vc  apparently  a  bilatcrsl  herpetic  erup- 
tion, the  usual  minifestation  of  a  lesion  of  the  ganglion  with  its  corrv- 
iilKindiru;  ncr\ie-root.  The  pain,  however,  is  unilateral,  and  we  ha\x  no 
definite  cndcncc  to  supiwrt  the  idwi  of  pelvic  new-growth. 

In  every  cose  characterized  by  sciatic  psin  we  should  remember 
that  diabetes  is  one  of  the  commonvst  cuusm  for  »uch  pain.  There  is 
no  statement  about  the  urine  in  the  abo\e  record  of  thb  case,  and  eW- 
dcncc  should  certainly  be  sought  in  that  direction. 

Largely  through  the  influence  of  Dr.  J.  E.  (loldlhwdt  the  medical 
profession  has  now  learnt  to  search  for  oslcnsrthritis  of  the  lumbar  spine 
or  for  some  lesion  of  the  sacro-iliac  joint  in  all  cases  of  sciiitic  juLin.  The 
nature  of  the  connection  betu'een  the  pain  and  the  bone  lesions  lias  not, 
I  think,  been  fully  explained  as  yet.  ^^ost  of  the  imjiortunt  evidence  of 
such  a  connection  con^&is  in  the  results  of  a  tltcrapeulic  test^fixatioQ 
of  the  spinal  and  sacro-iliuc  joints  by  strapping,  belt,  or  plastcr-of-Pftris— 
and  on  the  relief  of  s)'m[>toms  following  such  fixation.  This  is  of  great 
pfactica!  importance,  but  does  not  answer  all  the  questinns  regarding  the 
mode  of  production  of  sciaticas  thus  rclic\'od.  In  the  present  case 
lind  00  evidence  of  spinal  or  sacroiliac  disease. 

The  term  "sciatic  rheumatism"  is  now  happily  falling  into 
and  will)  it.  I  l>clieve,  will  soon  ^o  out  of  existence  the  hoary  and 
worked  theory  that  cold  produces  such  troubles.  Doubtless  it  was  their 
connection  with  joint  lesions  such  as  those  just  referred  to  that  first 
suggested  (he  term  "  rheumatic,"  with  the  theory*  of  cold  as  tbe  cause. 
In  \'iew  of  (he  negative  result  of  all  the  examinations  directed  toward 
finding  a  cause  kr  the  pain  we  shall  be  obliged  (o  leave  it  asan  unex- 
plained symptom  ("primary-,"  "idiopathic,"  or  "simple"  sciatica). 
Since  it  is  associated  with  heriKtic  entption,  and  nnce  we  know  that 
many  case  of  herpes  are  due  to  infectious  disease,  it  is  fair  to  surmise 
that  the  neuritis  wi^  which  wc  are  now  dcalin»  ma)'  be  of  the  infectious 
type.  .\U  this,  of  course,  presupposes  that  the  results  of  urinalj-sis  and 
x-ray  examination  are  negative. 

Outcome.~.V-niy  of  the  femur  showed  a  large  callus  with  a  project- 
ing spicitlr,  but  as  there  had  been  no  pain  for  two  yuint,  (his  sermod  [>rob- 
ably  not  respon^ble  for  the  pain.  Dr.  J.  J.  Ihi(nam  considered  ilie  case 
neuritis  with  herpes  zoster.    Dr.  G<dd(hwait  agreed. 

On  the  twenly-fifth  the  patient  was  discharged  much 

DiacDOsis. — Neuritis  wi(h  iH-rpcK  zoster. 


b. 


icb  relieved.  J 
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^^^H^^^                            Case                                                            ^^1 

An  Italian  pressman  of  {orty-fnc  entcrwl  the  hospital  March  26,  1906.           ^M 
Three  weeks  ago  he  gave  up  work  on  accouni  of  pain  in  his  hands  and           H 
feci,  which  has  been  severe  ever  since,  and  has  recently  kept  him  awake.            H 
His  appetite  is  poor  and  he  has  vomited  se\eral  times.    He  attributes            H 
his  pain  to  the  fact  that  he  gets  very  wet  with  jjcrspiration  at  his  work  and             H 
then  rides  home  upon  a  car.    He  got  very  cold  in  this  way,  just  before      ^^H 
the  present  illness.                                                                                       ^^H 

The  course  of  the  temperature  is  shown  in  the  accomimnying  chart.       ^^H 
There  was  soft  edema  of  the  backs  of  both  hands.     The  right  wrist             H 
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and  left  elbow-joint  were  swollen,  sli 

tenderness  on  mo\-in}t  the  finders,  ant 

left  knee- joint. 

Both  ankles  were  somewhat  red 

tenderness  on  pressure  in  the  cah^s  « 
^^ftthe  forearm,  a  bright  red  macular  ra: 
^^nepules  scattered  through  it,  and  in 
^^Pcrete,  transparent  vesicles.     He  wa 

twelfth  of  April.      He  found  at  this 

in  the  cellular  tissue,  with  very  little 
The  temperature  fell  to  normal  1 

but  on  the  thirty-first  the  patient  w 

of  cast-  1 86. 

ghtly  stiff,  and  tender.    There  was 
convincing  e^idcncc  of  fluid  in  the            fl 

swollen,  and  tender.     There  was             V 
■)f  the  legs  and  over  the  muscles  of 
•h  over  his  hack,  with  small,  shiny 

the  arnvpits  numerous  small,  dis- 
s  seen  by  Dr.  Goldthwait  on  the 

time  an  infectious  process,  chiefly 

ini.-olvcment  of  the  joints. 

ihout  the  twenty-eighth  of  >farch. 

as  delirious  and  chattered  a  great 
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deal  in  the  night.  After  omitting  ihc  »licylui(%  which  lukd  htm  giv'cn 
steadily  up  lo  that  time,  the  dclinum  cleared  up  within  twelve  huurs. 
'11)0  kncc-jcrks  were  prescnl.  hui  the  Achilles  reflei  al»ent.  The  eye* 
T(sictc(l  lieiter  to  accommodation  than  to  !'f:ht.  Itw  urine  a\y;nf;cd 
60  ounces  in  twenty-four  hours,  the  sjrtK-ilJc  gravity  \arying  very  Middy 
between  1009  and  1020.  Hyaline  and  Kmniilar  casts  were  numerous,  and 
thctc  was  always  pus  in  the  sediment.  Thv  blood  sliowed  12.800  leuko- 
cytes. 81  |K.T  cent,  of  which  were  pohnuckar. 

On  April  4th  the  swelling  of  the  hands  still  continued.  No  obt-ious 
change  in  his  condition  accomjiAnied  the  fever  of  April  loth  to  19th. 

Purulent  conjunctiniis  was  ]>rcscnt  throughout  his  stay  in  the 
hospital.  Tlie  smoii  showed  no  gonococci ;  a  \'ariety  of  other  oij^nisnu 
vtm  present.    May  ist  he  was  discharged,  not  relieved. 

Dlicutsion." -Judging  from  the  condition  of  the  pupils  and  of  the 
ankle-jerks,  there  seems  reason  to  behevc  that  this  patient  lias  talxfti 
but  evidently  thai  a  not  his  mut^t  imjMrtanl  malady  at  Oic  present  time, 
so  that  our  interest  centers  in  the  question :  What  dse  ts  the  matter  u  ilh 
him?  \Vc  have  ob\'iou6  evidence  thai  an  infectious  process  has  invaded 
the  suljcutaneous  tissues,  the  joints,  and  the  conjuncti\-a.-.  In  all  jirob- 
abilily  the  pus  in  Ihc  kidney  is  to  Iw  attributed  to  a  genito-urinary  in- 
fection  due  to  the  sime  organism  which  is  attjicking  his  other  timues. 

.\t  one  |H:riod  in  the  case  it  s»;me<l  as  if  the  meninges,  also,  were  in- 
fected, but  the  immediate  cessation  of  meningeal  symptoms  when  the 
salicylates  were  stopped  makes  it  pretty  dear  that  wo  were  dealing  w  ith 
a  talirytatc  dtlirium,  which  &hoiild  alwaj-s  l>o  l>ome  in  mind  when  any 
ddirium  occurs  during  the  administration  of  salicylate  in  large  doses. 
This  is  a  ^-cry  frequent  occurrencx*.  Indeed,  it  is  impoariblc  lo  avoid  it 
if  we  are  in  the  habit  of  pushing  this  drug  rapidly  to  its  physiologic  limit. 
u  we  should  do  in  most  cases  of  acute  artJmtis.  No  coosiderubk*  harm 
results,  as  the  delirium  alwara  ceases  promptly  when  tlie  drug  b  with- 
drawn. 

We  haw  evidence,  then,  of  a  wr)'  wide-spread  infection  of  the  body. 
Presumably  this  is  due  to  one  of  tlic  pus-forming  organisms,  siiKC  we 
havt  no  definite  evidence  of  ti)t>cTcul(»is,  glanders,  or  syphilis.  No 
further  certainty  can  be  arrived  at  without  blood  culture. 

Milder  cunes  of  this  type  are  often  called  "inflammatory  muscular 
rheumatism"  isee  abov'e.  p.  333),  just  as  the  milder  septic  infections 
of  the  joints  i«iss  as  articular  'Ttteumatism."  But  in  both  cams  there 
U  no  reasonable  doubt  that  we  are  dealing  f)riAutrily  with  an  infection 
of  the  blood-stream,  following  which  the  micro-orgsnisms  take  root  and 
multiply  here  or  there,  fotlowinj;  laws  of  distribution  which  we  do  dM 
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understand.  Evidently  the  joints  present  especially  favorable  condi- 
tions for  the  growth  and  multiplication  of  microorganisms.  But  we 
see  many  instances  where  an  infection  which  seems  to  start  in  and  to  be 
distributed  by  the  blood-stream  gets  its  only  recognizable  localization 
in  the  heart,  lung,  kidney,  or  beneath  the  skin.  I  am  inclined  to  think 
that  the  gall-bladder,  the  meninges,  the  peritoneal  cavity,  and  posably 
also  the  appendix,  should  be  added  to  this  list.  I  shall  return  to  the  fur- 
ther discussion  of  the  types  of  pyogenic  infection  in  the  section  on 
Fevers. 

Diagnosis. — General  pyogenic  infection. 

Case  187 

A  clerk  of  forty-nine  entered  the  hospital  January  3,  1907.  He 
had  previously  been  in  the  hospital  in  18S9,  with  a  diagnosis  of  acute 
rheumatism  and  mitral  endocarditis.  Since  that  time  he  has  had  many 
amilar  attacks.  The  attacks  seem  to  be  brought  on  by  cold,  indiscre- 
tions in  diet,  and  alcoholic  drink.  He  had  syphilis  in  1884,  and  later 
on  had  trouble  in  controlling  the  movements  of  the  bowels,  following  an 
opo^tion  for  piles  and  fever- 

At  times  he  has  been  a  heavy  drinker.  Ten  days  ago  he  "got  cold" 
and  passed  bloody  urine.  Since  then  he  has  had  several  acute  attacks 
of  diarrhea. 

On  examination  his  pupils  are  slightly  irregular,  but  are  equal  and 
react  normally.  Marked  pronation  of  both  feet,  with  flattening  of  the 
arches,  is  noted.  The  second  joint  of  the  right  big  toe  is  immovable, 
thickened,  not  red  or  tender.  There  is  some  enlargement  of  the  joints 
of  the  fingers  and  toes.  JT-ray  shows  thin,  eroded  areas  on  the  fingers 
and  toes,  also  some  bony  outgrowth.     The  urine  shows  nothing  of  note. 

DiBCUSsion. — ^What  type  of  arthritis  are  we  dealing  with  here? 
The  association  of  the  previous  attack,  in  1889,  with  a  mitral  endo- 
carditis gives  us  some  ground  for  calling  it  a  rheumatic  arthritis,  although 
we  cannot  be  quite  sure  of  the  endocarditis,  since  there  are  no  signs  of  it 
at  present.  It  is  impossible  categorically  to  deny  that  a  mitral  endocardi- 
tis can  heal,  leaving  no  sign  of  its  presence,  but  we  have  no  good  reason 
for  believing  so  at  the  present  time.  Patients  with  true  rheumatism 
often  attribute  their  attacks  to  cold,  but  rarely  to  alcoholism  or  indis- 
cretions of  diet.  This  feature  of  the  history,  as  well  as  some  others 
presentiy  to  be  mentioned,  does  not  fit  the  ordinary  picture  of  rheumatic 
arthritis. 

Syphilitic  disease  of  the  joints  is  not  at  the  present  time  a  very 
sharply  defined  clinical  entity,  but  the  cases  on  record  have  not  been 
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characterized  by  such  a  icndtncy  to  recurrence  and  speedy  recovery  bs 
have  occurred  in  this  patient. 

Knee  the  arches  of  the  iMitJcnl's  feet  arc  marVcdiy  flattened,  we  must 
consider  whellver  this  <lef<>rmiiy  is  a  cause  or  result  ol  his  symirtonis. 
The  periodic  and  paroxj-snul  character  of  the  patient's  sutlcrings  is  not 
at  all  charactnistic  of  mcctianical  wcsikvning  of  t]ie  arch.  Odinary 
flat-foot  is  apt  to  cause  pain  imtit  it  is  rclic\^  by  trcatmenL  It  dues  not 
appear  and  disappear  so  suddenly.  Against  flat-foot  also  is  the  presence 
of  eroded  areas  and  bony  outgrowths.  a&  shown  in  the  ar-ray  plate. 

But  although  flat-foot  is  very  unlii;cly  as  a  cause  of  this  patient's 
troublvs.  it  may  well  be  \'iewed  as  a  result  of  them,  since  almosl  any  form 
of  arthritis  affecting  the  joinU  of  the  foot  may  be  followed  by  tkt-foot 
which  remains  as  3  cause  of  weakness  and  pain  after  the  inftammatoiy 
trouble  has  (lassvd.  Thus  it  comes  about  that  many  cases  of  true  ar- 
thritis of  rheumatic  or  other  origin  are  best  trejited,  wh^n  Utty  rtarh  the 
Ho(U>r,  by  flat-foot  plates  and  exercises  dcsiftned  to  strengthen  the  ad- 
ductors of  the  foot.  The  indammation  has  passedt  and  its  sequel  is 
mcchanicai  weakening,  not  an  infectious  iuooggb. 

The  jr-ray  e^idcfKc.  the  thick«nii)g  and.sliffening  of  tlte  rinht  big  loe- 
joini,  and  the  apparent  relation  of  the  svinptoms  to  indiscretions  in  diet 
suggest  gout.  Nothing  is  said  in  the  history  of  acute  night-attacks  of 
pain  in  the  great  toe,  nor  of  the  presence  or  alisence  of  tophi.  But 
furlbcT  inquiry  showed  that  both  these  gouty  s>Tnptoms  were  present. 
Still  unexplained  is  the  relation  between  (lie  gouly  diathesis  and  the  bony 
outgrowths  seen  in  this  and  ottver  cases  of  gout,  as  well  as  in  the  hj'pcr- 
trophic  form  of  arthritis. 

Outcome. — On  the  fourth  of  February  the  patient  was  discharged 
quite  free  from  s>'mptoms.  To|ihi  were  still  jircsent  in  his  ears,  and 
crystaJs  of  sodium  biurate  were  obtained  both  in  this  attack  and  four 
years  prci-iousJy. 

Diagnosis. — Gout. 


Case  188 


J 


A  bousewife  of  twenty-nine  entered  ihc  hospital  Januarj*  14,  j 
She  was  delivered  of  her  lirst  child  on  D«emlK:r  id.  but  |)re\iou»  to  that 
ddi\-ery  she  had  much  pain.  o\ving.  as  she  su]^>oscd,  to  a  partially  re- 
tained placenta.  She  was  douclied  and  curcted  twice  a  day  until  she 
decided  to  get  a  new  doctor.  The  second  |>h)'sictan  omitted  the  cureting. 
She  has  sjncc  liccn  better. 

Two  days  after  deli^wy  both  legs  became  swollen,  and  were  still  so 
when  she  was  seen  January  Mlh.    On  entering  the  hospital  sh*  com- 


PALS  IN  THE  LEGS  AND   FEET 


367 


pbincd  bitterly  of  pain  in  the  left  bultock.  Pl)>-sJcaI  examination 
showed  nothing  but  moderutc  jaundice  and  a.  bed-sore  over  the  icft  sacro- 
iliac joint.  The  white  count  was  15.800;  two  da)'s  later,  38,200.  On 
the  second  day  after  entrance  she  began  to  be  delirious,  and  this  con- 
tinued twenty-four  hours,  after  which  sJic  \\-zs  more  rational,  but  had 
occasional  ha]tucination.s  at  night.  There  was  marked  dulness  through- 
out the  lower  abdomen.  The  uterus  was  soft,  Habbj-, 
^uid  somewhat  lender,  but  there  was  no  vaginal  dis- 
charge. 

By  the  sixteenth   the  edema  had   practically  dJs- 

.^ppeared  from  the    right  le^,  and  was  less  in  the  left. 

^  blood  culture  was  taken,  which  showed  no  growth. 

Nevertheless,   antislreptococcus   serum    was   injected. 

'"The  urine  as  drawn  by  catheter  was  bright  green,  but 

showed  no  other   strikin^r  abnormalities.     There  was 

^iomc  tenderness  in  the  left  Rroin,  but  no  other  evidence 

«f  thrombos-U.    By  the  cijjiititnth  this  tenderness  had 

increased  and  there  was  considerable  fulness  in  the 

same  region. 

Discussion, — Fever  occurring  after  childbirth  and 
Accompanied  by  jaundice,  by  marked  leukocytosis,  and 
"by  pain  in  the  left  buttock  and  groin,  points  to  the  exis- 
tence of  some  dccp-scatcd  septic  process  originating  in 
parluritioin.  Though  there  is  edema  in  both  legs,  we 
tind  no  good  evidence  of  peripheral  thrombosis.  Pcl\ic 
thrombosis  possibly,  or  some  other  cause  for  pdvic  obstruction  to  the 
circulation,  is  our  natural  conjecture,  ancc  all  the  other  symptoms 
appear  to  originate  in  the  pelvis.' 

The  green  color  of  the  urine  is  presumably  due  to  biliverdin,  a  result 
— like  the  yellowing  of  the  conjuncliva — of  hemolysis.  Nothing  more 
definite  can  be  Kiid  as  to  diagnosis.  Pelvic  sepsis  we  doubtless  have: 
its  form,  extent,  and  origin  can  only  be  revealed  by  surgcrj-  or  by  the  lapse 
of  time. 

Outcome, — Incision  allnwed  the  escape  of  25  ounces  of  pus.  the 
souree  of  which  was  cxlraiHTiloneal  and  ap]jareni]y  extended  back  to 
the  region  of  the  left  sacro-iltac  joint.  A  culture  showed  streptococcus. 
The  jiaticnt  died  a  week  later. 
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Fig.  63.— Chart 
of  cox  iSS. 


'  Any  ODC  trbo  hu  mo  poximortem  (be  ooodition  td  ihe  uterine  and  ihc  pcriulcTltK 
In  ibt  day*  taaa  oflrr  n  ncimul  liil)or  cannol  bul  wonder  bow  any  wanun  VKapM 
■Bd  embolic  infarcituiu  ot  (he  lung. 
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Autop»)-  sh(mcd  several  fractures  of  the  iielvic  bones,  deep  burrow- 
ing pus  without  obvious  point  of  ori^,  unci  streptococcus  se|»ticeiTua. 
Tlic  course  of  the  tcmi»crature  is  seen  in  the  uccomiunyinf;  chart. 
Diagnosis. — ^Frscturcd  pelxis  and  sejisis. 

Case  1B9 

A  medical  iitudcnt  of  thirty-thrcv  entered  the  hospital  March  a,  ifjoj. 
On  February'  >ist  hi^  left  great  toe-joint  swelled  up,  but  the  ttwirlliOK 
was  gone  the  next  day.  He  then  began  to  have  pain  and  stiffness  in 
(he  kit  hip.  This  has  i^mdually  incmiscd  et'cr  since.  Veeterday 
it  took  him  twenty  minutes  (o  walk  three  bkxks. 
No  other  joint  Itas  been  alTccled.  Any  hip  motion 
causes  pain  down  tiie  hack  of  the  leg.  Tlic  srcat- 
est  tenderness  b  over  the  tuberosity  of  the 
ischium. 

At  the  onset  of  his  s)'m|}toms,  hi\'cs  appeared 
at  night  all  over  his  bod>',  some  of  the  lesions 
being  as  tur^ce  us  half  a  dollar.  They  always  diS" 
appeared  in  the  day-time.  For  the  past  two 
days  he  has  not  had  them. 

Physical  examination  was  negative,  except  that 
all  motions  involWng  the  hip-joint  caused  intense 
:  ^lin  extending  from  the  tuberosity  of  the  ischium 
<bwn  liic  back  of  the  leg, 

KccUt)    examinution  showed  marked  tender- 
ness on  the  right,  but  no  mass  or  fluctuation. 
TI)e  case  was  considered  an  ischiorectal  abscess  by 
the  surfteons.    I'o  an  orthopedic  consultant   it 
appcaml  to  lie  an  infectious  arthritis  of  the  hip. 
The  white  count  at  entrance  was  37.400,  with  89  per  cent,  of  poly- 
nuclear  cells;  on  the  fifth  there  were  15,000;  on  ihc  twelfth.  9000. 
I'he  course  of  the  temperature  is  shot\n  in  the  accom|>anying  chart. 
By  the  tcntli  of  March  tlie  pain  and  icndemvAs  were  much  less  and 
the  motions  of  the  thii^h  freer.     Ily  the  thirteenth  he  was  almost  free 
from  s)'mptoins  and  wrts  able  to  n-alk  about.     .V-ray  was  (Mgative.     Hot 
fomenutions  ar>d  sodium  salicylate  hd{>cd  him  very  much  in  the  early 
days  of  his  illness. 

He  was  discharged  on  .\pri!  9th  well. 

Discussion.— Pain  and  tenderness  in  the  hip  following  a  similar 
pain  in  the  toe  a  week  earlier  are  the  prescntinR  s)TOplonis  here.  The 
hip  pain  has  sciatic  radiations,  and  is  accompanied  by  fever  and  louko- 
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cytosis.  No  source  of  infection  is  obvious.  Tliere  hus  been  no  injury 
to  account  for  the  symptoms. 

Our  first  Inisiness  is  lo  examine  the  hip,  sacro-iliac  joint  and  spine. 
As  a  result  of  this  search  it  seems  that  only  the  hip-joint  is  afTecie<i, 
the  sciatic  pain  being  doubtless  secondary  to  tbis.  What,  then,  is 
the  infection  of  the  hip?  Tuberculostis,  the  commonest  of  hip  infections, 
has  rarely  so  acute  un  onset,  and  usually  occurs  in  youn^T  persons. 
The  high  white  count,  the  hives,  and  the  acute  brief  ]>yrexia  seem  more 
like  some  pyogenic  infection.  We  have  no  positive  evidence  of  gonorrhea 
or  of  any  other  infection  from  without. 

The  marked  leiidernfss  over  llio  tuberosity  of  the  Ischium  and  on 
rectal  ciiamination  suggested  a  deep  ischiorectal  abscess,  especially  as 
the  leukocyte  count  was  so  high.  There  is  no  way  by  which  this  diag- 
nosis can  be  excluded,  though  it  is  rare  to  sec  such  an  abscess  clear  up 
without  breaking  or  Ixiing  evTicuated  externally.  It  is  a  wdl-known 
fact  that  some  cases  of  acute  arthritis  at  the  hip  produce  pain  in  the 
situations  complained  of  by  this  patient.  In  view  of  these  fuels  and 
of  the  favorable  course  of  the  disease  without  external  manifestations 
of  abscess  it  secnu  most  probable  that  the  case  was  one  of  acute 
arthritis  of  unknown  origin,  such  as  usually  receives  the  name  of 
"rheumatism." 

Diagnosis.— Acute  infection  of  the  hip. 

Cose  190 

A  widow  of  fort>'-five,  with  a  negative  family  history,  jKissed  the 
menopause  t^vo  years  ago.  She  is  a  hca^y  drinker.  Has  been  strong 
and  well,  but  in  the  past  two  years  has  lost  36  [KHrnds.  She  now  weighs 
90  poimds. 

She  has  had  a  cough  since  last  fall,  with  a  grayish  sputa.  Has  been 
unable  lo  work  for  a  year.  In  hed  most  of  the  last  live  weeks,  because 
of  pain  in  both  legs  and  hips.  Bowels  move  fi\'e  or  six  times  a  day  for 
the  past  six  months.     She  entered  the  hospital  .\ugust  15.  1904. 

Examinalion. — Left  pupil  larger  than  the  right,  and  reacts  to  light 
but  not  to  accommodation,  Ptasis  of  right  eyelid.  At  left  base  bi-hind 
and  in  the  left  axilla  the  breathing,  vocal  and  Lictile  fremitus  are  dimin- 
ished, with  slight  dulness  and  many  fine,  crackling  r&lcs.  Heart  negative. 
Considerable  tenderness  in  the  whole  belly,  Dulness  in  the  right 
hyijochondrium  and  Hank,  shifting  slightly  on  change  of  position. 

Mass  felt  bimanuttlly  in  this  region.  It  is  movable  antcroposteriorly 
and  with  resi)iration,  and  is  apparently  continuous  with  the  liver.  Navel 
fiushed.    Lower  abdominal  vdns  prominent.    Slight  edema  of  the  belly- 
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vrall  and  of  fed.    Liver  dulncss  reaches  from  the  fifth  space  to  four 
inches  below  the  ribs.    (See  Fig-  66.) 

Temperature,  loi"  to  103°  F.  (see  fig,  65*.  The  white  cclb  were 
53001.    Urine  negative. 

On  the  third  day  after  entrance;  fluid  was  fwind  in  the  belly.  'Ilic 
Widal  reaction  \n\s  negative.  <>n  the  sixth  day  she  had  three  hemor- 
rhages—* i^nt  each — from  the  bowd. 

Discussion. — The  post  historj'  is  of  special  importance  in  the 
[nterpreiation  of  these  sv-mptoms.  U  is  to  be  noted  that  a  wotnan  not 
prc%irMisly  subject  to  couf;h  has  nou-  coughed  sioiidily  for  nearly  a  yau, 
and  1(»t  ronlinually  in  weight,  though  she  is  al  the  menoiHiitsc.  As- 
sKcialed  with  her  cough  the  chief  sj-mptoms  liaw  l>c<-n 
diarrhea  and  leg  pidn. 

Summing  u]>  the  ph>-sica]  examination,  we  may  say 
that  there  are  indications  of  ^-cr>'  wide-«pread  lesions; 
the  ptous  and  pti[HlluTy  ctuingcs  indicate  somcthtnf{ 
HTong  at  the  liasc  of  the  brain.  The  lunji;  signs  must 
be  intcrjjrcled  (in  the  absence  of  cardiac  or  renal  ab- 
normalities and  in  the  presence  of  ieva)  as  pleurisy 
with  cITuston  or  thickening.  Finally,  t>dow  the  dia- 
phragm, there  an;  cWdcnccs  of  pressure  exerted  ap- 
parently upon  Ihc  vena  cava  and  iu  mdidcs  (ts  ^til 
as  upon  the  spiniil  nerve-roots),  by  the  mass  hgurrd  in 
the  diagnim.  The  U^cr  also  seems  to  l>c  much  enlarged. 
Cancer,  syphilia,  or  tuljcrculosts  arc  the  three  diseases 
most  capable  of  producing  symptoms  disiributcd  ihrou]^ 
the  bodv  as  widely  as  tho»c  in  this  case.  Syftkilis  wtwid 
account  for  the  ptosis  and  pupiUan'  change*.  If  we  inter- 
preted the  mass  below  the  <liaphragm  as  a  s>'phili(ic 
liver,  the  edema,  ascites  and  fever  would  be  explicable 
under  Ihc  same  hypothesis.  The  pknirisy  and  leg  pains  would  remain 
unaccoimtcd  for,  likewise  the  prtdonged  cough.  The  diarrhea  might 
be  due  to  amyloid  disease  of  the  intestine  as  a  result  of  the  syphilis. 

AtaligiMnt  disrasf  of  the  liver  is  sometimes  associated  with  tevvT, 
and  would  explain  the  al>dominul  symptoms  very  well,  but  uivulrl  not 
help  us  to  account  for  the  ocular  »gns.  the  chronic  cough,  the  (>leurisy, 
or  the  diarrhea.  In  the  great  majority  of  casts  bqudc  neoplasm  is 
preceded  by  marked  and  long-continticd  gastric  sufTcTing,  due  In  a 
preceding  neoplasm  of  the  stomach,  W'c  have  no  such  stilTering  here. 
Tuberculosis  involving  the  base  of  the  brain,  tlic  pleura,  Ihc  intes- 
tine, and  peritoneum  would  account  for  all  the  hcts  In  this  case.    I'ndcr 
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this  hypotlicsis  the  intcslinul  Iitmorrhagcs  result  from  ulccrstioits  of 
the  gut,  while  the  mass  above  the  umbilicus  represents  a  conglomcni- 
lion  of  caseous  gisnds  and  adherent  intestinal  colls.  Enlargement  of  the 
liver  might  be  due  to  fally  or  amyloid  metamorphoMS.  By  strict  reason- 
ing this  (liajjnosis  M.xm>.  ihi-  most  prohuble. 

Outcome. — The  patient  died  Aujjust  i8th.    Autopsy  showed  cx- 

.lensvc  luberculosis  of  the  mesenteric  and  rctroi>eiitoncal  Kiujihatic 

glands,  also  of  the  large  and  small  intestine,  with  ulcerations  e\4dcntly 

ihc  source  of  hemorrhage.     There  were  long-standing  tuberculosis  of 

both  lungs  and  a  general  miliary  infection. 

Diagaosis. — Tabes  mcscntcrica.    General  tuberculosis. 

Case  191 

A  housewife  of  thirty-seven  entered  the  hospital  October  iS,  1907. 
Ker  family  historj',  past  hislor>\  antl  habits  are  good.  For  the  pnst 
four  and  one-half  years  she  has  had  frequent  attacks  of  se^'ere  pain 
in  the  hack  of  the  left  thigh,  running  down  the  leg.  preceded  often  by 
a  mild  chill,  and  relieved  after  five  or  six  hours  of  sweating.  She  is 
also  troubled  by  nervousness  and  apprehension,  and  has  worried  a 
good  deal  snce  last  winter  about  a  prune-stone  that  she  swalloxvcd. 
She  wonders  where  It  is  now.  Her  sleep  and  appetite  are  jjoor.  and  she 
has  frequent  attacks  of  headache  and  nausea,  with  some  llatulcnce 
after  eating  and  considerable  consIi|)ation. 

PhjTdcal  examination  showed  great  restlessness;  no  swelling,  tender- 
ness, or  limitation  of  motion  in  any  jjarl  of  either  leg.  The  arches  of  both 
feet  were  found  to  be  much  fattened.  The  rest  of  the  examination) 
including  the  pelvis,  the  blood,  and  tlie  urine,  was  negative. 

Discussion. — In  view  of  the  negative  rtsults  of  a  searching  ph>-sical 
examination  and  of  general  observation  undiT  hospital  conditions, 
we  seem  driven  to  the  diagnosis  of  a  psychoneurosis  with  flat-foot  and 
Sciatica.  Only  by  the  continued  study  and  jirolongcd  obseriTilion  o£ 
such  cases  can  we  realize  the  harm  done  by  semiconscious  fears  based 
on  such  an  incident  as  the  s\\nnowing  of  a  prune-stonc.  Especially  in 
persons  who  ha\c  no  knowledge  of  anatomy  and  physiology-,  the  imagina- 
tion runs  riot  in  siwculation  over  the  pa'sible  paths  which  such  a  slone 
might  travel.  Very  great  bcnclit  follows  in  such  cases  if  the  Jiaticnt 
can  be  assured,  as  a  result  of  exhaustive  physical  examination,  that  no 
organic  lesion  exists. 

An  dement  in  this  benefit  is  the  result  of  the  patient's  opportunity 
to  bring  to  full  consciousness,  as  the  result  of  the  physician's  questions, 
the  raguc  and  unformed  dreads  from  which  he  has  been  sneering. 
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As  soon  as  tliey  are  forced  lo  take  s)iai>c,  many  of  these  apprchensloni 
are  Alleiiated,  as  the  child's  terror  is  (;onc  when  it  hus  recounted  its 
nightmare  to  its  mother.  To  thi»  familiar  p»)'cbologic  rule  the  name 
of  the  "cathartic  method"  has  been  given  by  Breucr  and  Freud.  The 
enenttal  point  is  that  ideas  or  emotions  \vhich  do  tlK  most  liann  to 
the  body  are  often  the  most  deeply  hidden  beneath  the  superficial 
layers  of  consciousness.  'I1)e  patient  himself  may  be  altogether  unaware 
of  their  existence  or  may  manifest  his  \'ague  cogruitancc  of  them  otily 
by  a  systematic  refusal  to  face  tliem  squarely,  cither  tn  his  ou-n  mind 
or  in  conversation  with  his  physician.  It  is  for  (his  reason  that  the 
phyrician  must  sometimes  employ  what  Freud  calls  "psycho-analysis" 
— the  effort  to  find,  by  a  pcrsislcnt  process  of  drawing  the  patient  out, 
wbmLTf^-<l  ideas  which  resist  more  or  less  unconsciously  the  attempts 
to  drag  them  to  the  surface.  'I'he  process  is  risky,  but  occasionally 
valuable. 

Outcome. — After  a  week's  rest  and  sc%'era]  long  talks  nith  her 
physician,  counturirritation  to  the  thigh,  laxatiw  medicines  and  projtcr 
shoes,  she  was  diM'hargcd  much  relieved. 

Diagnosis. ~Flat-foot;  psychoncurceis. 


I 
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Case  192 

A  cook  of  thirty-six  entered  tlie  hospital   ^farch   14, 


1907. 


irregular  intcrxuls  for  five  or  six  years  she  has  had  sharp  pains  in  her 
arms  and  fingers,  sometimes  tasting  as  long  as  a  wock,  usually  wono 
in  summer.  During  the  last  five  years  she  has  gronn  very  stout,  bar 
average  weight  being  175  pounds.  C>thcr^t'ise  her  past  history  ts  good, 
likewise  her  family  history  and  her  habtls.  She  was  (wrfcctly  well 
tiotil  eight  da\-s  ago,  when  stie  began  to  have  pain  in  hr  hreli,  later 
passing  arouiul  to  the  froiil  of  the  foot,  but  nc\'er  to  the  lix-s  nor  to  fhn 
ankles.  The  pain  kept  her  awake  at  night,  and  the  foot  has  been 
»woUen,  red.  and  tender  to  touch.  She  has  been  in  bed  for  the  last  three 
days,  and  seems  to  have  been  getting  n'orso. 

The  patient  fa  s  feet  4  inches  tall,  very  olte«c;  clicsl  and  abdomen 
aie  negative;  reflexes  normal;  no  tenderness  over  tlie  joints  r)f  the  feel. 
After  a  tew  days  in  bed  the  patient's  fwin  was  gone.  There  was  no 
fe\'er,  and  physical  examination,  including  the  Uood  and  urine,  was 
othcnvisc  ncgniive. 

Discussion.- -This  seems  to  be  a  rose  of  obesity  with  pain  in  the 
feel;  the  nature  of  this  pain  it  t»  our  problem  to  discover.  Is  it  of  me- 
chanical or  infectious  origin?  The  redness,  tendenMss  and  swxlling  look 
like  infection,  but  there  is  no  fe%'er  or  leukocytosis,  no  involvement  of 
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any  other  joints,  and  <:X|>eritfnce  has  shown  that  even  redness  and 
swelling  nu>'  result  from  the  mechanical  causes  Icadinjj;  to  the  acuter 
forms  of  flat-foot.  \Vc  art  influenced  especKilly  toward  the  kllcr 
hypothesis  when  wc  tind  that  there  was  no  tenderness  in  the  foot-joints., 
but  only  in  the  soft  tmrts.  The  fitct  that  she  gets  Inciter  as  soon  as  she 
is  ofl  her  fcot  is  evidence  pointing  in  the  same  direction. 

\'CT)'  ^milar  symptoms  arc  often  seen  in  gout,  but  I  sec  no  way  of 
coming  to  any  closer  terms  with  this  possibility,  since  we  have  no  tophi, 
no  night  attacks  of  pain  in  the  jjrcat  toe.  and  no  knowledge  of  a  heredity 
or  hjibil  of  iifc  preciis|>osing  to  f^out. 

Outcome.— Padding  the  feet  gave  temporarj'  relief.  Much  more 
permanent  Itenefit  followed  the  adjustment  of  flat-foot  plates. 

This  case  well  illustrates  one  of  the  indirect  evils  resulting  from 
obesity.  There  are  many  cases  of  oUsity  which  do  not  call  for  treat- 
ment by  reason  of  the  inconvenience  or  unsightlincss  of  the  fat,  but 
which  entail,  nevertheless,  a  genuine  risk  to  the  patient.  At  any  time 
the  heart  may  be  slightly  weakened  or  the  feet  slightly  strained  by  some 
Icmporar)'  cause.  In  the  obese  the  rcsidts  of  these  othenvise  tri\-ia] 
injuries  may  be  a  serious  and  obstinate  illness.  During  this  illness  it 
is  rsrely  wise  to  attack  tlie  olicsity.  Later,  when  the  acule  suffering  is 
jnsl,  the  i»itient  may  1>e  unwilling  to  submit  to  the  privations  entailed 
by  the  attempt  to  reduce  his  fat.  Thus  many  patients  go  on  from  bad 
to  worse.    Their  good  resolutions  cannot  be  summoned  at  the  right  time. 

Diagnosis. — Acute  foot-strain. 

Case  193 

A  bartender  of  twenti,'-nine,  with  negative  family  history  and  past 
history,  entered  the  hospital  January  29,  1908;  he  has  I)cen  in  the 
habit  of  taking  35  glasses  of  beer  a  day,  and  one  whisky  ever)'  morning. 
For  the  past  six  months  he  has  been  growing  short  of  breath,  and  lately 
has  needed  two  or  three  pillows  at  night.  He  has  no  digestive  symptoms, 
but  rarely  eats  any  breakfast.  Five  weeks  ago  he  began  to  notice  a 
swelling  of  his  legs  below  the  knee,  accompanied  by  soreness  and  stiffness. 
The  swelling  disappeared  after  five  days,  but  he  continued  to  feel  jworly 
and  three  weeks  ago  gave  up  work.  Throughout  his  illness  he  has  had 
slight  cough  and  white,  frothy  sputum.  Eight  da\'s  ago  he  l)cgan  to  have 
considerable  pain  in  hath  ankUx  and  Ihr  Uft  knr(,  witliout  any  swelling, 
redness,  or  fever. 

His  pains  ha^-c  nc^«r  been  of  a  darting  character. 

His  eye-sight  is  good.  He  has  had  no  headache.  For  the  post 
eight  days  he  has  been  in  bed. 
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sccompanyinj;  chart,  the  patient  had  a  slight  fcvtt 
the  fmt  live  da)'S  of  his  slay  in  the  hospital.  This  was  uccomiKinicd 
by  a  Icukocjlosis,  which  on  January  a9th  reached  17.800;  Janti«ry  ,}olh, 
18,800.  The  urine  was  sufficient  in  amount,  a\'Graging  toi;  in  s[>ccit'ic 
gravity,  with  a  ver)'  slight  trace  of  albumin,  but  no  casts.  His  pupils 
reacted  well  to  light  and  distance.  The  aortic  second  sound  was  mark- 
edly accentuated.    The  heart  was  otherwise  normal,  also  the  lungs. 

The  pulse  tension  was  apparently  iiKrcased. 
The  edge  of  tlie  li^er  was  felt  one  Ont^r's 
breadth  lielow  the  edge  of  the  ri1»,  like- 
wise the  spleen.  Tlicre  were  considenltle 
tremor  of  the  fingers  and  obstinate  insomnia. 
Within  a  few  dare  he  began  to  have  pain 
in  both  arms,  accompauiied,  as  in  the  legs, 
by  tenderness  to  jircssure,  although  the 
reflexes  were  everywhere  normaj. 

Discussion. — Chronic  alcoholism,  six 
monlhs'  dv'Spnca  and  cough,  and  tivc  weeks 
of  leg  pain  are  the  essential  data  of  the  his- 
tory. T:tl>es  is  ulware  to  be  thought  of  in 
men  of  these  liabiis,  but  there  is  nothing  in 
the  ph)'Bical  examination  to  verify  this  con- 
jecture. Doubtless  t)K  great  nm)ority  of 
such  cases  arc  destined  to  be  labeled  "rheu- 
matism," chiefly  Ixxuusc  they  do  not  pn- 
senl  a  dear  picture  of  any  more  delinite 
malady.  But  there  seems  no  }>oc)d  reason  to  fall  txick  u|iDn  this  ancient 
darkcncr  of  counsel  when  we  ha^'e  no  ic\cT  and  no  special  lendcmeid 
over  the  joints. 

Alcoholic  neuritis  is  the  natural  explanation  of  diffuse  le^  pains 
occtnring  in  an  alcoholic  without  fever  or  cxidencc  of  local  inflamma- 
tioo.  Uut  in  this  as  in  most  cartes  calletl  alcoholic  neuritis,  we  cannot 
answer  the  question,  Why  is  this  man  stricken  at  this  poiticular  time; 
Why  docs  the  result  ap[)C!ir  so  tardily  when  the  cause  has  I>een  busy 
throughout  so  many  years?  Doubtless  there  is  some  other  determining 
(actor  of  which  wc  are,  as  yet,  quite  igiKtranl. 

Outcome. — The  patient  was  given  sodium  bromid,  30  i^ns.  after 
breakfast  and  dinner,  and  30  grains  at  nighL  I'wice  be  needed  )  ({rain 
morphin.  For  his  cough  be  was  given  a  prescription  containing  3 
glBins  of  codcin,  15  minims  of  spirits  of  chlorofonn.  j  ounces  of  nrup 
of  wild  cherry.     Of  this  mixture  a  dram  was  given  evTt)'  two  hours 
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when  the  cough  was  troublesome.  On  the  first  of  February  he  was 
pven  15  grains  of  sodium  Siilicylal«  four  times  u  day.  By  the  ninth 
of  February  he  was  free  from  symptoms,  but  had  slight  toe-drop  and 
dight  lt-ndemei»i  in  the  caK'cs. 

He  was  advised  to  avoid  alcohol,  and  went  home  on  the  tenth  of 
Fcbruan*. 

Diagnosis. — Alcoholic  neurlti&. 

Case  194 

A  plasterer  of  thirty-seven  entered  the  hospital  June  12,  1907. 
He  had  his  I'lrsl  attack  of  rheumatism  at  seventeen,  when  he  was  sick 
tor  several  months.  He  has  since  then  had  live  or  six  other  attacks, 
and  since  his  last  attack,  which  lasted  a  month  (five  months  ago),  he 
has  had  a  weak  heart  and  more  or  less  pain  in  various  parts  of  his  body. 
He  has  had  urethral  discharge  off  and  on  since  he  was  seventeen,  until 
five  yeais  ago;  not  since  then.  He  takes  from  two  to  six  glasses  of  beer 
and  one  or  two  whiskies  a  day.  Two  wtcks  ago  he  began  to  have  pain 
atid  swelling  in  his  feet  atul  kno-s,  and  got  transient  relief  from  a  Turkish 
batfa.  He  has  also  had  considerable  severe  pain  in  the  rc^on  of  his 
heart  and  riglit  lower  rite  for  the  past  two  weeks.  He  has  had  wry 
little  fe%-cr,  but  has  sweated  a  great  deal.  For  the  past  fortnight  he 
has  l>een  troubled  with  many  attacks  of  "hives,"  which,  however,  have 
not  bothered  him  for  the  last  two  or  three  days,  'throughout  his  illness 
he  kts  had  a  cough,  with  whillsh,  frothy  sputa.  His  appetite  is  jHwr. 
His  bowels  move  twice  a  day.  He  has  slept  fairly  well.  The  course 
of  the  temperature  is  seen  in  the  accompanying  chart 

Examination. — The  heart's  apex  was  seen  and  fell  in  the  fourth 
space,  four  inches  from  the  midsternum  in  the  nipplc-linc.  There  w« 
no  enlargement  to  the  right.  The  sounds  were  regular  and  of  good 
qualit)';  the  pulmonic  second  sound  accentuated.  A  blowing,  sy^olic 
murmur  was  heard  best  at  the  ujjex,  very  faintly  over  the  rest  of  the 
prccordia  and  in  the  axilla.    The  pulses  showed  nothing  remarkable. 

The  right  lung  was  dull  below  the  third  rib  in  front  and  below  the 
angle  of  the  scapula  behind.  Over  this  area  distant  bronchial  breathing 
with  increased  fremitus  was  detected.  Just  above  the  dull  area,  faint 
crackling  rftles  were  heard.  The  alxlomen  was  negatiTC.  The  right 
knee  and  shoulder,  left  shoulder  and  elbow,  were  slightly  stiff  and  painful 
on  motion. 

No  sputum  examined.  The  leukocyte  count  was  22,000  at  entrance, 
16,000  on  the  first  of  July,  13,000  on  the  third  of  July,  and  ranged  lower 
after  that  time.     The  urine  was  csscntiallv  normal. 


37fi 


DIFFKBENXIAI,  DIAGNOSIS 


Discussion. — We  can  arrive  nt  no  clear  conclusion,  nor  even  at  any 
helpful  clue,  from  reading  the  Jirst  paragraph  of  ihU  record.  The 
patient  has  had  many  attacks  of  arthritis,  some  or  all  of  which  may 
have  been  due  to  gonoxrhea,  but  it  is  not  probatile  that  his  present 
joint  fiains  arc  gonorrheal  in  origin,  as  he  has  liad  no  local  signs  of 
that  disease  for  five  years.  His  other  symjitoms — cough,  sweating. 
chest  pain,  urlkaria,  and  iinorL-xJa — are  very  indefinite.  Pleurisy  is 
perhaps  the  possibilitj'  most  indicated. 

On  ph>-8ical  examination  we  find  tlic  evidence  of  multiple  arthriti.s, 
of  solidilied  lung  (right  lower  lobe) ,  and  possibly  of  mitral  regurj^tation. 
AQ  of  these  might  be  due  to  a  ^nglc  infectious  agent,  such  as  the  pneu- 
mocoocus  or  tubercle  bacillus.  So  far  as  I  know  tiiere  is  no  good  evidience 
tliat  the  gonococcus  can  produce  pneumonia,  although  it  might  exjilain 
the  other  lemons  from  which  the  patient  is  suffering.  The  temperature 
chart  (Fig.  68)  is  t^  no  means  characleristic  of  pneumococcus  infec- 
tion, nor,  indeed,  of  any  other  acute  infection.  It  is  more  suggcsti\-e 
of  (ulierculosis. 

If  we  arc  to  clear  up  Ihc  diagnoeJs  any  further  our  chief  need  seems 
to  be  a  knowledge  of  tlie  sputa,  which  shotild  be  rqKatedly  and  care- 
fully examined.  I  have  knon-n  tuberculous  pneumonia  lo  begin  n-ith 
jiiit  such  a  hisior}'  and  with  vcrj'  similar  symjitoms,  including  even 
the  jtnnt  pains.  On  the  other  hand,  many  of  the  Erregiilar,  low-gmde 
paeumonias.  associated  with  a  cardiac  lesion  and  with  some  organism 
other  than  the  pneumococcus,  present  a  picture  mucli  like  this. 

Outcome. — The  patient  was  treated  by  tight  chest  swathe;  15 
grains  sodium  salicylate  every  four  hours,  chlorofonn  liniment,  an 
occasional  dose  of  trional  or  morphin,  and  hot  applications  to  the  joints. 
On  the  se^x-nth  of  July  his  only  complaint  was  of  ueaknrM.  .\l  the 
right  base  there  was  still  dulncss.  but  the  breathing  and  fremitus  were 
diminished.  These  signs  gradually  disappeared,  and  he  was  discharged 
well  on  the  seventh  of  August. 

Dia(nosis. — Pneumococcus  arthritis,  endocarditis  (?),  and  pneu- 
monia. 


Case  195 

A  tmrteoder  of  fifty  entered  the  hospital  March  34,  190S.  Four 
weda  ago  bo  had  an  attack  of  rheumatism  in  his  feet,  ankles,  and  in 
his  shin,  jtttt  alx)\«  the  ankles.  The  ankles  were  swollen,  red  and 
tender.  He  took  5  grains  of  aspirin  O'ery  four  hours  on  the  fourth 
day  of  his  trouble,  and  in  a  day  or  two  his  pahi  had  gone,  but  ever  sirtce 
then  he  has  been  feeling  mean  and  cannot  skep.    fic  still  has  difficiUty 
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in  n-alking,  but  can  hop  round  Eairlr  well.  His  ajiiKtite  and  bowels 
are  normal.  He  rcIs  up  six  or  eight  limes  at  nishl  to  jiass  water,  and 
thinks  he  passes  more  at  night  than  during  the  day.  (This  o!iser\ation 
was  ^^Tilicd  during  his  stay  in  the  liospiial.) 

There  were  various  rose-colored  macules  scattered  over  the  trunk. 
The  pujjils  were  found  to  be  irrcsular,  but  reacted  normally. 

Along  the  margin  in  each  ear  tiiere  were  some  white,  firm  nodules, 
the  rizc  of  a  pin's  head,  resembling  sclraccous  cj'Sts,  but  surprisingly 
hard.  Theradials  were  tortuous;  piilseof  high  tension;  blood-pressure 
175;  aortic  sccon<l  sound  slightly  accentuated.  No  cardiac  enlargement 
could  be  demonstnited,  and  the  heart  showed  no  other  abnomialily. 
The  breathing  was  slightly  harsh  in  the  left  back,  below  the  angle  of 
the  scapula;  otherwise  the  lungs  showed  nothing  abnormal.  The 
abdomen  was  normal.  There  was  Rattening  of  the  arches  of  both  feet, 
especially  the  left;  blood  and  urine  were  normal,  except  that  the  urine 
was  perastcntly  of  low  gravHty, — loii, — with  the  slightest  possible  trace 
of  albumin,  but  no  casts. 

Discussion. — Arthritis,  hj-pertension,  nocturia,  irregular  pupils 
and  flattened  archts  are  the  main  points  on  which  wc  may  be  clear 
from  the  start  in  this  case.  There  seems  good  reason  to  believe  that 
the  patient's  kidncre  are  somewhat  atrophic,  allhough  no  cardiac 
enlargement  can  be  made  out  as  a  support  for  this  hypothesis.  The 
remaining  question  is:  Does  flat-foot  account  for  all  the  rest  of  his 
symptoms,  or  is  the  wesikcnitig  of  liis  arches  secondary  to  some  form 
of  arthritis?  This  brings  us  to  the  more  careful  cxmsidcration  of  the 
nodules  on  the  patient's  cars,  for  any  case  of  doubtful  joint  lesion, 
especially  in  the  feet,  calls  for  a  careful  scrutiny  of  the  aural  cartilages. 
If  the  nodules  on  the  car  were  sebaceous  cysts,  ihey  would  be  soft, 
never  hard.  Such  multiple,  firm  white  nodules  along  the  ear  margin 
may  represent  the  sodium  biunitc  dcixjsils  of  gout.  Thej'  may  also 
occur  when  the  car  has  been  frozen.  The  crucial  lest  is  to  ascertain 
whether  we  can  dig  out  of  one  of  these  nodules  a  chalky,  gritty  pov»  der, 
showing  fine,  needle-like  cr\-stuls  under  the  microscope.  In  the  jiresent 
case  we  obtained  such  crystals  antl  our  diagnosis  was  made. 

Outcome. — He  was  given  wine  of  colchicum  root,  20  minims  every 
four  hours;  \-cronal,  10  grains,  for  the  first  t.vo  nights;  magnesium 
sulphate,  J  ounce  every  morning.  By  the  twenty-ninth  his  digcsliix: 
ditturbance  was  gone  and  he  felt  much  l)cttcr.  The  colchicum  seemed 
to  produce  diarrhea,  and  v\'as  promptly  omittwl.  Thereafter  he  was 
^\'en  a  liberal  diet,  and  by  .^pril  2d  was  discharged,  relieved. 

Diagnosis. — Gout. 
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A  widow  of  fi{ty-five  entered  the  ho^ital  December  lo,  1907.  Her 
family  tii»tor%'  is  good.  Fifteen  years  ago  she  bad  cataract  in  both 
eyes,  and  was  very  successful))-  operated  on,  io  that  now  she  hu  very 
bir  vision.  As  long  as  slie  can  remember  she  has  passed  urine  fit-e  or 
»x  limes  every  night.  She  passed  the  nicnoiuuse  two  years  ago,  without 
event. 

A  year  ago  she  b^an  to  have  transitorj'  numbness  in  the  riKhl  hip 
and  along  the  back  of  the  right  thigh.  Six  montlts  ago  she  began  lo 
have  »  burning  ^I'l  rxtemiing  from  the  right  kntc  lo  Ike  right  hip  when- 
e\-cr  she  remained  seated  for  any  length  of  time.  Slic  took  ostcopathic 
treatment  during  the  summer,  an<i  was  a!«uicd  that  licr  hip  had  t>cen 
out  of  jtnnt,  but  was  now  properly  set.  Xevertbdcss  she  did  not  imiMwvc. 
In  July  the  |nin  xvas  sliarp,  shooting;,  and  often  kq>t  her  awake.  Since 
August  it  has  been  very  bad  until  the  first  of  December,  since  when  it 
has  I)een  rather  (wtter.  WTien  the  jiain  is  se^■e^c,  there  is  often  inrolun- 
tar>'  twitching  of  the  foot  and  leg.  This  was  more  fnxjucnt  six  weeks 
ago  than  it  is  now. 

At  present  the  leg  feels  faiHy  comfortable  during  the  lught  and  htj 
the  morning,  but  after  she  has  been  up  for  half  an  hour  or  so  it  bcgic 
to  feel  numb,  and  in  n  short  time  there  is  a  burning  and  shooting 
which  comes  and  goes  through  it.  The  back  of  tlic  thigh  and  some- 
times the  lower  leg  are  markedly  tender  lo  touch.  There  has  been  no 
pain  in  the  back,  no  eruption,  no  fever.  She  has  l>ccn  in  l»cd  or  on  a 
sob  most  of  the  time  for  tlie  last  four  months,  and  has  lost  about  35 
pounds  in  weight. 

The  aortic  second  sound  is  louder  than  the  pulmonic,  and  is  1 
by  a  faint  murmur  transmitted  up  to  the  clavicle  and  down  to  the  thir 
space.  Another  murmur  is  heard  witli  the  first  sound  at  the  apex, 
but  is  not  transmitted.  In  the  lumbar  and  dorsal  region  there  is  con- 
sidersUc  curvature  of  the  spine  with  con^-cxit)-  to  the  left.  The  ribs 
to  the  left  of  the  sfiine  are  prominent.  The  abdomen  and  all  tlie  deep 
reflexes  normal.  In  the  r^ht  groin  there  are  glands  wmcwhai  lai^a 
than  Ihe  an-rage.  There  i»  Icndemcss  along  the  riglil  sciatk  nerve 
and  in  the  right  calf.  The  patient  is  a^^iaiiently  more  relieved  by 
Vi  gr.  of  codein  taken  from  her  own  bottle,  of  which  she  is  very  fond, 
than  by  larger  do<c8  of  morphin  and  codein  gi%Tn  her  in  the  bos|)[tal. 
There  seems  to  be  a  large  menial  clement  in  her  suffering. 

Discussion.-  In  seeking  the  origin  of  this  pain  it  Is  natural  lo 
think  first  of  the  spinal  curx-ature,  which  has  forced  the  ribs  apan  on  the 
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left  and  jammed  them  togeth^'  on  the  right.  But  it  is  hard  to  see  how 
this  could  produce  suffering  confined  to  the  leg.  Some  of  the  intercostal 
nerves  would  probably  be  involved. 

We  next  consider  the  different  varieties  of  arthritis  involving  the 
hip,  spine  or  sacro-iliac  joint.  Infectious  arthritis  would  hardly  last 
so  long.  Osteo-arthritis  would  probably  cause  some  pain  in  the  back, 
and  would  be  unUkely  to  be  worse  in  the  sitting  posture.  Further, 
the  pain  produced  by  it  is  hardly  ever  confined  to  the  leg.  Jf-ray  ex- 
amination might  help  positively  to  e^iclude  this  disease.  Sacro-iliac 
disease  seems  more  probable.  Against  it,  however,  is  the  gradual 
onset,  the  age  and  sex,  and  the  absence  of  any  tenderness,  pain  or 
palpable  abnormality  in  that  joint. 

Some  facts  stated  in  the  record  incline  us  to  believe  that  the  pain 
may  be  of  the  functional  or  neurotic  type.  But  before  one  setties  down 
upon  such  a  diagnosis  or  tries  to  content  himself  with  calling  the  trouble 
a  "  primary  sciatica  "  the  pelvis  should  be  thoroughly  investigated  for 
possible  sources  of  pressure.  The  slight  enlargement  of  the  inguinal 
glands  makes  such  an  investigation  all  the  more  important. 

Outcome. — ^Vaginal  examination  showed  in  the  right  side  of  the  pelvis 
a  firm  mass,  tender  on  pressure,  seemingly  attached  to  the  pelvic  wall 
(Fig.  69).  The  right  thigh  and  calf  were  found  to  be  ^  inch  smaller 
than  the  left,  but  there  was  only  slight  weakness  of  the  leg;  no  paralysis. 

Later,  a  large  mass  was  found  in  the  region  of  the  right  buttock 
(see  Fig.  70).  X-ray  showed  no  definite  abnormalities.  On  the 
second  of  January  one  of  the  glands  was  removed  from  the  groin,  and 
histolc^cal  examination  showed  it  to  be  malignant  disease. 

On  the  fourteenth  of  January  the  patient  was  discharged  somewhat 
relieved. 

Diagnosis. — Pelvic  neoplasm. 

Case  197 

A  colored  scrub-woman  of  forty-nine,  whose  husband  had  previously 
been  treated  at  the  hospital  for  syphilis,  but  whose  own  family  historj-, 
past  history,  and  habits  were  not  in  any  way  remarkable,  entered  the 
wards  December  26,  1907,  Since  February  she  has  been  gradually 
running  down,  but  worked  until  four  days  apo.  During  these  months 
she  has  grown  very  weak  and  thin.  Her  meals  have  been  scanty  and 
irregular  for  some  time,  and  once  or  twice  a  week  she  has  vomiting 
spells,  apparently  without  relation  to  the  nature  of  her  food.  Since 
last  winter  she  has  been  troubled  by  cold  sensations  in  the  left  leg  and 
more  or  less  constant  aching  there.    For  the  last  two  or  three  months 
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she  has  limped,  and  occusionally  she  lia»  been  short  of  breath  in  going 
upslaiis. 

The  chest  shoivcd  nothing  abnormal.  Tlw  edge  of  the  liver  wur 
easily  felt.  The  left  knee-jerk  could  hardly  )*c  oljtained,  althinij^h  the 
right  one  was  easily  brou];bt  out.  The  left  Achilles  jerk  could  not  be 
obtained  at  all.  The  leg  was  quite  uami  to  touch,  although  t)ic  |)iitti<»it 
complained  of  its  bdng  cold.  Both  lu^  could  be  extended  more  than 
normal  u|)on  the  ilexed  Ihigh,  without  pgibi.  There  was  no  tcndemesa 
along  the  course  of  the  sdatic  nerve,  but  slight  sensitiveness  on  furo 

pressure  owt  the  left  calf.  .■\n  area 
of  anesthesia  was  found,  as  shown 
in  the  accompanying  diagram.  Lift* 
inj(  the  left  leg  with  the  knee  stiff 
caused  pain  throughout  the  leg. 
Lifting  the  right  leg  produced  no 
discomfort. 

Discussion.— Kvidentiy  we  an 
dealing  here  with  a  neuritis  involving 
the  sciatic  and  |>rol>ttbly  other  iKr\'e- 
trunks.  Hut  as  usual  in  such  cases 
the  diaKnostician's  chivf  task  is  to 
search  for  a  cause  for  the  neuritis. 
It  seems  [iroliablc  tliut  the  patient 
has  had  syjihilis,  but  s>'phllilic 
Ic^HOns  so  localised  as  to  produce 
a  neuritis  confuiod  to  one  extnmily 
do  nut  occur,  so  far  as  I  am  aware. 
Tuberculous  is  so  common  in  the  ncgni  nice  tluit  it  is  natural  to 
suspect  it  whenever  a  negro  is  seriously  sick.  Itut  there  seems  to  be 
no  limitation  of  motion  in  any  joint  and  no  other  evidence  of  muscular 
spasm,  burrowing  aljscess,  telescoping  of  jwnls,  fever,  or  any  other 
result  of  tulKTculosis.  The  area  of  anesthcbiji  and  the  long,  steady 
duration  of  the  i»in  make  it  more  than  ordinarily  probable  that  we  are 
dealing  with  a  pressure  neuritis,  the  position  of  which  must  be  invtsti- 
galcti  by  nidioscopy  and  by  jjclvic  examination. 

Outcome. —Inspoclion  of  the  cer\-ix  uteri  shows  the  cervical  canal 
to  be  o[>en,  ]  inch  in  diameter  and  lined  with  small,  projecting  nodulca. 
The  patient  has  a  slight  uterine  flow  each  day,  but  no  foulness.  The 
uterus  extends  half-way  up  to  the  na\%l.  Lifting  the  itraightcncd 
left  leg  causes  moderate  pain;  lifting  the  right,  no  pain. 

January  7th  a  nodule  n-os  remo\'ed  from  the  uterus,  and  shown  by 
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microKOpic  exnminaiion  to  be  cancer.    Presumably  there  were  metas 
tases  in  ihc  broad  li^mcnt,  causing  pressure  upon  ihe  jjclvic  nerves. 
Diagnosis. — Carciaonia  uteri. 

Case  198 

.\  colored  housewife  of  ihirty-ivvo  ciiicred  the  hospital  June  7,  1908. 
HcT  family  history  and  past  history  were  excellent,  her  habits  sjood. 
Since  laM  fall  she  has  had  some  pain  and  stiffness,  without  sviclUng,  in 
the  k'd  knee.  On  February  ijth  she  fell  and  injured  the  knee.  Her 
physician  said  that  she  had  sprained  it.  Since  then  there  has  been  little 
swcUio);,  but  considerable  pain.  After  three  days  in  bed  slic  got  up  and 
hobbled  around  with  a  crutch,  ihu  knee  bi-inx  8ome^vhat  stiff,  but  not 
painful,  until  two  weeks  ago,  when  jiain  and  swelling  commenced 
and  have  confined  her  altogether  to  bed  for  llie  last  six  dax's.  During; 
the  last  two  weeks  she  has  had  occasional  night-s\veats  and  nose-bleeds. 
Her  upi^etite  is  [)Oor,  and  her  bowels  conslipatttl. 

The  chest  and  abdomen  sliowcd  nothing  abnormal,  'I'he  reflexes 
were  all  pr<:scnt.  The  blood  and  urine  were  blameless;  there  was  no  fever. 
The  left  knee  was  found  to  \k  snolJen  and  flexed  to  an  angle  of  70 
decrees.  Its  circumference  was  i  J  inches  greater  than  the  right  knee. 
Most  of  the  swelling  was  on  the  anterior  surface,  and  there  was  a  sug- 
gestion of  posterior  subluxation  of  the  lower  leg.  The  skin  o\-er  the 
knee  was  brownish,  shiny,  and  slightly  warmer  than  the  right.  There 
was  some  induratian  and  some  inliltration,  witli  moderate  tenderness  on 
prosure.     .Ml  atlemits  ul  motion  caused  extreme  pain. 

Discussion. — Although  there  is  much  in  the  historj'  jjointing  to 
a  traumatic  cause  for  tliis  pain,  the  severity  and  long  duration  of  the 
sj-mptoms  ai^e  sometliing  more  serious. 

Septic  osteomyelitis  has  generally  a  more  sudden  onset,  produces 
severer  pain,  disability  and  fever.  'Iliis  patient  has  had  night-sweats, 
but.  so  far  as  we  arc  aware,  no  fever, 

Tulierculous  osteomyelitis  might  produce  almost  exactly  this  picture, 
though  it  would  probably  be  accompanied  by  more  fe^e^  and  less  pain. 
.After  so  long  a  duration  one  would  rather  expect  some  sinus  formation, 
but  this  docs  not  a]wa>-s  occur.  Without  x-ray  evidence  we  cannot 
either  afTirm  or  exclude  tulierculo^is. 

Were  there  any  evidence  of  spinal  disease  (talK-s.  syringomyelia), 
one  might  sus{)ect  a  Charcot  jfiint,  though  such  joints  are  usually  pain- 
less. But  in  this  case  there  is  no  evidence  of  the  primary  disease  whence 
Charcot's  joint  proceeds. 

Malignant  disease  of  the  bone — ^jircsumably  sarcoma — would  account 
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for  all  the  sjmpUims  in  the  case.  Bctwcca  this  and  tuberculosis  the  diz;;- 
nosis  must  remain  in  doubt  on  the  basis  of  the  data  here  presented. 

Outcome. — A'-ray  examination  showed  extensive  destruction  of  the 
lower  end  o(  the  (cmur,  wnth  a  fniclure  just  ul>ove  tlie  condyles.  Juno 
13th  the  leg  was  amputated  for  sarcoma  of  tlie  femur. 

Diagnosis. — Sarcoma  of  the  femur. 

Case  199 

A  Russian  taDoress  of  sevcnli'vn  entered  the  hoefrital  July  13,  1907. 
?ix  days  ago  her  right  knee  and  lower  thigh  became  slightly  swollen  and 
ver>-  tender.  Since  then  she  hus  felt  u  little  chilly,  and  has  bad  a  poor 
appetite,  but  no  other  sx-mptoms  of  any  kind. 

The  course*  of  the  padent's  tcmpcnture  la 
shoviD  in  the  accompanying  chart. 

Phy^cal  vxamination  of  the  intenui  vbccfs 
iihowcd  nothing  abnorm.il.  The  right  knee  was 
red,  very  lender,  slightly  swollen.  The  white 
cells  ranged  between  8000  and  11,400.  'I*hc 
urine  was  about  normal  in  amount  and  In  weight. 
There  was  no  albumin,  but  a  few  hyaline  and 
finely  granular  casts  were  found.  Widal's  reaction 
was  negative.  On  the  eighteenth  the  knee  was 
less  tender,  but  larger  and  the  thigh  was  also 
swcrflen. 

Bier's  treatment  n-as  given,  nne  hour  off,  tvro 
hours  on,  night  and  day,  without  much  relief. 

Discussion.~\\'e  arc  dealing  with  a  mon- 
arlicubr  uiilammation  which  has  in>*oln-d  also 
the  soft  |)arts  in  the  ncinity  of  lite  joint.  Such  a 
condition  is  never  rheumatic,  and  the  alrii(>hic 
and  hypertrophic  \'arieties  may  also  )>e  excluded,  because  they  arc 
practicaily  nc^'cr  coolined  in  febrile  cases  to  a  single  joint. 

Gonorrhea  is  perhaps  the  comnxmcst  cause  of  monarticular  inflam- 
mation,  but  such  infections  are  very  rare  in  the  young,  unntarried  Riistaaa 
Jewesses  of  Boston.  TIk  jialient  had  no  vaginal  discharge,  and  there 
was  nothing  else  alxKit  her  to  make  tis  suspect  gonorrhea.  Ne^'ertbr- 
lew,  this  infection  cannot  I>e  poeitiwly  excluded.  The  course  of  the 
disease  is  too  acute  and  loo  i»ftinful  for  tuberculous  osleiti-t. 

To  olitain  any  further  light  on  the  subject  the  joint  should  be  as- 
inrated  under  aseptic  precautions,  as  may  be  ^'ery  cully  done  with  an 
ordinary  hypodermic  needle.    In  my  opinion  joint  puncture  is  far  too 
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nrely  performed.  li  done  with  rigid  ct<aniinc$s,  it  has  no  dangeis, 
produces  scarcely  any  pain,  and  often  gives  us  infoimaiion  of  the  highest 
value.  Since  1  have  been  in  the  habit  of  using  this  procedure  frequently 
I  have  been  astonished  to  see  how  commonly  one  finds  turhid  or  punilent 
exudates  with  demonstrable  micrococci  in  joints  which  have  been  only 
moderately  painful,  and  would  certainly  have  been  classed  under  or- 
dinary rheumatism  but  for  Ihe  puncture.  In  some  cases  our  treatment 
is  made  far  more  effective  when  the  joint  puncture  makes  it  possible  to 
prepare  a  vacdne  from  the  invading  Drganism. 

Outcome. — On  the  twentieth  the  right  knee  was  aspirated  and  six 
ounces  of  fluid  pus  withdrawn.  From  this  as  well  as  from  the  circulat- 
ing blood  a  pure  culture  of  the  yellow  staphjlococcus  wiis  obtained. 
On  Ihe  twenty-third  the  knee  was  surgically  drained.  Recovery  followed, 
though  there  was  limitation  of  motion  in  the  knee. 

Diagnosis. — Septic  knee. 


Case  2(M) 

A  waiter  of  twenty-four  entered  the  hospital  Decemljer  29,  1906. 
He  had  been  in  the  hospital  twice  previously  for  exophthalmic  goiter. 
The  last  time  was  in  May,  1905.  Since  then  he  has  worked  steadily  at 
hard  jobs  and  has  felt  well.  Four  nights  ago  he  came  home  with  a  pain 
in  his  left  instep.  The  next  day  tlit-  puin  extended  up  the  leg,  and  in  the 
afternoon  was  in  both  knees.  It  confined  him  to  bed  and  took  away 
his  appetite.     In  October  he  weighed  150  poimds — a  week  ago.  130. 

Physical  examination  showed  both  c>'cs  slightly  prominent.  The 
pulse  ranged  between  90  and  too.  Examination  was  otherwise  negative 
except  for  spasm  of  the  leg  muscles,  lioth  legs  being  held  Hexed.  The 
patient  insisted  at  first  that  they  could  not  be  moved,  but  was  finally 
in<luced  to  straighten  them  out.  Later,  the  right  hand  was  held  very 
stiffly,  with  the  thumb  6cxed  into  the  palm.  The  patient  persisted  that 
it  too  was  [jaralyzed,  but  was  fmally  (lersuaded  that  it  was  normal. 

Discussion. — The  pain  is  proliably  due  to  muscular  spasm,  as  in 
Ibc  familiar  cramps  most  of  us  have  experienced  if  the  foot  or  leg  is  bent 
in  an  unusual  position.  We  can  hardly  doubt  that  these  cramps  are  of 
the  functional  or  hysteric  type,  in  \-iew  of  the  results  of  moral  suasion, 
but  it  is  imix)rtan1  to  remember  that  a  latent  tuberculosis,  recognizable 
only  by  *-ray,  may  produce  contractures  of  the  legs  fully  as  severe  as 
those  here  described.  If  the  contractures  were  not  so  wide-spread,  one 
might  suspect  tlat-foot  with  leg  pains  due  to  compensatory  effort.  The 
onset  of  the  case  reminds  us  distinctly  of  this  lesion,  but  its  later  course 
makes  this  very  unlikely. 
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The  case  illustrates  the  importance  of  firmness  and  conlHlcnce  tn  our 
tixatmail — a  confidence  such  u  can  l>e  based  only  on  the  conviction  built 
up  in  us  by  most  painstaking;  phj-sical  examination  and  interrogation  of 
the  patient.  .\ny  doubt,  vacillation,  or  he^tation  in  the  tnanagemcnt  of 
such  a  case  may  lead  to  disastrous  results.  Dedsivx  action,  on  the  other 
hand,  may  be  of  incalculable  benefit  to  the  patient  by  nipping  hysteric 
tendencies  in  the  bud.  Like  so  many  other  diseases,  hysteria  can  be 
checked  most  often  and  most  effectually  in  the  incipient  stages. 

Outcome. — .\  liberal  diet  with  30  grains  of  bmmid  every  four  hours 
for  two  da>'$.  preceded  by  an  ounce  of  castor  oil  at  the  time  of  entrance, 
was  followed  by  marked  improvement.  By  the  third  of  Januar?'  the 
patient  seemed  practically  well.  He  had  still.  hon'evTr,  a  slight  &ne 
tremor  of  the  hands,  a  remnant,  no  doubt,  of  his  hypertliyroidism. 

DUgn  osis.— Hysteria. 

Cue  201 

A  hou9c«"ife  of  forty-four,  who  has  had  two  miscarriajtes,  one  child 
of  nine  yiars  and  one  of  five,  entered  the  hospital  Dcccml)er  5,  1906. 
She  her»df  was  bom  with  crooked  legs,  which  were  straightened  by 
splints  at  her  home  in  Sweden.    She  has  had  pneumonia  four  times. 

Nine  xtars  ago  she  had  bad  pains  in  her  shoulders  and  arms,  so 
that  she  could  not  raise  her  hands  to  her  head.  At  that  time  lumf» 
came  out  upon  her  arms,  and  e^e^  since  then  she  has  had  fleeting  luina, 
now  in  one  place,  now  in  another.  Thirteen  da^'S  a^o  she  was  uakcncd 
out  of  deep  by  [ain  in  her  feet.  Now  the  [lain  comes  suddenly  and 
lasts  from  two  to  ten  or  more  minutes,  often  shooting  from  the  hip^  to  the 
knees.  It  is  almost  as  sharp  as  la1)or  jmin  at  times,  and  is  accomjanicd 
by  a  draf^ng-down  sensation.  Mcr  feet  have  been  a  little  swollen. 
There  has  been  Mime  d>*spneu  on  exertion  and  a  little  cough  without 
sputa.  She  has  attacks  of  rapid  heart  action  almost  every  day.  IHve 
days  ago  she  fainted,  and  Imd  to  sil  up  in  bed  all  ihal  ni^ht.  Her 
appetite  a  poor,  her  lioweU  regular.    1'herc  lias  been  no  nocturia. 

The  patient  was  a  neurotic-looking  individual,  and  constantly 
demanded  attention  to  trivial  wants.  The  pu])ib  were  irregular,  but 
reacted  normally.  The  uvula  was  missing,  and  replaced  by  a  white 
scar;  the  throat  and  lungs  otlierwise  normal.  The  glands  were  palpable, 
but  not  enlarged,  in  the  nock,  ajdllK,  and  groins.  Occa«onal  squeaks 
were  heard  scattered  through  both  lungs.  The  chest  u-as  otherwise 
negative;  likewise  the  abdomen,  blood,  and  urine.  The  shafts  of  both 
tibic  were  enlarged  and  bowed  forward,  their  surface  rough  arul  nodular. 
The  deep  reflexes  were  all  (>resent 
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On  both  forearms,  especially  on  the  extensor  surfaces,  there  were 
a  dozen  nodules  from  the  size  of  a  pea  to  half  a  horse-chestnut.  They 
were  oyster-shaped,  discrete,  of  rubbery  consistency,  not  tender,  freely 
movable  under  the  skin.    Vaginal  examination  was  negative. 

Discossion. — Fleeting  pains  in  various  parts  of  the  body  are  often 
the  most  distressing  symptom,  and  the  earliest,  in  tabes  doisalis.  The 
history  of  miscarriages  and  the  tibial  deformities  increase  the  proba- 
bility of  syphilis,  and,  therefore,  of  tabes.  But  this  disease  may  be 
ruled  out  of  consideration  because  of  the  fact  that  the  pupils  and  the 
deep  refiexes  are  normal. 

The  patient's  stat^nent  that  her  legs  were  crooked  from  birth 
makes  us  hesitate  to  attribute  the  present  condition  of  the  shins  to 
qrphilis,  and  as  the  patient  has  two  healthy  children,  the  miscarriages 
may  well  have  had  a  non-syphilitic  origin.  But  the  scar  in  the  soft 
palate  and  the  absence  of  the  uvula  are  decidedly  more  characteristic 
of  syphilis,  and  in  any  patient  who  presents  such  lesions  we  must  do  our 
best  to  find  any  connection  that  may  exist  between  the  old  infection 
and  the  present  symptoms.  Very  possibly  the  vascular  lesion  so  com- 
monly produced  by  syphilis  may  be  connected  with  the  pains  here 
complained  of.  "  Vascular  crises  "  are  certainly  more  common  in  those 
who  have  suffered  a  luetic  infection,  and  through  such  crises,  with  or  with- 
out a* syphilitic  neuritis,  the  pains  of  this  patient  might  be  accounted  for. 

We  must  also  consider,  however,  the  nodules  present  upon  the  fore- 
arms and  mentioned  in  the  history  as  having  appeared  nine  years  earlier. 
The  fact  that  these  tumors  have  lasted  so  long  makes  it  sure  that  they 
are  not  of  a  malignant  type,  and  their  limited  distribution  assures  us 
that  they  are  not  connected  with  the  much  more  widely  distributed 
pain  of  which  the  patient  complains.  Thrar  physical  characteristics 
are  those  of  lipomata,  which  are  practically  the  only  tumors  which 
could  last  so  long  without  more  disastrous  effects. 

Outcome. — The  patient  was  given  mercury  and  potassium  iodid. 
Her  leg  pains  were  greatiy  relieved  by  injections  of  sterile  water,  especi- 
ally in  the  first  two  days  after  entrance.  The  lumps  on  the  arms  were 
taken  to  be  fatty  tumors. 

She  was  discharged  much  relieved  on  the  twelfth  of  December. 

Diagnosis. — Syphilis. 

Case  202 

An  engineer  of  forty-five  entered  the  hospital  July  25,  1906.  His 
family  history  was  negative.  He  had  urethritis  twenty  years  ago,  also 
five  weeks  ago,  the  latter  attack  followed  by  "rheumatism."    He  had 
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"do«  fever"  twenty  years  ago,  and  was  tivc  weeks  in  bed.  Tea  years 
»ff>  he  had  inflammalor}'  rheumausm,  lasting  tlircc  weeks,  in  both  feet 
No  other  parts  were  affected.  He  takes  an  occasiona]  glass  of  bcvr, 
but  denies  any  other  use  of  alcoh<^.  Elc\Tn  dayis  aRo  his  left  fool 
became  red,  swollen,  and  tender.  This  gradually  improved,  but  yester- 
day the  ri{;ht  foot  became  Mnularly  affected.  He  hju  been  unaUe  to 
work  since  the  onset  of  the  symptoms.  He  has  had  a  poor  appetite, 
constipation,  slight  headache  and  (ever. 

The  patient  was  obese,  slightly  cyanotic.  The  fml  sound  at  the 
apex  of  the  heart  was  replaced  by  a  short  s)-stolic  murmur,  not  trans- 
mitted. The  aortic  second  sound  was  accentuated,  the  heart  not  en- 
larged. The  lungs  were  norma),  likewise  the  sbdonKn,  cxce[>t  for 
(lutne:$8  in  the  right  flank,  which  does  not,  however,  shift  with  change 
of  position.  The  second  joint  of  the  rifi^it  toe  was  much  swollen,  hot, 
and  tender.  The  same  joint  in  the  other  foot  was  similarly  affected, 
but  the  swelling  also  extended  up  the  foot  toward  the  ankle. 

Discussion. — In  any  patient  who  complains  of  sultacute  pain  in 
both  feet,  and  is  not  flat-footed,  suspect  gout,  \fost  of  the  ordinary 
joint  infections  do  not  long  remain  confined  to  tlte  feet,  while  gout  it 
very  prone  to  do  so. 

Naturally,  hotvever,  the  first  potsibiUty  to  be  in^-c&tiKated  in  this 
patient  is  gonon-hea,  as  he  had  so  recently  suffered  from  that  infection. 
Next  we  must  search  the  cartilages  of  the  cars  and  notu.',  tltc  great 
tendons  near  the  elbow  and  ankle,  and  the  vicinity  of  the  great  toe-joints 
for  signs  of  uratic  deposit.  Thirdly,  we  must  investigate  the  phintar 
arches,  since  precisely  these  symptoms  might  Iw  produced  by  tlai-foot. 
Other  infi-clious  and  non-infectious  Icsions  arc  far  Ic^  probable. 

Outcome.— A  smear  from  the  tnvthia  showed  a  biscuit-shaped 
diplococcus  both  within  and  without  llie  leukocytes.  It  dtd  not  stato 
by  Gram's  method.  The  ears  showed  several  small,  yellowish-white, 
soft  lumps.  A  scraping  from  one  of  these  showed  dystals  comspond- 
ing  to  those  of  sodium  biurate.  A'-ray  showed  areas  of  atro|)hy  or 
erorioo  of  tt>e  second  phalanx  of  one  great  toe,  which  were  bdiewd  by 
an  3^ny  expert  to  be  due  to  gout. 

By  the  sixth  o(  August  the  patient  was  practically  comforUble. 
His  treatment  had  consisted  of  sodium  salicylate,  ao  grains  every  hour 
for  the  first  two  days,  then  lo  grains  every  hour.  Hot  fomentations 
applied  10  the  painful  parts,  an  ounce  of  magnesium  8ul|>hate  every 
rooming,  lO  grains  of  urotropin  four  times  a  day.  He  was  nut  in  bed 
after  the  twenty-ninth,  and  was  discharged  relie\'ed  on  the  sixth  o( 
August, 

Diagnosis. — Gout  and  gonorrhea. 
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Case  203 

A  restaurant-keeper  of  forty-nine  entered  the  hospital  September 
18, 1907.  His  mother  died  at  seventy-two,  after  suffering  from  consump- 
tion for  fifteen  years.  The  patient  has  had  "  rheumatism  "  in  his  joints 
in  two  attacks  of  three  weeks  each — three  years  ago  and  eighteen  months 
ago.  He  has  had  four  attacks  of  urethritis,  the  last  twenty-five  years 
ago,  but  denies  syphilis. 

He  says  that  he  was  as  strong  as  an  ox  until  four  years  ago,  when  he 
sold  bis  bu^ess  and  had  difficulty  in  getting  a  new  start.  He  then 
began  to  have  almost  constant  pain  near  the  right  costal  mar^.  These 
symptoms  he  has  had  off  and  on  ever  since.  He  has  rather  frequent 
attacks  of  vertigo  and  weakness,  and  his  appetite  is  often  poor.  As 
long  as  he  can  remember  Ms  fin- 
gers have  been  clubbed,  as  they 
are  at  present.  He  usually  takes 
two  glasses  of  beer  and  two  or 
three  of  whisky  a  day,  and  his  use 
of  tobacco  is  distincdy  excessive. 
Yesterday  he  noticed  that  the 
comers  of  his  mouth  cracked.  Off 
and  on  for  four  years  he  has  felt 
feverish,  and  sometimes  chilly  and 
shivery  in  tiie  evenings.  His  knees 
and  ankles  have  burned,  especially 
after  he  gets  to  bed. 

These  jmnt  symptoms  have  been 
getting  steadily  worse,  and  two 
days  ago  he  bad  to  give  up  and 
go  to  bed  on  account  of  pain  in 
his  legs  and  knees.  Yesterday 
the  right  knee  became  a  little 
better,  the  left  worse.  At  the  same  time  his  left  thumb  began  to  be  red, 
swollen,  tender  and  painful.     This  time  he  had  true  chill. 

Phyacal  examination  showed  that  the  left  pupil  was  larger  than  the 
right,  though  both  reacted  normally.  The  heart  was  normal.  There 
was  slight  dulness  below  the  right  scapula,  with  slight  mcrease  of  vocal 
and  tactile  fremitus,  and  a  few  rftles.  Expiration  was  everywhere  rough 
and  proloi^ed.  The  abdomen  was  negative.  The  right  knee  was 
swollen,  hot  and  shiny;  the  leg  was  kept  bent  at  a  right  angle,  and 
motion  was  punful.    A  umiJar  condition  was  found  in  the  right  foot  and 
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Fig,  73- — Chart  of  case  303. 
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aokl«.  BoU)  [eet  were  pronated.  There  wus  marked  clubbing,  cyanosis, 
u)d  ciirrature  in  both  [Janes  in  the  ^gcn  and  thumbs,  and  to  a  lea 
deftrec  in  tl»c  toes.  StaUrred  over  Uit  chcsi  uod  biick  was  a  reddish- 
brown,  niacuUir  eruption,  the  »\xi{s  alK>ut  the  sUe  of  tlic  little  tinier-nail. 

Discussion. — There  seems  to  be  no  way  by  which  wc  can  connect 
the  mother's  consumption  or  the  jiatient's  alcoholism  witli  the  present 
s>'mptonts.  The  joints  are  obWousty  not  tuberculous,  and  alcohol  docs 
not  attack  articular  structures. 

Though  it  would  lie  natural  to  connect  the  former  attacks  ol  ure- 
thritis  with  the  present  joint  pains,  the  gap  of  twenty-live  years  between 
tlic  two  renders  thi»  impoesible  if  the  history  is  taken  on  its  face  %'aluc; 
In  looking  o%-cr  the  body  for  any  other  lesion  which  we  can  connect  with 
the  joint  symptoms,  »i;  notice  the  ineguUr  pupils,  ilw  clubbed -finj^ers, 
and  the  cutaneous  eruption. 

If  the  clubbing  of  the  ringers  be  assumed  to  be  such  as  b  dcacribod, 
it  is  not  iJkdy  to  have  any  connection  with  the  arthritis.  Bony  out- 
growths near  the  tinger-ends  (Heberdvn's  mxltrs)  tx-ar  smne  rescmlilanoe 
to  clubbed -finfccfs,  but  could  hardly  l>c  mistaken  for  them.  Such  out- 
growths, if  present,  might  incline  us  to  conjecture  that  the  right  knoc 
and  ankle  were  the  seat  of  a  similar  process. 

Tlic  irregular  pupib  and  the  cutaneous  eruption  look  like  syphilis, 
and  since  there  is  nothing  ver)*  definite  known  about  the  differential 
symptomatology  of  syphilitic  arthrids,  it  scents  rcasonabk  to  interpret 
the  joint  manifestations  in  this  case  as  syphilitic  until  this  is  disproved 
by  thera]>eiitic  test.  If  no  improvement  follows  the  vigorous  use  of 
mercury  and  iodin,  the  joint  should  lie  tupped  in  search  of  some  other 
infectixT  agent. 

Oateomt. "Under  daily  inunctions  of  mrrcury  and  the  adminism- 
lion  of  potassium  iodid^io  grains  after  each  meal— the  j<jints  rapidly 
im]intved,  and  within  ten  days  were  jiracUcally  well, 

'I'hc  clubbing  of  the  fingers  remaim  in  this,  as  in  many  other  oucs.'' 
a  mystery.  U  clubbing  were  more  carefully  searched  for  as  a  matter  of 
routine  in  cases  presenting  no  pulmonary  or  cardiac  lesions,  it  would 
be  found,  I  believe,  to  occur  in  a  great  rariety  of  diseased  conditions  and 
in  a  good  many  persons  who  haw  no  dcmonslrablc  disease.  Perennally, 
I  have  ob9er\-ed  it  chiefly  in  chronic  diseases  of  the  \iwT  (cirrhosis,  al>- 
scess,  gall-stone  disease),  in  tuberculous  peritonitis,  and  in  ill-nourished 
children. 

Its  occurrence  in  connection  wttli  long-Ktanding  cardiac  disease  (coo- 
genital  or  acquired),  with  chronic  pleurisy  or  empyema,  phthisis  and 
Iironchiectasis,  is.  of  course,  familiar. 

Diagnosis.— Syphilis. 


FAIN   IN   THE  LEGS  AND  FEET  391 


Case  204 


A  plumber  of  thirty-seven  catered  the  hospital  April  11,  1908.  He 
drinks  and  smokes  to  excess.  Last  evening  he  came  home  complainiog 
of  severe  pain  in  both  legs,  especially  in  the  left  one.  About  one  o'clock 
this  morning  he  awoke  unable  to  speak  or  to  move  the  right  arm  and 
leg.  Soon  after  the  patient  became  unconscious,  with  stertorous  breath- 
ing- 

The  right  forearm  was  in  fiexion,  the  fingers  of  the  right  hand  flexed 
and  spastic,  the  mouth  drawn  to  the  left;  he  made  only  inarticulate 
sounds.  The  right  leg  was  spastic.  By  April  13th  he  had  regained  con- 
sciousness and  he  coiild  move  the  toes  slowly;  otherwise  he  had  no  mus- 
cular control.  His  tongue  came  out  to  the  right  when  protruded.  There 
was  no  lead  line.  The  chest  and  abdomen  showed  nothing  abnormal. 
The  blood-pressure  was  155,  the  blood  and  urine  normal,  the  right  knee- 
jwk  lively  in  comparison  with  the  left  knee-jerk.  There  were  no  other 
changes  in  the  reflexes  at  this  time. 

By  April  15th  Babinski's  reflex  had  appeared  in  the  right  foot. 
Lumbar  puncture  was  done  on  the  seventeenth,  and  the  cells  in  the  fluid 
which  was  withdrawn  were  50  to  the  cubic  millimeter.  Practically 
all  of  them  were  lymphocytes, 

DiscuBsion. — The  patient's  occupation  naturally  leads  us  to  attempt 
to  explain  the  symptoms  as  a  result  of  lead-poisoning,  especially  as 
paralysis  and  cerebral  symptoms  are  present.  But  we  do  not  expect 
pain  or  hemiplegia  in  plumbism,  and  we  practically  always  find  changes 
in  the  staining  properties  of  the  red  blood-corpuscles. 

Against  apoplexy,  which,  as  the  commonest  cause  of  hemiplegia, 
naturally  occurs  to  us  next,  is  the  patient's  age,  the  very  moderate 
blood-pressure,  the  absence  of  cardiac  hypertrophy,  and  especially 
the  results  of  lumbar  puncture. 

The  examination  of  the  spinal  fluid  taken  in  connection  with  the 
absence  of  fever  and  the  well-marked  cerebral  symptoms  lead  us  straight 
to  the  diagnosis  of  cerebrospinal  syphilis.  A  similar  lymphocytosis 
occure  in  the  chronic  forms  of  meningitis,  especially  tuberculous  menin- 
gitis, but  the  clinical  picture  is  quite  different  from  that  here  under 
OKisideration. 

The  most  interesting  point  in  this  case  is  the  occurrence  of  a  pain 
which,  though  referred  to  the  legs,  seems  to  be  cerebral  or  spinal  in  origin. 
Such  pains  are  seen  not  uncommonly  in  infantile  paralysis,  in  some  of 
the  types  of  acute  myelitis  and  meningitis,  and  especially  in  cerebro- 
spinal syphilis.    I  recentiy  studied  a  case  in  which  attacks  of  Jack- 
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Ionian  epilepe)*,  invol\-ing  the  right  band  and  forearm,  were  preceded, 
af^in  and  aKain,  by  severe  pain  refen«d  lo  the  parts  about  to  be  con- 
vulsed. Many  of  these  central  p&ins  arc  preceded  or  accompanied  by 
parestbea'it. 

Outcome. — Under  mercury  and  potassium  iodid  the  patient  was 
able  to  walk  by  the  lwcnt\'-s«:ond,  though  his  mind  was  siill  ^■c^y  sluggish. 
The  next  day  he  was  sent  lo  a  State  inlinnary. 

Diagnosis. — Cerebrospinal  syphilis  (vascular  crisis?). 

Case  205 

A  machinist  of  thirt>'-ninc  entered  the  hospital  May  29,  1908.  His 
father  died  of  apoplexy,  his  motlicr  of  dro])sy.  .Seven  years  ago  he  was 
in  bed  live  days,  owing  to  swdling,  redness  and  {oin  in  the  left  knee. 


iig^    J4. — CIUMI   Ui  '4SC    ,-0j- 


In  the  past  five  years  he  has  had  tonsillitis  six  or  eight  times,  once 
severely  enough  to  keep  him  in  bed.  He  had  urethritis  twcnty-tbre* 
yean  ago. 

He  takes  tno  or  three  i^asses  of  whisky  and  two  or  three  of  beer  each 
week.  Two  weeks  ago  he  had  a  sudden  chill  accom|>«nied  by  pain 
in  the  lower  l«ck,  in  the  hands  and  the  calves  of  his  legs.  He  took  to 
bed  and  has  been  thca-  since,  with  persistent  fever.  The  next  morn- 
ing his  right  knee  and  the  joints  of  the  left  hand  were  painful  and  stiff. 
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days  ago  the  knee  became  red  and  swdleo,  while  the  ieft  hand 
^icatly  improved. 

He  has  had  no  urinary  symptoms;  his  appetite  has  been  good; 
bis  bowds  r^ular;  there  has  been  no  sore  throat  and  no  cough. 
Tbe  course  of  the  temperature  may  be  seen  in  the  accompanying  chart. 
The  chest  and  abdomen  were  negati%'e,  the  knee-jerks  normal; 
the  plantar  reflexes  were  not  obtained.  There  n-as  no  glandular  en- 
Baigonent.  The  right  knee  was  flexed  at  an  angle  of  45  degrees  &ny 
acnotitMi  causing  ssveK  pain;  all  the  evidences  of  fluid  were  found  in  the 
joint. 

Discussion. — As  in  many  of  the  cases  discussed  in  this  section, 
"ve  have  here  a  general  infection  which  shows,  at  first,  no  hint  of  its 
xdtiinate  localization. 

Since  the  urethritis  occurred  too  long  ago  for  us  to  connect  it  with 
the  present  symptoms,  it  seems  at  first  likely  that  the  joint  trouble 
3nay  be  due  to  the  patient's  repeated  attacks  of  tonsillitis,  and  as  gout 
and  traumatism  can  be  excluded  by  the  lack  of  any  evidence  of  them, 
-tonsillitis  would  perhaps  be  the  best  guess  we  could  make,  were  we 
debarred  from  any  further  and  more  direct  investigations.  But,  as 
I  have  previously  insisted,  all  monarticular  infections  of  any  serious- 
ness or  obstinacy  should  be  tapped,  ance  the  information  thus  to  be 
derived  may  be  of  the  greatest  therapeutic  value.     (See  p.  385.) 

In  all  probability  the  infecting  organism  is  one  of  the  pyogenic 
coed,  but  it  may  be  of  great  importance  to  know  which,  as  a  treatment 
1^  autogenous  vaccines  has  much  to  recommend  it. 

Oatc<mie. — On  the  first  of  June  the  joint  was  aspirated  and  35  on. 
of  flmd  withdrawn.  Specific  gravity,  1008;  albumin,  3.6  per  cent.; 
in  the  sediment,  94  per  cent,  of  the  cells  were  polynuclear.  Among 
them  were  numerous  intracellular  diplococci  which  did  not  stain  by 
Gram's  method.  After  this  information  had  been  obtained,  the  patient 
admitted  a  urethritis  ten  weeks  ago,  but  insisted  that  there  had  been 
no  discharge  for  the  past  four  weeks.  From  the  fluid  withdrawn  from 
the  joint,  gonococci  were  isolated  in  pure  culture.  From  this  a  vaccine 
was  prepared  and  injected.  He  improved  quite  rapidly  after  this,  and 
Iqr  the  sixteenth  was  able  to  go  to  the  Zander  room  daily. 

On  the  twenty-fourth  the  knee  was  smaller  and  much  more  com- 
f<n1abie.  Bier's  treatment  was  given  after  that  date,  and  he  was  soon 
taught  to  apply  it  for  himself.  On  the  fourth  of  July  he  was  discharged, 
much  relieved. 

Diagnosis. — Gonorrheal  arthritis. 
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Casa  206 

A  melal  worker  of  fifty  entered  the  hospital  March  27,  1908,  stating 
that  he  had  ai:vcr  been  skk  before,  and  giving  a  good  account  of  his 
habits.  Seven  weelcs  ago,  while  at  work,  be  vras  taken  with  a  sudden 
chill  and  went  home  and  to  bed.  In  the  night  he  awoke  with  a  sharp 
pain  in  the  right  shoulder  and  tlie  left  knee.  He  managed  to  get  to 
alecp,  however,  and  was  much  surprised  to  find  the  next  morning  that 
the  pain  bad  left  the  shoulder,  but  that  the  knee  was  hot  and  swollen, 
painful,  red  and  Ien<ler.  'Ilie  knee  has  increased  in  size  siocv,  and 
he  has  been  confined  to  bed,  but  has  had  no  more  fever  or  ehilb  and 
no  |>ain  except  in  his  knee. 

On  physical  examination  the  patient  was  ^'c^^-  apprebcnsivv  and 
emaciated;  there  was  a  moderate,  coarse  tremor  of  the  hands  and  feet; 
his  (ace  was  dusky  and  dark  under  the  eyes,  his  muc»us  membranes  [mk, 
though  his  leukocyte  count  was  So  per  cent.  His  heart's  apex  was  in 
the  fifth  space,  on  ii>ch  outside  the  nippk-linc.  The  sounds  were  rapid 
aiMl  weak,  the  aortic  second  louder  than  the  pidmonic  second.  There 
n-as  no  enlargement  to  the  right  and  no  muimur.  The  puhws  were  of 
xvry  low  tendon,  and  the  artery  wall  Iwrely  palpable. 

The  lungs  were  n^ative;  the  alidomcn  showed  considerabte  vdun- 
tary  spasm  and  slight  dulness  in  the  extreme  flanks,  not  shifting  on 
change  of  position.  Hie  left  knee  was  markedly  colaiiged,  tender,  hot, 
red  and  very  {lainful  on  motion.  Tbo  swelling  was  most  marked  on 
tlic  front  of  the  knee,  but  extended  up  to  the  middle  of  the  thigh 
and  two  inches  bdow  the  tubercle  of  the  tibia.  The  front  of  the 
thigh  was  fluctuant,  tender,  and  covered  by  a  tracery  of  prominent 
vdns.  A  6uid  wave  could  Iw  transmitted  from  the  knee  to  the  middle 
of  the  thigh. 

Discuision.  — This  case,  though  vet)-  similar  to  the  last,  is  givtn 
as  an  awful  example  of  what  may  result  from  the  neglect  of  early  }otnt 
puncture  in  monarticular  arthritis.  It  is,  a  sin  and  a  shame  that  this 
patient  should  have  gone  seven  weeks  without  any  effectivx  etiolopc 
or  radical  treatment.  From  the  facts  presented,  no  trained  olwentr 
could  doubt  that  there  is  pus  in  and  around  the  joint.  The  nature  of 
the  infection  is  the  only  remaining  diagnostic  proMem. 

Outcome.— On  the  twcnty-se\'enth  the  knee  was  tapped  and  thick 
pus  obtained.  .A  culture  from  this  pus  showed  streptococci.  On 
MJircb  28th  the  knee  was  opened  and  almoKl  a  quart  of  [>U9  obtained, 
which  apparently  came  from  outside  the  knee-joint  The  patient  ran 
■  jigged,  septic  temperature  for  a  month,  and  developed  a  metastatic 
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abscess  in  the  axilla,  whence  a  colon  bacillus  was  obtained.    Despite 
amputation,  he  finally  died. 
Diagnosis. — Sepsis. 

Case  207 

A  physician  forty-six  years  of  age  entered  the  hospital  June  5, 1906. 
He  had  a  primary  lesion  on  his  thumb  one  year  ago;  a  secondary  eruption 
with  ademtis  and  sore  mouth  followed.  A  thorough  antisyphilitic 
treatment  has  been  given  since.  Two  weeks  ago  a  swelling  appeared  in 
the  left 'foot.  Within  a  few  days  the  soles  of  both  feet  became  red, 
swollen  and  tender.  Ten  days  ago  he  was  laid  up  in  bed  for  three  days. 
In  every  other  way  he  is  perfectly  well. 

Physical  examination  showed  considerable  irregularity  of  the  pupils, 
but  was  otherwise  negative  except  as  relates  to  the  left  foot,  which  was 
red,  tender  and  slightly  swollen  over  the  dorsum  and  on  the  sole  opposite 
the  head  of  the  second  metatarsal  bone. 

Discussion. — It  is  difficult  to  decide  whether  the  syphilitic  infection 
of  a  year  ago  has  any  connection  with  this  patient's  present  suffering. 
It  seems  rather  improbable,  in  view  of  the  absence  of  specific  lemons  at 
the  present  time. 

As  the  patient  has  now  no  fever,  one  naturally  thinks  of  flat-foot 
as  a  cause  of  such  foot-pain,  even  though  redness  and  tenderness  would 
otherwise  incline  us  to  assume  an  inflammation.  The  mutual  relations  of 
arthritis  and  flat-foot  have  been  previously  discussed.  (See  p.  366.) 
In  any  such  case  the  first  and  best  thing  to  do  is  to  try  two  therapeutic 
tests:  (d)  The  effect  of  taking  the  patient  off  his  feet,  and  (b)  the  effect 
of  padding  the  arches. 

Outcome. — ^Though  no  medicine  was  given,  the  pain  was  entirely 
gone  after  a  few  days'  rest,  and  as  soon  as  foot-plates  had  been  fitted,  the 
patient  was  able  to  walk  without  pain. 

We  have  still  on  our  hands,  however,  the  question:  Why  did  the 
arches  break  down  just  at  this  time?  Possibly  some  latent  and  un- 
recognized phase  of  his  old  syphilis  may  provide  the  answer. 

Diagnosis. — Flat-foot. 

Case  208 

A  laborer  of  forty-seven  entered  the  hospital  July  6,  1906,  complain- 
ing of  sciatica.  He  had  a  similar  trouble  nine  years  ago,  which  lasted 
three  weeks.  Otherwise  he  has  been  well  until  seven  months  ago,  when 
he  gradually  began  to  notice  pain  in  the  back  and  left  hip,  running 
down  the  left  thigh  behind  and  extending  into  the  calf.  He  has  had  tc 
^ve  up  work,  but  has  walked  about  with  a  marked  limp. 


'•m 


DIFFERENTIAL  DIAGNOSIS 


1 


For  the  la»t  ux  weeks  the  pain  has  been  much  worse  and  has  kept  him 
ftwake  at  night.  He  has  had  some  tingling  and  other  curious  saiBaboos 
in  his  lower  left  leg.  He  has  lost  15  pounds  in  u-eight,  though  hb  appe- 
tite is  good. 

Physical  examination  shows  tliat  the  patient  cannot  &land  erect, 
but  »up|x>rt8  liimsclf  with  the  spine  cur^'ed  to  the  left  and  forward.  The 
motions  of  the  back  arc  inhibited  by  a  {ain  rcfcired  to  the  sacro-iliac 
joint.  Full  extension  or  flexion  of  the  left  lej;  is  impoanble  on  account 
of  (nin  referred  to  the  same  point.  There  is  tenderness  osa  the 
rcpon  of  the  left  sciatic  ner^e  and  slight  atrophy  of  the  muscle*  of  the 
left  leg,  making  alxiut  one  inch  dilTerence  in  the  circumference  of  the 
thighs  and  calves. 

DiscussioD.—In  the  oiit-]>uttent  records  of  the  Massachusetts 
GencraJ  Hospital  pre%'ious  to  the  year  1900  there  arc  to  be  found  notes  al 
a  large  number  of  cases  witli  the  diagnosis  "lumhago  and  sciatica." 
At  the  time  when  we  were  dealing  with  these  cases  it  always  seemed 
remarkable  to  me,  and  I  imagine  also  to  many  of  my  colleagues,  that  a 
dianse  affecting  a  muscle  (lumbago)  should  occur  simultaneously  with 
a  Deuritis  (sciatica).  The  case  reported  above  is  typical  of  a  great  maay 
of  those  which  we  used  to  laltel  "tumlHigOHnd  sciatica." 

Ixwking  at  it  from  the  point  of  \'iew  of  the  present  day,  one  would 
say,  first  of  all,  that  the  lumbar  pain  has  tasted  too  long  for  lumbii^ 
which,  like  other  muscular  pains,  is  a  tianHenl  though  pcrha|)S  recur- 
rent afTair,  producing  its  symptoms  for  not  more  than  a  week  or  two  at  a 
time. 

The  other  half  of  the  old  diagnosis — sciatica — we  should  bow  be 
tmwilling  to  nuke  without  a  far  more  searching  investigation  of  the 
possible  causes  for  sciatic  pain,  especially  diabetes,  disease  of  the  lumbar 
spine  or  sacro-iliac  joint,  and  i>(:tvic  ttmiors. 

'llie  pnsent  case  is  fairly  typical  of  what  is  now  called  sacro-iliac 
strain,  a  diagnods  based  most  firmly  ujion  the  therajieutic  test — the 
means  by  which  it  is  rclie^'cd.  T'hc  etiology  and  pathology  of  the  affec- 
tion are  still  very  obecure.  and  the  theotits  usually  advanced  do  not 
seem  salUfactory  to  me. 

Oolcome.— The  patient  was  seen  by  Dr.  Gotdthwait.  who  made  a 
diagnosis  of  "chronic  strain"  of  the  left  sacro-iliac  joint. 

The  pain  was  entirely  relieved  by*  a  pillow  tmder  the  knee  and  a  folded 
sheet  under  the  himbar  sjnne,  with  rest  in  Ixrd.  \  pljister  jacket  was 
then  applied,  and  by  .August  ad  he  was  free  from  pain  and  could  walk  a 
little.     On  that  day  he  was  discharged,  much  rdte^-ed. 

Diagnosis.— Sacro-iliac  strain. 


^^^^^^^^^^V                FADi   IN   THE  LECS  AND  FE£T 

^^^^^^^^                             Case 

^^^        A  housemaid  of  twcnly-fivt  cntcrcxi  the  hospital  Auj 
B        slating  that  for  three  weeks  she  had  had  swelling,  ptun  a 
1        in  the  lower  legs,  especially  at  night. 
B              Physical  examination  &how»  ycllmv-ish  pallor  and  onb 
^^_  of  hemoglobin;  the  white  cells  varied  between  3$,rinn  and 
^^1  course  of  the  next  four  days,  tlic  polynudears  making  u] 
V        of  this  increase.      For  temperature  see  the  accompanying 
fl              Physica]  examination  was  ncgadvc  save  for  an  indcfii 
B        in  the  right  upfjcr  quadrant  of  the  abdomen.    The  fron 
B         showed  numerous  sharply  defined,  punchcd-out  ulcerati< 
B        dcned  Iiase;  the  right  lower  leg  shon-i»l  soft  nodules  the 
^^^   raised  one-half  inch  above  the  surround- 
^^^p  in^  eVJn  nnvH-Mt  "''ih  nnbr>kfn  wkin,                •*■■■  ■■■■• 

^97     _^B 

just  16, 1907,     ^^H 
nd  tenderness           ^B 

'  35  per  cent.           ^B 
43.000  in  the           ^B 
>  82  per  cent.      ^^^| 

lite  resistance     ^^^| 
t  of  both  legs           ^M 
UIS  on  a  red-           ^B 
sue  of  a  pea,           ^B 

B        They  n-eie  of  a  doughy  con^stence  and 

JUL  t  ^  J  J.  jW  01- 

fjf'^-              1 

B         tender. 

B             The  subcutaneous  ulcerations  were 
B         drained  by  surreal  incisions  and  con- 
^^H    siderabtc  pus  liberated. 
^^"         Discussion. — Obviously,    we    are 
B^   dealing  with  some  t)'pc  of  acute  infcc- 
^^B  tion,  the    most   probable    source   for 
^^B  which  seems,  at  first  examination,   to 
^^B  be  the  gall-bladder.      But  on   further 
H        scrutiny  it  is  equally  obvious  that  we 
B         need  some  source  for  the  very  marked 
^^^  and  apparently  chronic  anemia  which 
^^B  lias  reduced  the  hemoglobin  to  35  p«r 
cent,'       In     cases     accompanied     by 

__.  11^  J  ..  ^  ^  .1 . 

p  ■■  pa  k>  •!  ■■  ll'»l*J                                      ^^^H 

^^^B 

^^H 

^^1 

-      -                     J            ^     j"" 

^^^m 

5 ;      :ti 

^^^B 

■  Z       ^^^  ^' 

^^^B 

;  -  :. 

^^^ 

!  " 

\h.hmi      ■ 

„     •       —  '-  - 

^H 

^1 

^^B 

m 

'ir^m-.   ■ 

'  Z  II!  Z  Z .  5 

■ i"    Z-.i 

^^^^ 

■       t                * 

"1          ~                                       ^^^H 

.  -      —  ^ 

^^1 

™ 

: E 

:  •  *  J  •£*  1 M                              ' 

.  Z               -I 

.                         J 

:  :               -L 

' 

■  Z      -    --^p 

'-  Z      i   -)^ 

■  ::"  +:5 

./^..S/j?* 

.  _          _i — L 

,^   2     Ij^ 

thrtt  in  mo\Tng  toward  a   diannosis   it          ^'^-  js-— Chan 
is  a  useful  strategic  maneuver  to  fix 
attention,  fiist  of  all,  upon  this  anemia,  and  to  investiRat 
of  such  an  anemia  are  possible  in  this  patient.     The  pi 
course,  be  chlorotic,  but  as  she  certainly  has  somcthinj;  c 
with  her,  we  must  make  two  diagnoses  (which  we  are  1 
do)  in  cuk  we  call  it  chlorosis, 

'  I  regirt  lh*l  ni>  »iimBtli>n  of  red  cclU  w-a»  rerordrd  in  (W*  csm. 
tKmtttt,  from  ihr  apprnrancc  ot  ihr  fitainni  uncar,  ibal  theytrcre  nl 
*ad  thai  iheanetniAWAsoIihcKCondaiT' type. 

of  CAM  3og. 

e  wliat  causes 
iticnt  may,  of 
tsc  the  matter 
tlwaj-s  loth  to 

hwunUcia,                 I 
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.■\sidc  from  cUotohs,  what  arc  the  poa&iWc  causes  of  a  sw-ett  secon- 
dary anemia  in  a  woman  of  twenty-five  who  has  liad  no  hemorrhage, 
no  malaria,  and  no  evidences  of  malignant  disease?  The  lesiooft  oo 
the  Mm,  and  <»{icctally  those  covered  with  unbroken  skin,  suggest 
gummata,  and  although  there  is  certainly  a  socondaiy  infection,  the 
hyi)oili«.is  fif  svjiliilis  should  be  put  to  (he  ihenijHnitic  lest. 

Outcome.— Micruecopic  examination  of  an  excised  nodule  showed 
gumma  with  secondary  infection.  Hie  lesions  tjuickly  cleared  up 
under  antisyphilitic  treatment. 

Diagnosis.— Sy]>hilitic  pcno«liii». 

Case  210 

A  hostler  of  thirt>--two  was  first  seen  June  3,  1007.  He  takes  five 
or  six  beers  and  three  or  four  whiskies  daily,  Init  denies  venereal  disease. 
Yesterday   morning  he  woke  w*ith  a  chill  followed  by  headache,  (ever 

and  aching  bones.     To-day  his  chief  com- 
plaint is  of  pain  in  his  legs. 

Physical  examination  of  the  chest  and  ab- 
domen is  ncgati%%.  The  riglit  tibia  is  rough 
and  nodular;  the  skin  bluish  red  and  con- 
taining three  ulcerated  areas  from  the  tix  of 
a  silver  dollar  to  (hat  of  the  palm.  The  course 
of  the  temperature  and  pulse  is  seen  in  the 
accompanying  chart.  The  leukocytes  are 
13,500.  The  glands  in  the  right  groin  are 
enlarged;  urine  normal.  A'-ray  shows  e\i- 
dcnc<.-s  of  a  syphilitic  periostitis.  Under  Uq^ 
dose>  of  iodid  of  potash,  the  glands  of  the 
gnnn  Ixcamc  smaller  imd  the  pain  disappeared 
within  ten  daj-s. 

DIicuisloQ.  — '  This   case    is    introdi»ced 
chiefly  to  show  the  imftortancc  of  jr-ray  ex- 
amination of  the  shin  bones  in  all  cases  in- 
\-olvinn  an  fili*tiire  [win  rrfcrrrd  lo  the  lower 
leg.    W'iihout  the  evidence  thus  obtained  a  diagnosis  would  here  ha\T 
been  impossible. 

Doubtless  there  n-as  also  a  certain  decree  of  secondare'  infection 
in  the  ulcerated  area,  whence  the  chill,  high  fc\Tr  and  other  aaiic 
sym|>toms  may  be  ex[>]ained. 

Diagnoslf.— Syphilitic  periostitis. 


Fig.  j4.— Chart  o(  am 
no. 
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Case  211 

A  shoemaker  of  nineteeQ  entered  the  hospital  May  14,  1908,  with 
a  good  fomily  history,  past  history  aod  habits.  Three  days  ago  he 
began  to  have  pain  in  his  legs  and  to  a  lesser  extent  in  his  left  side.  At 
night  he  vomited  twice  and  has  ^cc  kept  his  bed.  The  pain  has  been 
more  severe  in  his  chest,  until  to-day,  when  it  has  diminished.  He 
has  slept  and  eaten  poorly  and  has  been  constipated.  He  has  had  no 
cough  and  no  chill. 

Phyacal  examination  showed  dulness  in  the  lower  half  of  the  left 
back,  with  bronchial  breathing;  increased  voice  and  fine,  crackling  r&les. 

The  leukocytes  were  32,000.  The  urine  and  the 
rest  of  the  physical  examination  were  normal.  The 
course  of  the  temperature  is  shown  in  the  accom- 
pan}'ing  chart.  A  tight  swathe  prevented  all  pain. 
On  the  nineteenth  he  was  put  in  a  chair,  and  by 
the  twenty-fifth  was  able  to  go  to  his  home. 
Throughout  his  illness  he  had  practically  no  cough 
or  e3q>ectoration. 

DiBCUBsion. — ^Thts  case  is  introduced  in  order 
briefiy  to  exemplify  a  pain  due  to  general  infection, 
but  confined  to  the  legs.  Some  of  these  pains  are 
very  mysterious,  and  give  not  the  slightest  indica- 
tion, during  the  first  two  or  three  days  of  the  pa- 
tient's suS^erings,  where  the  trouble  is  finally  to  settle. 
Obviously,  in  the  present  case  the  pain  was  ushering 
in  a  pneumonia.  I  recently  saw  a  woman  who  suffered 
for  two  days  from  quite  intense  pain  throughout  all 
the  tissues  of  the  thighs  and  legs.  We  could  find 
absolutely  no  cause  for  it,  though  the  presence 
of  an  accompanying  fever  and  leukocytosis  made  us  believe  that  some 
infective  agent  was  at  work.  The  joints,  the  nerves,  the  muscles  and 
subcutaneous  tissues,  the  arteries  and  veins  were  searched  for  evidence 
of  a  cause  for  the  pain,  but  none  was  found.  On  the  third  day  an  acute 
dysentery  made  its  appearance,  and  the  pain  in  the  legs  quickly  dis- 
appeared. 

In  view  of  these  and  similar  cases  we  must  always  bear  in  mind,  when 
examining  the  legs  for  a  cause  of  pain  referred  to  them,  that  a  general 
unlocalized  infection  bearing  no  special  relation  to  the  leg  may  have 
invaded  the  body.  Disease  of  the  brain  or  spinal  cord  should  also  be 
remembered  as  among  the  long-range  causes  for  leg  pains. 

Diagnosis. — Pneumonia. 


Fig.  77.— Chart  ol 
cue  an. 
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Cau  212 

A  homoopAthic  coD&ire  called  me  in  consultation  October  3t&t  to 
see  a  curious  case  of  grip  with  pelvic  neuralgia  and  perhaps  maiam. 

The  patient  was  a  young  architect  of  t^venty -seven,  alw'a)-s  pre- 
viously Well  until  he  began,  October  ist,  to  have  what  he  called  "grip" 
— I.  c,  a  feixr  of  103.6^  F.,  uccoinjKLniod  by  adung  in  his  ticud,  luck, 
and  legs.  After  a  couple  of  days  the  temperatttre  (ell  to  101°  F..  and 
the  jNilicnt  had  what  was  called  a  right  facial  itcniralgia.  From  October 
Sth  to  October  lalh  the  temperature  did  not  rise  al>ove  100'  P.,  and 
the  patient  seems  to  be  convalescent,  though  complaining  somewhat 
of  piles.  He  then  went  off  for  a  week's  vacation,  but  on  his  return, 
October  19th,  said  that  he  bad  been  iX)orty  while  be  was  away,  suQcring 
a  great  deal  from  {lain  in  the  testes,  which  was  especially  severe  every 
night  about  b  p.m.,  and  was  associated  cither  with  a  rectal  tenesmus^ 
a  urinary  freiquenc>',  or  both.    The  piiin  radiated  to  both  hipsaod  groint. 

On  October  25th  the  temperature  was  again  lot^  F.,  and  since  that 
time  it  has  risen  to  that  point  or  a  degree  higher  every  day.  On  the 
twenty-seventh,  quinin,  the  doctor  said,  seemed  to  stop  the  pdvic  neu- 
ralgia, but  for  the  last  two  da)'s  he  has  licen  eating  poorly,  and  at  1 1  p.n. 
to-day  his  temperature  was  103^  F,  and  the  pchic  pains  so  great  as  to 
require  roorphiiL  The  urine  has  been  high  colored,  but  not  doudy,  and 
shows  no  gross  sediment.    The  blood  lias  not  been  examined. 

Ph>'sical  examination  of  the  clicst  was  negative;  the  E)>lccn  was  not 
enlarged,  and  the  blood  sliowod  no  malarial  organisms.  Iliere  vras 
no  evidence  of  an  intlucnzal  infection  of  the  up)K-r  air-passages  or  elso- 
wbeie.  The  urine  was  high  colored,  but  shoncd  no  other  important 
abnonnatity.  The  Icukocjtcs  numbered  38,000,  83  per  cent,  of  whkh 
were  polynuclear. 

The  local  examination,  which  had  been  hitherto  negloctcd,  showed 
a  reddened,  tender,  and  rcastant  area  close  to  the  rectum  on  the  left. 

Discussioo.^The  points  of  interest  in  this  case  arc  the  slow  "set- 
tling" of  the  infection  at  the  point  where  it  was  finally  disco%'ete(l, 
and  the  unwisdom  of  treating  symptoms  without  careful  ptbysical 
exanunation.  In  new  of  the  local  conditions  one  cotild  hardly  doubt 
that  the  patient  was  suffering  from  an  abscess  near  the  rectum,  the 
wide  radiations  of  the  pain  being  due,  doubtless,  to  the  burrovriogs  ot 
pus  which  should  have  )>cen  lil>cmtcd  long  before. 

lodsion  allowed  the  esca|>c  of  s  pint  and  a  lialf  of  pus.  The  abscess 
cavf^  bcalcd  up  in  the  course  of  tlirce  weeks,  and  by  December  tst 
the  patient  was  back  at  work. 

Diagnosis. — Ischioroclal  abscess. 
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CHAPTER  Xm 

FEVERS 

The  distinction  between  "long"  and  "short"  fevers — i.  e.,  those 
continued  for  two  weeks  or  more,  and  those  of  briefer  span — aUows 
us  to  narrow  the  diagnostic  possibilities  of  the  "long"  group  practically 
to  three  alternatives:  tuberaUosis,  sepsis,  typhoid. 

In  the  following  table '  I  have  classtiied  784  cases  in  which  a  fever 
lasted  two  weeks  or  more  without  touching  normal: 

Typhoid 586 

Sepni 70 

TubercutDsU 54    710  (90  per  cent.) 

Meningitis 97 

"Influenza  " 10 

Acule  "rheumatism" g 

Leultemia 5 

Cancer 4 

Syphilis 3 

Tiicbiniasis 1 

Cirrhosis 3 

Gonorrhea. 1 

"Scattering" 11     74  (10  per  cent.) 

"784 

It  will  be  noted  that  most  of  Ifie  10  per  cent,  oj  long  Jevers  not  due  to 
typhoid,  tuberculosis  or  sepsis  are  due  to  diseases  easy  oj  diagnosis 
because  of  their  local  or  distinctive  signs.  Thus  meningitis,  with  its 
evidences  of  cerebrospinal  irritation,  "rheumatism"  with  ite  joint 
lesions,  leukemia  and  trichiniasis  with  their  blood  changes,  cancer 
with  the  easily  palpable  tumors  which  febrile  cases  practically  always 
show,  gonorrhea  and  cirrhosis  with  their  characteristic  local  manifesta- 
tions— all  these  are,  or  should  be,  easily  recognized.  Obscure  long- 
continued  fevers,  then,  will  include  only  the  dominant  three,  plus  "in- 
fluenza" and  syphilis.  In  this  group  the  dominant  three  make  up 
pS  per  cent. 

Instead  of  "influenza"  we  should  write  "unknown  infection  "against 
most  of  the  1.2  per  cent,  of  obscure  fevers  so  diagnosed  in  my  statis- 

'  R.  C.  Cabot,  The  Three  Long-continued  Fevers  of  New  England,  Boston  Medical 
and  Surgical  Journal,  August  19,  1907. 
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tics,  for  bacleriolof^ic  iiroof  of  influenza  was  mrcly  obtained  in  th» 
series.     I  do  not  doubt  that  long  as  well  as  short  fevers  niay  \x  pro- 
duced by  true  influenzal  infection,  but  I  believe  that  ihc  diugnuab  is 
nudy  well  founded  on  cultural  evidence. 

The  profMirtion  of  typhoid  in  (he  figures  abow  quoted  is  far  too 
hi)^i,  because  in  the  Massachttsetts  General  Hospitali  whence  these 
figures  were  gathered,  the  typhoid  cases  of  a  large  area  arc  afigragated. 
In  fact,  the  number  of  long  typhoid  fevers  is  generally  far  less  than 
the  number  of  long  tuberculous  or  septic  fevers;  but  these  art  treated 
at  home  and  therefore  mii«o<)  in  hos|nIiil  »i<itbtics. 

The  manifold  manifestations  of  tubcrcutosis— in  the  spiiK,  the  hip. 
aacro-iltac,  and  other  joints,  in  the  ]}'mph-nodes,  pentoneum,  meninges, 
and  gcnito-urinary  tract,  as  wcU  as  in  the  hrngs  and  pleura — may  all  pro- 
duce long  its  well  {IS  short  periods  of  fever. 

Coder  "BepGis"  I  mean  to  include  here  an  cxlcnavc  t'ariety  of 
clinical  jncturcs,  such  as — (u)  vcgi-lati\'c  endocarditis  (also  colled 
benign,  malignant,  ulceratix'e,  or  septic);  {b)  puerperal  fc^'ore;  (<} 
deep-seated  abscesses  orig^ling  in  the  api>cndix.  the  gall-Madder, 
the  genito-urinary  tract,  the  stomach,  and  duodenum;  (J)  cmp)'eTiia; 
fr)  wound  se[)«Ms;  (/)  lyniphsngilig,  erx'sipclas,  and  phlegmoiwus  io- 
flammatton. 

Vet  only  a  small  minority  eitl»cr  of  tuberculous  or  of  septic  fe^-ws 
are  obscure  in  origin  or  lead  us  tn  any  diagnostic  puzzles.  'Ilie  oMoous, 
lympliatic,  peritoneal,  and  meningeal  forms  of  the  disease  are  usually 
easy  of  recognition.  It  is  chiefly  the  pulmonary  and  renal  forms  ot 
tuberculosis  that  arc  latent  and  produce  otncurc  fevers.  Among  the 
fc\'eis  due  to  scf>sb  aLw  the  great  majority  are  plain  enough.  It  is 
chicth-  in  the  cases  of  %x-Kctati\'e  endoairdilis,  and  in  some  of  the  deep- 
seated  abscesses — especially  those  in  or  alxnti  tlio  U%'cr  and  kidney — 
that  lixal  s)'mptoms  arc  aliscnl. 

1  Icnce  v,-c  may  say  that,  when  studjing  obscure  /fven  <^  tomg  Atwa- 
thn,  we  should  search  especially  for: 

(a)  Pulmonary  and  renal  tuberculosis. 

(*)  Typhoid. 

(c)   Hepatic,  subphrenic,  rerul,  or  perirenal  suppurations. 

(<0  VcfEClativc  endocarditis. 

The  lung,  the  Ihrr.  thr  kidney,  and  /A<*  blaoH  are  especially  to  bo 
susfwcted  and  examined.  Ausci-iliation,  .v-ray  examination,  blood- 
counts,  cultures,  liEoIogic  tests,  cystoscopy  and  a  carefully  taken  hbtory 
wfll  help  us  most  in  difficult  cases. 
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Causes  of  Long  Fevers 


1.  TYPHOID  I 

2.  SEPSIS  I 

3.  TUBERCULOSISI 

4.  MENINGITIS         I 
6.  INFLUENZA  I 

6.  INFECTIOUS  1 

ARTHRITIS/ 

7.  LEUKEMIA 
e.  CANCER 
9.  SYPHILIS 

10.  CIRRHOSIS 

11.  GONORRHEA 

12.  "SCATTERING" 


1172 
140 
108> 
64 

ao 

18 

ID 
8 

4 

4 

4 

26 


tin  statistics  of  hospitals  for  chronic  diseaies  this  lii^re  is  oAen  mncb  larger  pro- 

porlionally. 
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Causes  of  Short  Fevers 

(Omitting  those  listed   under   "  Long   Fevers "   and   excluding    the 
exanthemata  and  diphtheria.) 


1.  "COMMON  COLDS,"      ^^^^^^^^Bl^^^^^^^^^^BB  4164 
Inoludlng : 


{■)  ACUTE  1 

BRONCHITIS  I 

{b)  ACUTE  1 

TONSILUTISi 

(o)  ACUTE  ^ 

PHARYNGITIS  t 


M) ACUTE  1 

"INFLUENZA"  I' 


T620 
140B 

TBI 


in  388 

2.  ACUTE  APPENDICITIS  ^^^^^^^m  1504 


3.  ACUTE  ARTHRITJS         H^^^H  *01« 

4.  SALPINGITIS  ^^^HH  871 

6.  PNEUMONIA  ^^^^  803 

6.  LYMPHANGITIS  ■■  sea 

7.  SINUSITIS  ^  S» 

8.  ERYSIPELAS  H  24t 

9.  POLIOMYELITIS  HI  S27 
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SHORT  FEVERS 

Excluding  the  exanthemata  and  the  milder  types  of  the  infections 
just  mentioned,  we  may  say,  I  think,  that  the  majority  of  short  fevers 
are  of  unknown  origin.  The  habit  of  attributing  such  fevers  to  "com- 
mon colds,"  to  "grip,"  "influenza,"  "febricula,"  "auto-intoxicatioD," 
"rheumatism,"  constipation,  etc.,  is  a  pernicious  way  of  concealing 
our  ignorance  not  only  from  our  patients,  but  from  ourselves. 

The  temperature-pulse  ratio  has  never  seemed  to  me  of  much  prac- 
tical value  in  diagnosis.  It  may  confirm  a  diagnosis  established  mainly, 
in  other  ways,  but  in  my  experience  it  b  as  apt  to  lead  us  wrong  as 
right.  In  tjfphoid  the  pulse  may  be  relatively  slower  than  in  fever  of 
similar  degree  due  to  pneumonia,  sepsis  or  tuberculoas,  but  there  are 
many  exceptions  to  this  rule. 

The  rapidity  of  respiration  is  also  a  very  um^liable  guide.  Many 
non-respiratory  infections  {e.  g.,  typhoid,  erysipelas,  liver  abscess) 
may  notably  quicken  the  respiration,  while  the  sudden  fall  of  respira- 
tion at  the  crisis  in  pneumonia,  when  the  Iimg  signs  remain  quite  un- 
changed, inclines  us  to  believe  that  even  in  pneumonia  the  polypnea 
is  due  to  the  general  rather  than  to  the  local  pulmonary  condition. 

NON-INFECTIOUS  FEVERS 

(a)  Brain  injuries  and  diseases  of  any  kind  may  produce  fever  of 
various  types.  Thus  cerebral  hemorrhage,  tumor,  and  acute  delirium 
due  to  alcohol  or  other  causes,  often  raise  the  temperature  considerably. 

Other  important  causes  are: 

(i)  Malignant  tumors  (such  as  cancer  of  the  liver,  Hodgkin's  disease), 
especially  when  extensive  and  of  rapid  growth. 

(c)  Leukemia  and  all  tj^ies  of  severe  anemia. 

(d)  Poisoning  by  belladonna  and  illuminating  gas. 

(c)  Uremia,  eclampsia,  hepatic  toxemia,  gout,  and  hyperthyroidism 
(Graves'  disease). 

if)  Sunstroke. 

Whether  pure  "nervousness"  or  hysteric  states  of  one  or  another 
type  can  produce  fever  is  a  question  which  frequently  arises. 

Pyrexia  not  exceeding  100°  F.  and  of  short  duration  certainly  accom- 
panies many  such  psychoses.  Temperatures  taken  when  a  patient 
first  enters  a  hospital  often  register  ioz°,  103°,  or  104°  F.,  but  are 
followed  by  normal  records  within  twelve  to  twenty-four  hours.  Ex- 
haustion and  alann  doubtless  contribute  to  produce  these  temporary 
abnormalities.  Aside  from  the  two  types  of  fever  just  mentioned,  I 
have  no  experience  of  pyrexias  due  to  psychic  causes. 
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Case  213 

A  fourlccn-month&^Id  fiirl  baby  was  seen  December  2$,  1902.  She 
was  born  in  Ciitia,  had  tnalaria  before  stic  left  tlic  isJand,  Jirul  since  she 
came  to  liw  in  Cambridgi?,  Mass.,  had,  during  the  summer  just  post,  a 
targe  mmiljcr  of  mosiiuitii-biiL-s.  November  i6th  the  1>a1jy  b^an  to 
vomit,  lost  appetite  and  soon  became  weak  and  listless.  She  was  fed 
on  Eskay's  food  and  milk.  From  tliut  time  on  she  ran  a  continuous 
fever,  ranging  from  100.6"  to  104,*  F.,  with  long  excureions  almost  eveiy 
day.  She  was  fretful  and  listless,  dozing  motrt  of  the  time,  rolling  her 
head  back  ami  fonh  mxiii  \\k  frillow,  running  her  tongue  repeatedly  over 
ibe  region  of  the  cx[)octcd  incisor  teeth,  but  exhibiting  no  more  delinile 
localizing  s}'mptoins. 

The  srmjitoms  were  ascribed  to  teething,  but  the  child  grew  steadily 
worse,  and  by  December  ad  volttntar)*  motion  of  the  extremities  had 
almost  altogether  cca^.  Repeated  ph^-sicsl  examinations  elicited 
nothing  either  in  the  K-rs  or  elsewhere-  December  3d  the  child  seamed 
to  be  markedly  "anemic,"  and  it  was  dilTicult  to  obtain  blood  from  tbc 
toe.  Ne^'ertlldcss,  the  hemoglobin  was  80  |>er  cent.  Ttic  ^^'idal  reac- 
tion was  nc^ti^-c;  tlie  nhilc  cells,  6500.  lodophilli  was  wry  marked. 
The  child  was  seen  by  Dr.  C.  P.  Putnam  daily  for  a  week,  but  no  diag- 
nosis was  made. 

December  6th  a  S(|uint  was  noticed.  This  disapjKared  withta 
h\-ent)'-four  houre  and  has  not  recurred  since.  December  33d,  tlie  fcv-er 
continuing  unaliatcd,  while  the  child  grew  constantly  thinner.  I  saw  her 
in  consultation,  but  could  make  no  diagnosis.  The  biood  showed  at 
this  dmc: 

Red  cells,  4,^3x>oo;  white  cells,  39,000;  hemoglobin,  80  per  cent.; 
iodophlUa,  very  marked;  anvong  the  leukocytes,  93.6  per  cent,  were  pdy- 
Dudear. 

A  week  later  Dr.  T.  M.  Rotch  saw  the  laby,  noticed  a  slight  "rosarr," 
nude  a  diagnobig  of  rickets,  and  directed  the  treatment  accordbgly. 
NevathdcsB  the  child  continued  to  go  down-hill. 

Discussion.— .\s  in  the  case  prcnously  mentioned,  lliere  was  no 
culture  made  from  the  urine,  and  tlte  |K»sJbLUly  of  urinary  infection 
was  not,  so  far  as  I  knovr,  cort^dered.  One  heard  nothing  of  sucb 
infectioos  in  1903.    Tbc  can  were  examined,  with  negativ'c  result. 

.'\s  the  child  had  been  healthy  at  MrtJi,  had  been  properly  fed  during 
most  of  its  life.  ai>d  showed  no  more  signs  of  rickets  than  a  huge  piro[mr- 
tion  of  healthy  children,  there  seemed  to  me  no  good  reason  to  attrit>uie 
its  serious  and  progressive  symptoms  to  that  disease. 
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Fig.  7S. — ConiGtion  at  the  sjjRn  iiwl  liifr  in  (  a>>«  111. 
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Outctnne. — January  23d  the  child  died.  Autopsy  by  Dr.  W.  T. 
Councilman  showed  in  the  kidneys  numerous  foci  of  hemorrhage 
between  the  tubules;  also  here  and  there  infiltrations  of  leukoc}'tes,  so 
extensive  as  to  constitute  small  abscesses  with  destruction  of  the  tubules 
and  epithelium.  Organisms  of  the  colon  group  were  found  In  these 
lesions. 

At  the  time  when  this  baby's  ilbiess  occurred  the  frequency  and  import- 
ance of  the  urinary  infections  of  girl  babies  was  not  recognized.  Natur- 
ally, therefore,  no  one  thought  of  this  diagnosis  during  the  life  of  the  child, 
though  in  all  probability  this  life  might  have  been  saved  had  the  urinary 
tract  been  investigated  earlier. 

Diagnosis. — Renal  infection  (bacillus  coli). 

Case  214 

A  real-estate  broker  of  thirty-nine  was  seen  June  19,  1909.  He  had 
"  tjfphoid  "  when  he  was  six,  and  again  when  he  was  t\venty-one.  For 
the  ten  years  succeeding  this  attack  he  had  gall-stone  colic  in  frequent 
paroxysms,  which  were  finally  cured  by  an  osteopath  in  1900.  He  had 
no  fever  at  that  time.    His  wife  died  in  1900.    He  married  again  in  1908. 

February  24, 1909,  he  went  to  Alabama  feeling  perfectly  well.  About 
six  weeks  ago  he  lost  his  appetite  and  began  to  have  a  headache,  with 
much  pidsation  in  his  head.  Soon  after  he  noticed  that  climbing  a  slight 
hill  exhausted  him  corapletety.  For  the  past  thirty-three  days  he  had 
been  aware  that  he  had  fever,  ranging  between  99°  and  103°  F.,  and 
usually  reaching  the  lower  figure  once  or  more  in  every  forty-eight  hours. 
With  this  fever  he  had  repeated  chills  and  lost  liftc'cn  pounds. 

He  returned  from  the  south  a  month  ago,  and  has  been  in  bed  for 
ten  days,  troubled  a  good  deal  with  gas  in  his  bowels,  with  occasional  belly 
pain  and  much  weakness.  Some  weeks  ago  a  homeopathic  pathologist 
found  a  malarial  parasite  in  his  blood,  and  since  then  he  has  received  at 
least  20  grains  of  quinin  a  day.  Ne\ertheless,  he  has  continued  to  have 
fever  and  has  grown  steadily  paler,  thinner  and  weaker. 

On  phj^ical  examination  he  shows  a  yellowish  pallor,  hemoglobin 
being  55  per  cent.  The  conjunctivtc  are  not  discolored;  the  urine  shows 
no  bile-'pigment.  The  chest  and  extremities  are  negative,  the  abdomen 
as  per  diagram  {Fig.  78).  The  edge  of  the  spleen  and  liver  are  both 
very  sharp  and  hard;  the  surface  of  the  liver  seems  to  be  somewhat 
irregular.    There  is  no  ascites. 

Discussion. — As  will  be  at  once  surmised  from  the  treatment  referred 
to  above,  malaria  was  the  diagnosis  up  to  June  19th.  The  chills,  the 
anemia,  the  large,  hard  spleen  and  the  report  of  malarial  parasites  in  the 
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blood  had  led  vtry  naturally  lo  this  diagnosis.  Yet  in  my  opinion  malaria 
could  be  abM>lutely  excluded,  owing  to  the  fact  lliat  the  fever,  though 
approaching  the  tertian  t\'pc  more  nearly  than  any  other,  did  not  yidd 
appreciably  to  large  dos«.'«  of  quinin,  which  were  ohviously  alttorbed, 
as  the  patient's  cars  had  been  ringing  steadily  for  weeks.  My  examtna- 
tion  o(  the  blond  rcvcalwi  no  irate  of  nutlanal  parasites.  The  rvd  cells 
numbered  3,120,000;  the  leukoc)-tc^  4&00,  the  ditfercnt  varieties  being 
present  in  approximately  normal  percentages. 

By  the  blood  examination  just  reported  leukemia  could  be  excluded. 
I  ha^xscc^  a  vcr)' similar  clinical  picture  produced  bym>'cloid  leukemia, 
but  tiic  blood  vfOi  in  that  case  very  distinctive  and  the  dulls  ka&  num- 
erous. 

As  the  patient  has  a  history  of  gall-stone  colic  and  has  now  an  ir 
lar  fever  with  chilb  and  ciiLorgcinent  of  liver  and  spleen,  it  is  natural  toil 
consider  for  a  moment  the  ixwsibility  that  he  nmy  now  be  suffering  from 
gall-stone  fever.  The  condition  of  the  abdomen  and  the  course  of  the 
temperature  arc  consistent  with  that  diafniosis.  although  the  splei-n  b 
UQUSually  large;  but  galLstone  fe^er  is  almost  alutiV'S  accompanied  either 
by  attacks  of  pain  or  by  more  or  less  transient  yellowing  of  the  conjunctiva.] 
during  some  part  of  the  attack. 

The  irregular  surface  of  the  U\'er,  if  it  be  taken  as  an  established' 
t&ct,  is  of  great  diagnostic  importance,  as  there  are  bul  two  common 
diseases  which  produce  hepatic  enlargement  with  irregularities  of  siu-face 
palpable  through  the  abdominal  tvall,  viz.,  cancer  of  the  l)\'er  and  syphilis 
of  the  liver.  Both  of  these  discuses  may  be  associated  with  fever,  though  ' 
this  is  more  common  in  syphilis.  Ttw  age  of  the  patient,  the  freedom 
from  marked  gastric  symptoms,  and  the  size  of  the  spleen  point  distinctly 
to^vard  s>'philis  rather  than  catKer. 

As  soon  as  I  asked  the  patient  the  direct  qucKtion,  he  admitted  that  he 
had  had  s)-philis  seven  years  previously,  and  been  treated  for  it  by  a  well- 
known  si>ecialist  whose  diagnosis  I  Vtwvf  to  be  irreproachable.  The 
patient  had  concealed  this  portion  of  his  liistor}'  e^'en  from  his  attending 
phyMcian,  who  had  not  happened  to  ask  him  the  direct  question. 

Outcome. — The  patient  was  at  once  put  on  intramuscular  injections 
of  mcrcurj-  witii  15  grains  of  potassium  iodid  after  each  meal.  Hy  June 
28th  his  fe\-er  was  abating  and  general  improvement  quite  noticeable. 

He  afterward  made  a  complete  rcco^try. 

Diagnosis.— Syphilis. 


Fig.  n-~l^rd<^l  ^fP^  ^  t'uc  "S-    NodMbMM:  na  Imdlli  in  *|aiu;  clUit  ctf  )>klliU« 

In  tm  wmIu. 


n^  Ho.— I'hj^ckl  tl|pi*  in  •  cue  d  uncttituiMil  (rvrt,     I'TatiioIly  no  tooglt 
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Case  215 


I  was  called  October  24,  1905,  to  see  a  young  man  of  twenty-four — a 
steam-gage  fitter.    I  reproduce  the  history  as  it  was  given  to  me. 

He  had  complained  of  a  week's  increasing  dyspnea  and  great  lassi- 
tude. The  attending  physician,  who  saw  him  at  the  beginning  of  this 
illness,  had  kept  a  temperature  chart  which  showed  that  there  had 
been  fever  each  day,  rising  to  roi"  or  102°  F.  at  night.  The  pulse 
range  was  from  100  to  ir2.  The  respiration  rate  showed  a  steady 
rise — 28  for  four  days,  30  for  the  succeeding  two  days,  and  36  for  the 
past  twenty-four  hours.  There  was  much  sweating  with  the  fever, 
but  no  pain  and  no  other  symptom  except  a  slight,  dry,  hacking  cough, 
which  was  not  complained  of  and  produced  nothing  until  the  day 
previous,  when  a  single  small  mucopurulent  mass  was  expectorated. 
This  was  examined  at  the  Board  of  Health  laboratory  and  found  to  be 
negative.  The  urine — 1025 — contained  a  trace  of  albumin,  a  few 
fine  and  coarse  granular  casts,  and  a  positive  diazo-reaction. 

The  blood  showed  no  Widal  reaction.  There  was  no  wound  or  other 
known  source  for  sepsis;  no  history  of  syphilis;  no  recent  gonorrhea. 
The  chest  and  abdomen  had  been  examined  with  negative  results. 

What  possibilities  should  be  here  investigated? 

1.  The  past  history  should  be  scrutinized. 

2.  The  physical  examination  should  be  repeated  with  special  reference 
to  the  presence  of — 

(a)  Central  pneiunonia;  (b)  endocarditis  and  pericarditis;  (c) 
typhoid;  (d)  miliary  or  generalized  tuberculosis. 

Further  investigation  of  his  past  history  showed  that  he  had  always 
been  well,  aJthough  in  the  previous  August  he  had  had  some  swollen 
^ands  in  the  side  of  his  neck,  which  persisted  for  three  weeks  and 
were  acannpanied  by  night-sweats.  After  that  he  felt  very  well  and 
went  to  work  again. 

Physical  examination  showed  the  signs  indicated  in  Figs.  79 
and  80.  The  heart  and  pericardium  showed  nothing  abnormal. 
The  temperature  chart  [showing  a  normal  or  subnormal  temperature  each 
morning]  was  practically  sufficient,  considering  the  previous  course  of 
the  illness,  to  exclude  typhoid  and  central  pneumonia.  The  leukocyte 
count,  which  was  normal,  added  to  the  e\idence  against  pneumonia. 

The  boy  did  not  cough  at  all  during  my  iisit,  but  the  character  of 
the  signs,  when  taken  in  connection  with  the  fever  and  other  symptoms, 
seems  to  me  to  point  strongly  toward  pulmonary  tuberculosis,  of  which 
disease  he  died  two  weeks  later. 
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The  attending  ph>'«ician  was  much  surjmsed  and  rather  skeptical 
at  my  diagnons,  "for,"  as  he  said,  "the  Imy  has  practically  no  ctni]^. 
almost  no  sputa,  and  what  he  dots  raise  has  been  cmntDcd  and  found 
neg&li*>'c."  It  cannot  Ik:  too  strongly  insisted,  in  x-iew  of  this  an<l  muny 
other  similar  cases,  that  a  negative  sjiutum  examination,  unless  it  lias 
))ccn  many  limes  rq>cated,  should  ncv'er  be  considered  as  evidence 
against  pulmonarj'  tubcrail<«is.  E\%n  then  it  is  by  no  means  conclusive, 
as  bacilli  niay  nut  apjKur  (or  many  \v&:Vi  or  e\-cn  months  after  the  unset 
o[  the  disease  in  the  lung. 

Diagnosis.— Pulmonan'  tuberculosis. 

Case  216 

On  January  i8,  1897,  soon  after  the  discover)*  of  Widal's  reaction 
In  typhoid  fever.  I  was  asked  to  examine  tlic  blood  of  a  febrile  case  in 
which  that  diagnosis  seemed  fairly  certain.    Some  confirmulion,  how* 
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Fl^  It.— Ctuirt  ttt  ouc  116. 

ever,  was  desired.  Four  weeks  previously  the  patient  had  had  a  mastoid 
operation  followinf;  an  attack  of  otitis  media.  All  lud  i^one  wdl.  and 
the  wound  was  now  almost  healed;  only  a  small  area  of  healthy  granu- 
lations  remaining  in  the  ma^-Ciid  region.  Nevertheless,  soon  after  the 
operation  the  patient  had  begun  to  have  fe\'er,  the  course  of  which  a 
sliown  in  the  srcconpanying  chart  (Fig.  80). 
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Throughout  its  course  he  had  complained  of  nothing  except  such 
discomforts  as  could  be  reasonably  attributed  to  the  fever  itself.  He 
had  had  no  headaches,  no  tenderness  at  or  near  his  wound,  no  symptom 
that  would  serve  to  localize  any  cause  for  the  fever. 

At  the  time  of  my  examination  a  group  of  typical  rose  spots  were 
scattered  over  the  abdomen.  Each  spot  was  about  2  mm.  in  diameter, 
and  disappeared  wholly  on  pressure.  The  spleen  was  not  palpable, 
and  visceral  examination  was  otherwise  negative,  with  the  exception  of  a 
few  scattered  rftles  at  the  base  of  each  lung. 

The  blood  examination  showed  leukocytes,  23,000,  88  per  cent,  of 
which  were  polynuclear.  The  Widal  reaction  was  entirely  negative, 
even  in  dilutions  of  i :  10. 

Discussioa. — I  reported  to  the  surgeon  in  charge  of  the  case  that  it 
was  not  one  of  typhoid  fever,  and  that  I  believed  some  type  of  wound 
infection  must  be  present.  At  that  time  I  did  not  know  of  the  common- 
ness of  infectious  thrombosis  of  the  lateral  sinus  and  jugular  vein,  since 
so  thoroughly  studied  by  Libman '  in  its  relations  to  bacteriemia. 
Doubtless  micro-organisms  might  have  been  cultivated  from  the  cir- 
culating blood  had  I  known  at  that  time  the  importance  of  the  test. 

A  great  skepticism  of  my  results  was  expressed  at  the  time.  The 
chart  was  so  typically  that  of  t}'phoid,  the  rose-spots  so  diagrammatic, 
the  patient  so  completely  free  from  any  local  symptoms  or  complaints, 
that  it  seemed  absurd  to  exclude  typhoid  on  the  evidence  of  so  academic 
a  laboratory  test  as  blood  examination.  This  was  before  we  had  been 
shown  by  thousands  and  tens  of  thousands  of  blood-counts  that  un- 
complicated typhoid  never  produces  such  a  leukocytosis  as  that  here 
recorded,  and  that  the  absence  of  a  Widal  reaction  after  four  weeks  of 
fever  is  strong  evidence  against  the  existence  of  t>'phoid. 

Outcome. — The  patient  died  January  21st;  autopsy  showed  a  septic 
thrombosis  of  the  lateral  sinus  and  jugular  vein. 

Diagnosis. — Septic  thrombosis  of  the  lateral  sinus  and  jugular  vein. 

Case  217 

A  physician  of  thirty-nine  was  seen  No\ember  30,  1905.  Six  years 
previously  he  had  had  the  grip,  followed  by  weakness,  emaciation  and 
night-sweate.  Pulmonary  tuberculosis  was  suspected,  but  not  proved. 
He  went  south  for  two  months  and  recovered  entirely,  and  has  since  then 
worked  very  hard,  "mostly,"  he  says,  "on  his  nerve." 

August  17,  1905,  a  hair-fotlicle  on  his  finger  got  infected.     It  was 

'  The  Importance  of  Blood  Cullure  in  Ihe  Smdy  of  Infections  of  Otitic  Origin,  by 
E.  Libman  and  H.  L.  Celler,  Trans.  Assoc.  Amer,  Ph)-sicians,  1909,  p.  361. 
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opened  and  curded  on  the  nineteenth  under  cocikin.  He  (cit  much  ex- 
hilaiaicd  thereafter,  and  made  his  tnedicat  calls  as  usual  throughout  the 
rest  of  the  day.  In  the  evening  he  collapsed,  and  had  a  very  sc^c^<:  [loin 
in  the  right  intcrco^Uil  region,  accompanied  by  high  iewr  not  rdic^cd  by 
poulttdng,  and  only  modifkd  by  )  grain  morphin.  Next  day  the  signs 
of  pleurisy  v^xTe  found,  and  f^o  days  later  an  area  the  size  of  an  orange 
appeared  near  the  angle  of  the  right  scapula.  Chxr  this  the  breathing 
was  hroitchovcacular,  with  dtilncss  and  crackling  rAlm.  These  signs 
lasted  without  much  change  for  four  weeks,  and  wctc  not  wholly  gone  for 
two  weeks  more.    .■Xn  irregular  fever  persisted  througlHiut. 

October  6tl),  though  still  weak,  and  desgute  the  presence  of  high- 
pitched  respiration  over  the  area  described  abo\-c,  he  felt  well  enough 
to  be  mo^'ed  to  the  White  Mountains,  where  he  rapidly  improxTd,  ate 
well  and  slept  wdl.  took  four-mile  walks,  and  had  no  couf>h  to  speak  of. 
He  had  several  tiad  headaches,  but  otherwi^  fdt  wdl  and  relumed  to 
work  October  36th.  At  this  time  his  lungs  were  examined  and  found 
normal;  his  sputa  contained  no  iKiciUi  and  no  dastic  fibers.  The  dair 
after  his  return  he  got  o\-crtired  and  again  collapeed,  t.  f.,  could  not  talk, 
cat,  or  at  up,  had  a  bad  headache,  and  was  awake  all  night. 

Next  day  he  fdt  better,  and  the  day  after  felt  "like  a  6ghting  cock." 
During  the  next  ten  days  he  did  his  medical  work  as  usual,  although  he 
felt  somewhat  poorly  cvcrj-  second  day.  November  3d  he  did  a  very 
bard  day's  work,  and  at  the  end  of  it  fdt  chilly  and  languid.  His  tem- 
perature was  found  to  be  102°  F.  From  No^■e^lUT  3d  lo  Nox'cmbcr 
3iOlh— the  day  on  which  I  saw  him— he  had  on  irregular  fevxr,  accom- 
panied by  headaches.  AU  his  symploms  tended  to  be  worse  every  second 
day. 

Two  of  his  coUeagues  mw  him  in  consultation  No\'ember  loth, 
the  diagnoses  considered  being  grip,  malaria,  and  simple  nervousneas. 
The  spleen  was  fell,  and  accordingly  quinin,  34  grains  daily,  and  Fowler's 
Bduttoa,  5  minims  three  times  a  day,  were  administered.  Tlic  i)iiimn 
hammered  the  iem|>eniture  down,  but  it  rt^e  again  as  soon  as  the  drug 
was  stopped.  The  blood  was  twice  examined  at  this  time,  and  found 
to  be  normal:  no  anemia,  no  leukocytosis,  noWidal  reaction.  The  urine 
was  also  normal  (November  13th). 

By  this  time  the  doclor — always  of  a  very  high-strung  ner>'ous  icm- 
pcramcnt — had  gotten  so  worked  up  about  himself  that  he  was  again  sent 
to  the  country",  but  while  there  still  had  fever,  ranging  from  100°  F.  in 
ibe  morning  to  101.4''  F.  in  the  e^'cning.  despite  the  adminisiniiion  of 
quinin,  34  grains  a  day.  During  the  last  two  weeks  he  has  had  ten  days 
of  pain  c»ver  the  lower  left  back,  in  the  region  of  the  diaphragmatic 


fljt.  iL—Vhytkal  rfgBA  simulating  (lulinonan  tuWrcutoii*  in  a  uue  c4  tqal*  irilli  ptw- 
Ulk  an)  iKtinqiliitk  abaooi.     Complete  and  loslinK  irtmcry  (olkwvd. 
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attachment.  Throughout  the  last  ten  days  of  his  fever  he  has  also  had 
pam  in  urination,  and  for  the  past  few  days  some  distress  in  the  rectum 
and  perineum. 

On  the  twenty-ninth  of  November  he  returned  to  his  home  feeling 
pretty  poorly  and  eating  very  little. 

Examination  November  30th  showed  temperature  100**  F.,  no  emacia- 
tion, abdomen  negative,  spleen  not  felt,  lungs  as  per  diagram  (Fig.  82). 

Discussion. — Typhoid  and  malaria,  it  seemed  to  me,  could  be  easily 
ruled  out.  I  could  find  no  e\'idence  of  any  form  or  focus  of  sepsis. 
Accordingly,  I  made  the  diagnosis  of  pulmonary  tuberculosis.  December 
ist  the  prostatic  symptoms  became  more  marked;  tenderness  and  fluc- 
tuation appeared  in  the  perineum  and  a  large  prostatic  abscess  was 
evacuated. 

December  loth,  tenderness  and  swelling  appeared  in  the  region  of  the 
left  twelfth  rib.  Incision  liberated  a  large  amount  of  pus  from  the  region 
of  the  kidney,  which  was  not  felt  or  seen.  The  patient  made  an  unevent- 
ful recoverj',  and  has  been  well  ever  since  (October,  1910). 

I  made  two  chief  mistakes  in  this  case:  first,  in  forcing  myself  to 
make  some  diagnosis,  even  an  improbable  one,  because  everything  else 
seemed  more  improbable.  The  proper  course  would  have  been  to  wait 
until  something  more  distinctive  appeared. 

My  second  blunder  was  in  paying  so  little  attention  to  symptoms  on 
the  part  of  the  bladder  and  rectum,  which,  though  very  trifling  at  the  time 
when  I  saw  the  patient,  were  enough  to  suggest  the  presence  of  a  septic 
focus  which  became  evident  within  twenty-four  hours. 

Diagnosis. — Perirectal  abscess;  perinephric  abscess. 

Case  218 

A  married  woman  of  thirty-two  consulted  me  in  October,  1908,  ac- 
companied by  her  physician,  who  was  an  intimate  friend  of  the  family. 
The  diagnosis  was  splenic  anemia,  and  the  problem  presented  to  me  for 
consideration  was  whether  splenectomy  should  be  done. 

The  patient's  complaints  were  of  general  weakness,  languor,  and  a 
dragging  sensation  in  the  left  axillary  region.  A  slight  continued  fever 
was  found  to  be  present.  The  spleen  reached  almost  to  the  navel,  and 
appeared  to  be  unusually  immobile,  perhaps  owing  to  the  presence  of 
adhesions.  Visceral  examination  was  othenvise  negative.  The  blood 
showed  3,500,000  red  cells,  8000  leukocytes,  45  per  cent,  of  hemoglobin. 
The  differential  count  showed  nothing  worthy  of  note.  The  red  cells 
showed  in  the  stained  smear  a  marked  achromia  with  slight  variations 
in  size.    No  nucleated  red  cells  were  seen. 
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The  patient  was  advised  to  enter  th«  hospital  for  more  careful  study. 
and  probably  for  an  eventual  splenectomy.  She  delayed,  however. 
nearly  three  months  before  scccptmg  this  suggestion.  Meantime  tliero 
had  been  a  conaderable  accumulation  of  fluid  in  the  abdominal  ca^-iiy. 
and  tapping;  had  abeady  been  required  about  two  weeks  before  lier 
cntiancr  to  the  hospilal. 

A  rcj^xamination  of  the  patient  at  this  time  showed,  except  for  the 
ascites,  no  especial  change  as  compared  with  the  conditiotis  previously 
found,  although  the  anemia  had  slightly  increased.  The  tem|>emture 
continued  slightly  clevnted,  the  {>ulsc.  respiration,  and  urine  noniial. 
Blood -pressure.  135.  Although  I  was  somewhat  apprehensive  tliat  Ite- 
patic  chanf^  might  have  pnsfnvssod  so  far  as  to  |>revcnt  the  s|)lencc- 
lomy  from  relieving  her  siinploms,  it  seemed  as  if  she  «cre  Roing  on  from 
bud  to  n'orse  in  sinte  of  all  that  giiod  hygiene  and  tltc  adminUtraiion  of 
iron  and  arsenic  could  do:  hente  it  seemed  best  to  go  on  with  the  splen- 
ectomy. i>crliai>s  preceding  it  by  a  direct  transfusion  of  blood. 

.■\t  this  juncture  I>r.  Wilder  Tilcston  saw  the  patient  at  my  request, 
and,  in  coovcreation  with  him.  the  iiutieni  tmiiiiontrd  that  she  liad  U-cn 
troubled  for  a  long  time  unth  catarrh  and  cold  in  her  head.  "It  hwl 
iMxn  there  so  long,"  she  said,  "that  I  am  getting  r|uite  used  to  it;  but 
a  little  while  ago.  as  I  was  blowing  my  nose,  something  came  away,  and 
I  noticed  that  then:  was  a  pasaage  from  one  nostril  to  the  other,  inside." 

Discussion.— Following  up  this  hint.  Or.  Tilcston  learned  that  she 
had  had  ■"Mime  *ort  ol  skin  disease"  in  her  scalp,  as  a  result  of  which 
there  were  still  marked  unevennes»cs  over  the  cninial  vault,  though  the 
skin  was  wholly  normal. 

No  other  exWcno.'s  of  her  previous  syphilis  were  demonstrable  either 
in  the  history  or  in  the  i^hysica]  examination,  but  the  fads  seemed  to 
me  to  warrant  an  immcdiaic  abandonment  of  the  plan  for  sjilcnoctomy 
and  a  thorough  trial  of  antisyi>hilitic  treatment,  which  she  had  never 
had.  .\s  a  result  of  this  she  gradually  returned  to  ])rrfect  health,  the 
spleen  dimini^Kd  to  nne-qunrtcr  its  former  siac.  the  anemia  and  ascites 
disappeared,  and  tltc  patient  was  en.-ibled  to  take  up  her  usual  mode  of 
life. 

This  waa  a  rery  tiarrcm'  escape  from  a  serious  mistake.  There  was 
nothing  in  the  histori-,  as  given  10  me,  to  suggest  syphilis.  Doubtless 
I  was  misled  |Kirtly  by  the  obvious  innocence  of  (be  woman,  partly  by 
the  fact  tlut  her  ph>-sician,  who  was  intimate  txitli  with  her  and  with 
her  husliand,  had  clearly  no  idea  that  the  huslnnd  had  been  infertrd 
prcvioui  10  marriage.  N'e\«nh#less.  1  ought  10  hiw  considered  syjihilis 
merely  from  the  association  tA  the  enlarged  s|ileen  and  ascites  with  an 
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anemia  of  unknown  cause,  for  in  that  text-book  which  we  should  all 
know  by  heart  I  find  the  following,  under  Syphilis  of  the  Liver: 

"  In  a  second  group  of  cases  the  patient  is  anemic,  the  liver  is  enlarged, 
perhaps  irregular,  and  the  spleen  also  is  enlarged.  Dropacal  symptoms 
may  supervene."  (Osier's  Practice  of  Medicine,  seventh  edition,  p. 
276.) 

Diagnosis. — Syphilis. 

Case  219 

A  boarding-school  boy  of  sixteen  was  seen  December  12,  1907. 
He  had  had  a  "regular  cold"  with  a  little  fever  which  seemed  to  be 
ended  three  days  ago,  but  next  day  the  temperature  rose  again  to 
102°  F.  Yesterday  morning  crackles  were  heard  for  the  iirst  lime  at  the 
right  base.  Last  night  at  midnight  he  vomited  and  complained  of  pain 
in  the  right  axilla  on  coughing.  When  examined  at  7  p.  h.  his  tempera- 
ture was  102°  F.,  his  pulse  90  and  dicrotic.  Except  for  slight  disten- 
tion of  the  belly,  the  abdomen  and  extremities  showed  nothing  abnormal, 
likewise  the  left  lung.  Examination  of  the  base  of  the  right  lung  behind 
showed  in  some  positions  nothing  but  enfeebled  vesicular  respiration, 
but  when  Iring  on  the  right  side  there  were  crackles,  increased  whisper, 
and  a  small  patch  of  feeble  bronchial  breathing  near  the  angle  of  the 
scapula. 

Although  these  signs  were  not  very  distinctive,  their  association 
with  a  typical  rusty  sputum  and  a  high  leukocyte  count  seemed  to  me 
to  justify  a  diagnosis  of  lobar  pneumonia.  On  the  nineteenth,  as  the 
temperature  suggested  an  empyema,  a  needle  was  put  in  near  the  angle 
of  the  scapula,  but  only  an  ounce  of  bloody  serum  was  obtained.  On 
the  twenty-fourth  he  was  tapped  again,  this  time  in  the  axillary  line, 
and  an  a:-ray  was  taken  of  the  chest,  which  showed  nothing  abnormal. 

January  3d  the  temperature  was  normal,  the  boy  hungry  and  sleep- 
ing well,  but  the  chest  signs  were  still  far  from  normal.  On  January 
6th  the  temperature  rose  again,  and  though  the  boy  was  still  eating, 
sleeping,  and  feeling  finely,  the  signs  were  as  in  the  accompanying 
diagram  (Fig.  83).  The  front  of  the  chest  and  the  axilla  showed 
nothing  of  importance.  The  boy's  temperature  was  101.6°  F.  in  the 
morning,  99.4°  F.  in  the  afternoon.  January  7th  it  was  102,2°  F.  in 
the  morning,  100°  F.  in  the  afternoon.  Between  this  date  and  the 
twenty-second  of  January  two  other  unsuccessful  taps  were  made. 
The  boy  continued  in  excellent  condition  despite  his  daily  fever.  The 
sputum  was  repeatedly  examined,  with  negative  results. 

At  this  time  he  was  moved  to  New  York  city  and  put  in  charge  of 
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Dr.  Evm  Evaji».  A  second  x-ray  m&dc  al  this  time  showed  (he  sppair- 
anccs  sketched  in  Fig.  84.  januan-  33d  ]tm  w«&  Tinally  found  under 
the  scapula  by  a  puncture  m^idc  through  the  axilla.  I'hc  boy  mtde  ba 
excellunl  ruovery. 

Diagnosis.— Interlobar  postpncumoruc  emp>-etna. 

Cue  220 

A  ^r)  of  six  entered  the  hospital  November  iS,  1907.  She  his 
alM-uys  been  weak,  and  often  co(n(daincd  of  her  cars.  She  hu  had 
measles,  chicken-pox,  and  whooping-cough.  Three  dajn  Ix-forc  en- 
trance she  fell  and  hurt  her  head.  Thai  night  slic  was  feverish  and 
complained  of  headache.  The  next  day,  her  mother  said,  nhe  "  never 
opened  her  eyts."  She  has  vomited  watery  material  se\'cntl  times, 
and  continued  to  complain  uf  jiain  in  her  buid,  also  in  the  alxltHnen. 
She  has  been  somewhat  consti))ated.     She  has  \xen  in  l>cd  two  dan. 

Phyacal  examination  showed  a  red  throat,  but  two  cultures,  taken 
November  i8th  and  November  aad,  were  negative  for  diphtheria.  The 
ears  were  also  negative;  noslilTncss  of  the  neck;  no  glandular  enlarge- 
ment. l*he  mucous  membrane  of  the  mouth  uks  normal.  The  chest 
and  abdomen  nornul.  The  edge  of  the  sfJcen  was  fclL  The  urine 
was  free  from  albumin  and  w^t.  There  wa»  no  edema.  The  blood 
was  nonnal.    The  chart  was  as  follows: 
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DiBcuSBiOD. — The  fevers  of  children  give  rise  to  far  more  diagnostic 
difficulties  than  those  of  adults.  Children's  temperatures  undergo 
far  wider  and  more  numerous  oscillations  in  perfect  health  than  adults' 
temperatures.  Besides  these  supposedly  normal  variations,  there  are 
a  great  many  short  periods  of  pjTexia  occurring  in  children  who  are  more 
or  less  out  of  sorts  without  any  reason  at  present  assignable. 

In  addition  to  the  variations  just  alluded  to,  children  are  subject  to 
many  fevers  lasting  several  days  "with  nothing  to  show  for  them" — 
i.  e.,  without  any  obvious  local  physical  signs  and  without  any  com- 
plaint to  direct  our  search  to  any  organ  or  tissue.  Among  the  commoner 
causes  ultimately  discovered  for  such  fevers  are : 

(a)  The  onset  of  the  exanthemata. 

(6)  Infections  of  the  heart  and  pericardium,  with  or  without  joint 
pains  {"  rheumatic  "). 

(e)  Otitis  media  (without  any  discharge  or  complaint  on  the  child's 
part). 

{d)  Urinary  infections  {"pyelitis,"  ascending  or  hematogenous). 
(c)  Empyema  (without  pain,  cough,  or  dyspnea).. 
(/)  Poliomyelitis. 

(f)  Tuberculous  meningitis. 
{h)  Typhoid  fever. 

In  all  such  cases  the  best  that  we  can  do  is  to  make  repeated  and 
comprehensive  examinations  of  the  child,  who  is  meantime  kept  in  bed, 
given  an  easily  digested  diet  and  plenty  of  water  to  drink.  Sooner  or 
later,  if  we  are  vigilant,  something  comes  to  light.  The  points  neglected 
in  the  present  case  will  be  obvious  from  the  outcome. 

Outcome. — On  the  twenty-fourth  repeated  examinations  from  head 
to  foot  still  showed  no  cause  for  her  illness.  She  slept  and  ate  fairly 
well,  and  took  an  interest  in  what  went  on. 

November  29th:  "Several  nights  ago  she  complained  of  pain  in  the 
left  leg.  Next  morning  the  left  knee-jerk  was  absent,  the  right  easily 
obtained.  It  was  found  that  the  child's  mother  had  been  bringing  her 
chocolate  candy  and  that  the  child  had  eaten  about  a  quarter  of  a  pound 
of  it,  hiding  the  box  at  night  under  her  bed-clothes." 

That  night  her  urine  was  reported  to  be  full  of  non-motile  bacilli 
resembling  colon  bacilli. 

December  8th:  "The  knee-jerk  on  the  left  is  sometimes  present, 

sometimes  absent,  sometimes  obtained  after  long  trials.     On  walking  the 

child  drags  the  left  foot  ever  so  little.     There  is  no  muscular  atrophy. 

A  considerable  amount  of  pus  appeared  in  the  urine  on  the  fifth  of  Decem- 
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bert  and  diis  has  iocrcascd  since.  Urotropin,  $  grains  thrice  diuly,  and 
abundant  waler  were  given." 

On  the  bvcnty-fourth  of  December  a  little  drooping  of  the  left  shoul- 
der was  pcrct|>tililc,  and  the  left  fcxjt  still  dragged  a  little. 

January  id,  the  urine  toeing. free  from  abnornutlilies,  the  child  was 
diKbarxcd  well. 

Diagnosis.— Poliomyelitis;  renal  infection. 

Case  221 

An  Irish  laborer  of  eighteen  entered  the  hospital  May  2a  1908.  ()n 
the  rcconunendation  slip  from  tlicoiit-)Ativnt  \s  uTiiten:  "  A[>|>cndicitis? 
Typhoid?  Tuberculosis?"  His  father  and  one  brother  died  of  phtluais. 
The  past  history  is  good.    On  the  fourth  of  December  he  began  10  have 


FIf.  S6.— CliBrt  of  OM  »tt. 

pain  in  the  stomach,  which  has  kept  him  awake  at  night  off  and  on  ever 
since  There  is  no  vomitinR:  no  appetite.  He  has  also  been  coughing 
for  the  same  period,  with  a  good  deal  of  sputa. 

Phyucal  examination  shows  slight  emacLitioo,  enlarged  tonsHs.  es- 
pecially the  right,  but  no  exudate.  The  heart  is  nonnal.  The  lun^s 
show  a  few  scnttered  cmckW  and  squeaks.  The  right  half  of  the  al>- 
dun>cn  is  slightly  more  rtsJsUnl  than  the  left,  and  in  the  region  of  ilw 
cecum  there  arc  marked  local  tenderness  and  a  mass  about  the  size  of  an 
egg.    The  edge  of  the  spleen  is  just  fdt  on  full  inspiration,  likewise  the 
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edge  of  the  hver.  The  knee-jerks  are  obtained  with  difficulty.  There 
are  old,  irregular  scars  on  the  backs  of  both  hands  and  at  the  lower  end  of 
the  right  ulna.    Leukocytes,  3800. 

At  no  time  was  there  any  considerable  abdominal  spasm.  By  May 
32d  the  tenderness  in  the  abdomen  was  gone. 

Discussion. — Remembering  the  great  susceptibihty  of  the  Irish 
to  tuberculous,  the  patient's  family  history,  and  the  long  persistent  cough 
of  which  he  complains,  we  cannot  but  consider  the  possibility  of  a 
tuberculosis,  pulmonary  or  generalized.  The  signs  in  the  lungs  are  con- 
sistent with  miliary  tuberculosis,  but  not  in  any  way  characteristic  of 
that  or  of  any  other  pulmonary  affection.  The  sputa  should,  of  course, 
be  repeatedly  examined.  {This  was  done,  but  with  negative  results.) 
A  tuberculin  reaction  might  be  tried,  but  would  be  significant  only  in 
case  it  was  negative,  as  the  vast  majority  of  adults  react  positively, 
owing  to  the  latent  obsolete  foci  of  tuberculosis.  Had  the  disease  been 
of  the  ordinary  pulmonary  form,  the  signs  in  the  lungs  should  have  been 
more  extensive,  in  view  of  the  long  duration  of  the  cough. 

Tuberculous  peritonitis  with  glandular  masses  and  adherent  coils  of 
intestine  near  the  cecum  might  explain  many  of  the  symptoms,  though 
one  would  expect  more  abdominal  spasm  and  tenderness. 

Appendicitis  must,  of  course,  be  considered,  though  the  local  signs  are 
few  and  slight,  and  the  cough  and  splenic  enlargement  could  not  be  thus 
explained.  The  leukocyte  count  is  also  surprisingly  low  for  appencU- 
dtis. 

The  scars  upon  the  back  of  the  hands  and  on  the  right  forearm  re- 
semble those  sometimes  produced  by  syphilis.  The  splenic  and  hepatic 
enlargement,  the  cough,  and  fever  might  thus  be  explained,  and  the 
absence  of  any  history  of  this  infection  is  of  no  importance.  Without 
further  evidence,  however,  one  would  not  resort  to  the  therapeutic  test, 
at  any  rate  until  other  probabilities  had  been  excluded. 

The  diagnosis  of  typhoid  fever  would  explain  the  present  symptoms 
very  well.  Many  cases  of  typhoid  exhibit  a  certain  amount  of  tenderness 
in  the  appendix  region,  and  this  patient's  lung  signs  are  those  usually 
found  in  typhoid.  We  are  puzzled,  however,  to  explain  the  long  duration 
of  symptoms.  This  man  can  hardly  have  had  typhoid  from  December 
4th  to  May  20th,  and  if  we  suppose  the  typhoid  to  have  begun  more 
recently,  we  have  no  means  of  conjecturing  what  other  disease  he  may 
have  had  previously.  Evidently,  what  we  most  need  at  the  present 
juncture  is  a  Widal  reaction  and  blood  culture. 

Outcome. — The  Widal  reaction  was  found  to  be  poative  May  2oth, 
and  typhoid  bacilli  were  isolated  at  the  same  time  from  the  ear  blood. 
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llie  course  of  the  discaiic  lliereafter  was  unctcntful.    The  paijcni  went 
hnmc  (MrrfMlly  well  on  the  tourttcnth  of  July. 
OiBcaoBis.— Typhoid  with  rdapse. 

Cam  222 

A  sali-sman  of  nineteen  entered  the  hospital  June  si.  1908,  with  a 
neKative  family  history  and  Kood  habits.    Four  montlis  a^-o.  in  Geofgiji,.] 
he  had  a  tevcr  which  kept  liim  in  bed  for  six  wcekK  and  a  half.    'Vhe 
blood  was  not  examined.     He  liud  twcn  ^ivai  ca|isiiloi  with  considciablej 
relief.    Six  da)'s  ago  be  had  a  chill,  followed  by  tieaduchc,  fever,  and 

nosebleed.    Four  months  ago  he  weighed 
154  |M)und!>,  now  he  udghs  1 34  pounds. 

Physical  cxaminitlion  showed  a  soft' 
systolic  murmur,  heard  all  over  the  \MV- 
cordia,  while  the  first  »ound  at  the  apex 
was  \'CTy  faint.  The  pulmonic  second 
was  ^ditcT  than  the  aortic  itccond  sound. 
There  was  no  enlargement  or  irrci^rity. 
The  arteries  were  jialjaWc  l>ctwccn  licats. 
Liver  dulncss  cxleitdtd  from  the  sixth  rib 
to  u  {Miint  two  inches  l>dow  the  cf«Uli 
margin  in  the  ponutemal  line.  Hie  soft 
od^e  of  the  spleen  was  fell  on  inS|tJnilion. 
The  course  of  the  icmi«raturc  is  shown 
ID  the  accompan>-ing  chart.  The  white 
cells  were  4300.  \Mdal  reaction  neRatix'e. 
No  malarial  parasites  were  found  in  the 
blood. 

Discussion.— Estivo-autumnal  malaria  is  naturally  our  first  kucss 
En  the  CQM-  of  a  febrile  jiaticnt  who  has  recently  returned  from  Georgia, 
but  this  is  at  once  ruled  out  by  the  nc^live  cxamiruitiun  of  the  blood  ' 
and  the  good  condition  of  the  |iaticnt.  If  he  had  had  estiro-autumnal 
malaria  in  his  s>3tem  for  four  months,  his  spleen  would  haw  been 
harder  and  probiibly  larger,  his  funeral  condition  worse. 

Kndocardial  fever  is  sugf^cstcd  bj'  the  presence  of  a  cardiac  murmur 
and  hinf;  duration  of  symiitoms,  but  the  leukocytes  are  rarely  so  few  in 
this  disease,  and  the  murmur  may  well  be  explained  as  "functional." 
U'hat  inference  should  be  drawn  from  (he  extension  of  liter  dulnow 

'  Very  nrelf  mahrU  p«naila  ur  Dot  to  be  tmtnd  in  (br  iwriphml  drculMion  at  ( 
■lajtk  eutoinBiioa  durioi  the  t«tinle  uag«  at  adn>HMluiniw)  imlaria.  I  bavr  koMrn  <il 
hai  uiw  Mcb  rats. 


FIf.  8j.— Out  of  <me  taa. 
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two  inches  below  the  costal  margin?  Should  we  consider  some  of  the 
hepatic  diseases  which  ate  often  associated  with  fever  (hepatic  syphilis, 
abscess,  cholangitis,  leukemia)?  I  think  not,  for  we  have  no  good 
reason  to  believe  that  the  liver  is  enlarged.  The  extension  of  dulness 
below  the  costal  margin  should  never,  in  my  opinion,  be  taken  as  evi- 
dence of  hepatic  enlargement  unless  the  edge  of  the  oi^an  is  also  palpa- 
ble. Duhiess  below  the  right  ribs,  continuous  with  that  of  the  liver, 
is  to  be  found  in  countless  cases  which  never  show  any  other  evidence 
of  hepatic  enlat^ement. 

The  loss  of  thirty  pounds  in-  four  months  makes  us  suspect  tuber- 
culo^  hidden  somewhere  in  the  body,  but  there  seems  to  be  no  good 
e%idence  to  support  this  suspicion,  though  tuberculosis  cannot  be 
positively  excluded. 

We  must  ask  ourselves  the  question,  Can  this  be  the  "fag-end"  of 
a  U-phoid  despite  the  absence  of  a  Widal  reaction?  The  time  of  year 
is  not  at  all  the  usual  one  for  such  an  infection,  and  at  first  sight  we 
should  suppose  that  after  so  long  an  illness  the  patient  would  either 
be  well  or  dead  if  he  had  had  typhoid  all  that  time.  Ejjperience  shows, 
however,  that  just  such  a  history  of  long,  indefinite  illness  is  to  be  ob- 
tained in  many  cases  which  turn  out  eventually  to  be  unmistakable 
typhoid.  No  one,  so  far  as  I  know,  has  adequately  accounted  for  this 
fact,  but  no  one  who  has  seen  much  typhoid  will  dispute  it.  It  is  com- 
monly explained  by  saying  that  the  patient  has  probably  had  most  of 
his  typhoid  before  he  came  under  observation,  and  that  what  we  are 
seeing  represents  the  end  of  a  relapse— perhaps  the  second  or  third 
relapse  that  be  has  had.  This  is  perhaps  the  most  plausible  explana- 
tion, although  we  should  expect  the  patient  to  be  much  more  exhausted 
as  we  recall  the  appearance  of  patients  who  have  had  two  or  three 
relapses  under  treatment.  We  must  reject  the  blasphemous  thought  that 
the  patient  may  be  in  good  condition  because  he  has  had  no  treatment. 

The  present  case,  however,  is  hard  to  explain,  even  by  this  rather 
far-fetched  hypothesis,  for  he  had  his  six  weeks  and  a  half  of  fever  four 
months  ago,  and  has,  since  that  time,  been  up  and  about  his  bu^ess 
until  he  was  suddenly  seized  with  a  chill  on  June  i6th.  It  remains 
to  me  a  mystery,  although  a  very  familiar  one,  many  examples  of  which 
I  see  each  autumn  when  patients  in  the  typhoid  ward  relate  very  cir- 
cumstantially the  course  of  an  illness  which  has  lasted  all  summer. 

Outcome.— On  the  twenty-fourth  of  June  the  Widal  reaction  was 
positive.  The  patient  was  out  of  bed  July  loth  and  discharged  well 
on  July  18th. 

Diagnosis. — Typhoid  (brieO- 
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Case  223 

An  Ttalun  laborer  of  twenty-eight  entered  the  hospital 
IQ06.  iiis  [amily  hiirtor)'.  paxt  histor}-,  and  habits  are  good, 
weeks  ago  he  went  to  bed  with  a  headache  and  iias  been  there  ever 
sbcc.  iiis  appc-titc  U  good,  but  Itc  ha&  not  boon  uUowcd  to  eat  much. 
His  bowels  ha\-e  )>een  constipated.  'J'here  lias  been  no  cough.  He  has 
had  three  noscblcvds. 

On  phy»cal  examination  the  [lupils  were  found  to  be  alightJy  irregular, 
the  right  larRcr  than  the  left  Both  reacted  normally.  'Ilic  glands  in 
the  neck,  ajdUe  and  groins  were  palpable,  but  not  enlarged,     niysttal 


t  ■> 
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Fig.  88. — Than  o(  cur  »i,v 

examinatioa  was  otherwise  Rcgati\ne,  also  the  urine.  The  eye-groutMU 
were  nonnal.    White  cells,  7000. 

Discussion. — C)nc's  first  impression  would  be  that  there  is  really 
not  much  the  matter  with  this  man.  His  ti:nii>eTature  is  practically 
normal,  his  organs  ncgatiw  to  physical  examination.  But  on  second 
thought  we  must  nxof^zc  that  a  young  lulian  laborer  does  not  suy 
in  bed  three  weeks  for  the  fun  of  it.  Somcthine  must  be  the  matter  with 
liim,  and  his  doctor  says  that  he  has  hud  a  fi;>'er. 

A  very  considerable  proportion  of  Italian  luborcrs  appear  to  have 
had  syphilis.  The  irregularity  of  the  pupils  and  the  palpable  ^aodi 
seemed  to  support  this  idea;  but  it  was  not  possible  to  get  beyond  the 
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npoa  o(  conjecture  as  r^ards  syphilis,  for  the  WuMTmann  reaction 
was  not  then  In  use. 

The  siovr  pulsu  and  Ihc  nilhcr  per&islcnt  headache  might  be  taken 
as  evidence  pointing  toward  brain  tumor  or  other  cerebral  lesions;  but 
this  suggestion,  like  the  others,  had  to  be  left  hanging,  as  there  were  no 
sufficient  Rroiinds  for  a  more  fiositive  decision. 

At  this  lime  of  year  and  in  a  patient  with  this  history  il  is  always 
a(l\isablc  to  tr)*  a  Widal  reaction.  The  result  of  it  was,  in  this  case, 
extremely  interesting,  as  is  indicated  by  the  outcome. 

Outcome. — l"he  Widal  reaction  was  strongly  positive  at  entrance. 
The  later  course  of  the  temperature  is  shown  in  Fig.  88.  The  patient 
went  home,  apfjarently  well,  on  the  twenty-second  of  October, 

Diagnosis. — Typhoid  (afebrile  when  first  seen). 

Case  224 

A  houae^vife  of  thirty-seven  was  seen  March  16,  1907.  Her  family 
history  was  good.  She  has  never  been  sick  before.  She  has  been  numng 
her  twelve-year-old  ^rl,  who  has  been  siok  for  three  weeks  with  fever. 
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rhca.  tliirst,  and  stupor.  Yesterday  her  boy  of  fourteen  was  also 
taken  sick.  She  has  felt  tired  from  nursing  her  children,  but  did  not  call 
herself  sick  until  Ihc  doctor  took  her  temperature  al  6  p.  b.  to-day,  and 
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found  it  to3°  F.  She  sleeps  well,  but  is  constijiatcd  and  has  a  rather 
poor  appcliiL-. 

Kxaminaiion  showed  an  obe!>e,  apatJictic  woman,  her  sralp  covered 
with  crusts.  A  soft,  blowing  systolic  murmur  wits  heard  over  tlic  pre- 
cordis,  loudest  in  the  pulmonary  an-a.  Hie  pulmonic  second  sound  u-ns 
accentuated,  the  heart  not  enlarged.  The  lun^  and  ulxjomcn  wcir 
negative.  While  cells,  4600;  \\'idal  riTtction  ncfpitive.  The  buwds 
moved  daily.  On  the  twcnt>'-sixth  she  be((an  to  suffer  from  diarrhea 
with  dislrcSMng  tenesmus,  which  lasted  three  days,  and  on  the  same  day 
she  passed  a  small  amount  of  hlnod.  the  pulse  not  being  at  all  affected. 

On  the  t«'aity-ciKhlh,  rectal  examination  rc\'calfd  a  large  nuAS  of 
feces  just  inside  the  anus.    Removal  of  this  rclie\'ed  nil  ilic  s>-mptoms. 

On  the  ihiid  of  April  she  complaintrd  of  a  burning  micturition.  The 
urine  shoned  nothing  alHtomuil  except  cxtRine  acidity.  Citrate  of 
potassium  and  cream  of  tartar  water  promptly  relieved  this  sjTnptom. 
She  u-ns  dischar(;ed  well  on  ihc  twenty -seventh. 

DiKussion. — When  a  woman  has  a  fever  and  notiiing  to  show  for  It: 
when  the  leukocytes  arc  suhnnrmal  and  two  others  in  the  same  famil}' 
have  febrile  illnesses,  the  chances  are  strongly  in  tuvat  of  the  assump- 
tion that  she  has  typhoid  feVer.  [wolnbly  aci|iiin.-d  by  contAct.  In  the 
present  case  the  Widol  reaction  ap(M:arcd  March  10th,  but  Ihe  diagnosis 
K-ns  easily  made  before  that. 

The  case  is  introduced  here  to  exem)>Iify  lite  occurrence  of  diarrhea 
and  tenderness  due  to  fecal  im[)aclion  in  typhoid  fever,  even  though  the 
bowels  had  l>cen  moving  daily.  Such  cases  arc  not  at  all  uncommon,  and 
U  rectal  examination  b  neglected,  Ihe  trouble  is  rarely  recognixcd,  and 
may  cause  much  suffering.  It  usually  occurs  toward  the  end  o{  the  coh. 
at  or  near  the  period  of  defervescence,  coming  on  i]uite  suddenly  and 
without  warning.  The  accumulation  is  often  so  great  tluit  it  has  to  be 
removed  mechanically.  The  lesson  forced  upon  me  by  my  failure  in  one 
such  case  was  never  to  neglect  rectal  examination  in  a  case  of  diarrbea. 

Of  some  interest  also  is  the  dysuria,  which  the  tlicra^ieutic  Icsls  ap- 
parently prove  to  be  due  to  hyperacidity  of  Ihc  urine. 

Diagnosis.— T)^)hoid;  imfnction;  dysuria. 

Case  225 

A  rubber  worker  of  thirty-seven,  a  Swede  by  birth,  entered  tf 
bosfntal  June  10.  190S.  His  Eamily  history  and  )>usl  history  were  good, 
except  that  he  had  "typhoid"  at  the  age  of  eighteen,  and  "malaria" 
for  a  week  a  year  ago. 

Two  weeks  ago,  while  at  work,  he  had  a  severe  chill  and  abdominal 
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H           cnmps,  which  doubled  him  up.    After  three  hours  he  went  to  work        ^H 
H           again  and  kept  on  for  the  next  two  daj-s,  when  he  had  to  give  upon  account        ^H 
^1           of  ^t-cakness  »nd  puin  in  his  stomiich.    He  has  Iict-n  in  bed  for  a  week.        ^H 
^M            To-day  he  vomited  tuicc;  he  has  had  no  appetite,  poor  ^lecp,  moderate        ^H 
^1           constipation.     He  has  pushed  \irinc  only  twice  in  each  twenty-four  hours       ^H 
^1            dufin^  the  Jast  two  weeks.     What  he  ]ki.sscs  h  ver>'  red.                                    ^H 
^B                Physical  examination  showed  ot)\-ioitfi  loss  of  weight.    Cardiac  dul-        ^H 
^M            nas  extended  one  inch  beyond  the  right  border  of  the  sternum.     No        ^^| 
^M           cardiac  impulse  \vat>  seen  or  felt.     There  was  nothing  abnormal  about       ^H 
^M            the  sounds.     The   left   lung  ^houcd   bronchial   respiration  above  the        ^H 
^M            clavicle,  bronchovesiculnr  respiration  and  increased  voice-sounds  down        ^H 
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Fig.  96. — ChatI 

e  second  rib.    Below  that  level 
e  fremitus  were  diminished ;  pcrc 
was  quite  negative.    The  white  c 
"he  chest  was  tapped  on  the  cle^ 
w  fluid  rcmo\ed.    Specific  grti\i 
hocjies,  q?  per  cent. 
)n  the  sixteenth  64  ounces  more  v 
twentieth  it  was  tapped  a  third 
he  twenty-cighlh  it  was  again  tap 
weight  a  month  before  entering 
im«  of  his  discharge  it  was  134  [j 

215.                                         ^^U 

\'oice-sounds,  breath-sounds,  and        ^H 
jssion  was  dull  to  ^at.    The  abdo-        ^H 
ells  were  7400;  the  urine  negative.        ^| 
enth  and  40  ounces  of  clear,  pale        ^H 
ty,  ]oi7;  albumin,  3.8  per  cent.;        ^H 

ere  removed  from  the  chest.    On             1 
time,  but  only  10  oimces  found, 
ped  and  70  ounces  were  removed, 
the  hospital  wiis  155  pounds.    .'\t 
ounds< 
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DlscussioD. — In  rubber  workere  we  meet  with  all  sorts  of  obstinate 
and  debilitating  symptoins  which  oftentimes  refuse  to  be  grou|>cd  into 
any  recognizable  disease,  allliough  lead  colic  sometimes  cmert;es  from 
the  obscurit)',  in  case  the  workers  deal  with  that  jmrt  of  tlic  proces  of 
roantifacturc  in  which  lead  is  u«ed.  But,  so  for  as  I  am  aware,  none  of 
the  toxic  cITccts  of  work  in  a  rubber  factory  produces  fever. 

The  patient's  account  of  himself  gives  ua  no  inkling  of  what  may  be 
the  cause  of  the  fever.  Physical  examination  and  (he  results  of  upira- 
■tion  leave  no  doubt  that  the  patient  has  been  sulTcring  from  a  pleurml 
effusion.  It  is  unusual,  however,  to  observe  so  rapid  a  reaccumulation 
of  the-fluid.  In  the  y*at  majority  of  cases  of  ordinary  lubcrculous  [ileur- 
isy  a  sin^e  tapping  suflkcs.  or  if  recurrence  takes  place,  it  is  far  less 
rapid  than  in  the  present  case,  which  suggests  another  and  more  ominous 
poesibility. 

\Mienever  rapid  and  frequent  reaccumulation  of  ptcural  lluid  occurs 
in  a  case  bclic\'cd  to  be  one  of  ordinary  (tuberculous)  pleurisy,  we  should 
always  Ruspcct  malignant  disease  of  the  lung,  pleura,  or  mcdi.tstinal 
glands,  iKi  matter  how  young  the  patient  and  desjiite  the  absence  of  all 
pain.  I  ha\-e  twice  made  the  mistake  of  diagnosing  u  pleurisy  a  case 
which  turned  out  to  be  malignant  disicasc  with  secondary  efTusioo.  Malig- 
nant disease  not  infrequently  produces  a  bloody  ctlusion,  but  this  Is  by 
no  meaits  inviariable. 

The  x-ray  gives  us  usually  but  little  assistance  in  doubtful  cases  of 
this  type.  a&  the  collapsed  lung  may  simulate  the  shadow  produced  by 
malignant  disease.  The  cellular  elements  of  tlie  sediment  may  be  iden- 
tical in  both  diseases.  The  first  clue  obuincd  in  most  doubtful  cases  l^ 
the  appearance  of  a  metastasis  in  one  of  the  external  h'mph-^ands  or 
dsc^vhcre.  loiter  the  Meady  decline  in  the  patient's  strength  makes 
it  obvious  that  something  more  serious  than  pleurisy  underlies  the 
eSusion. 

Outcome. — After  July  38th  there  was  no  further  reaccumulation 
and  the  patient  rapiilly  improved.  On  August  61)1  he  went  to  Rutland 
Sanatorium, 

Diagnosis. — Pleurisy  (tuberctilous). 


Case  226 

A  young  married  woman  of  twenty  nns  first  seen  January*  37,  1904. 
Two  months  ago  her  second  chikl  was  Ixtm.  hemorrhage  and  curetiag 
followed. 

Fever  and  ehUls  for  Ihref  weeks.  (Sec  Fig.  91.)  No  [Kiin  what- 
ever.   No  other  complaints. 
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Phyncal  examination  neRsiivc.  Widal,  negative.  Wliiics,  7000. 
Tlic  case  was  considered  by  Dr.  R.  H.  Fitz  a  mild  septicemia.  The 
uterus  was  dcxtroretrovcrtwl.  Cmvix  vcrj'  soft.  Uterine  body  verj- 
hard.    Culs-dc-sac  free.    The  uterus  was  dilated  and  cureted. 

February  iQlh  vaginal  examination  showed  some  edema  in  right  iliac 
region. 

Discussion. — ^This  woman  complained  of  nothing  in  the  world  but 
(ever.  M  she  had  rather  recently  cJiiigrated  from  Italy,  liad  had  re- 
peated chills  and  irregular  fever,  her  blood  was  many  times  examined 
for  malarial  parasites,  but  none  were  found. 

After  this,  t>-phoid  was  considered,  although  the  chart  was  ver>- 
unlike  it,  and  the  patient  shovNcd  at  no  time  any  hebetude.    The  Widal 
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Fig.  gi. — Cliurt  ol  imc  ii6. 

reaction  was  done  a  number  of  time»,  always  "xiih  negative  results. 
Nevertheless,  tyj»hoid  could  not  positively  be  excluded. 

^nce  the  symptoms  came  on  soon  after  her  confinement,  there 
seemed  good  reason  to  believe  that  the  case  might  be  one  of  mild  sep- 
ticemia, pelvic  in  origin.  The  dilating  and  curctage  were  done  with 
tlus  idea  in  mind,  but  no  improvement  followed,  and  the  diagnosis 
remained  altogether  in  doubt. 

Mesenteric  and  peritoneal  tuberculosis  arc  esiwcially  common  in 
recent  immigrants  of  the  Italian  race,  and  it  is  imjxissible  to  exclude 
this  diagnosis,  though  there  were  no  signs  of  fluid  in  ihc  peritoneal 
uvity,  no  fialpable  glandular  masses,  and  only  a  moderate  general 
abdominal  spasm,  rather  more  marked  in  the  lower  half. 

Outcome. — The  patient  was  examined  under  ether  on  the  twenty- 
third  of  February,  and  a  mass  was  felt  in  the  region  of  the  cecum.  The 
abdomen  was  then  opened,  and  the  mass  found  to  consist  of  caseous 
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glands  intimstcly  adherent  to  tlie  cvcum.  MicrtKcopic  ccamtnniion 
proved  tuberculosis.  After  a  long  illness  (Ik  puticiit  rinnlly  nude  a 
perfwrl  recovcrj'. 

Diagnosis.— Pciictcal  lubcrculoeis. 

Case  227 

A  carpenter  of  iweniy-scvcn  entered  tlic  Ix»j>itttl  Fcbruarj-  17,  1907, 
with  an  excellent  family  history  and  past  hiMory.  He  drinks  one  or 
two  pints  of  beer  a  day,  nrcly  a  glass  of  whisky.  His  habits  are  other- 
wise good. 

Tut)  weeks  ai^  he  "got  a  cold."  and  felt  «ck  enough  to  go  to  l)ed. 
although  free  from  iiain.    Since  (l»en  he  has  had  u  slight  cough  and  has 
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F1(,  91.— Clwn  <rf  <*Mr  taj. 

raJMd  a  litdc  s|>uta,  which  he  describes  as  Uofk  antt  vhilr.  He  says 
he  feels  lircd  all  over,  and  for  the  past  three  days  has  h^d  some  jiain 
in  the  right  axilla  and  in  the  n-gion  of  the  right  ni|>|)le,  not  increased  by 
deep  breathing.  To-day  hb  od\\  complaint  b  of  wcakncM.  Hb 
appetite  is  good,  his  bowels  rcRular,  but  he  thinks  he  his  lost  much 
weight.     (For  the  trmperaturc.  see  the  arcoin]KtnyinK  chart.) 

On  ph>'stcal  examination  the  heart  showed  nothing  abnormal. 
The  left  lung  was  negativv,  save  (or  a  few  sicatlered  riles.  Throughout 
the  right  lung  line  crackles  were  heard,  witli  slightly  diminished  voice- 
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sounds,  except  at  the  apex,  where  they  were  slightly  increased,  with 
a  littie  dulness  on  percussion.  The  edge  of  the  liver  was  felt  one  finger's 
breadth  below  the  ribs.  Physical  examination,  including  two  examina- 
tions of  sputa,  was  otherwise  negative.  The  Widal  reaction  was  always 
negative.  The  leukocytes  numbered  12,400  on  February'  17th;  13,000 
on  February  i8th;   16,500  on  February  22d;   11,900  on  February  26th. 

DiBCUssiOQ. — It  seems  natural  to  associate  the  fever  and  the  rather 
indefinite  pulmonary  signs  as  cause  and  effect,  but  it  is  hard  to  see 
how  these  signs  can  be  considered  sufficient  to  represent  a  pneumonia, 
an  acute  pulmonary  tuberculosis,  or  an  empyema,  which  are  about  the 
only  lung  diseases  one  would  think  of  in  this  connection.  Tuberculosis 
seems  perhaps  the  more  probable  of  the  three,  but  we  have  no  positive 
evidence  of  this  in  the  sputa  or  elsewhere. 

Let  us  attack  the  problem  from  a  different  point  of  view.  As  I  have 
elsewhere  shown,'  there  are  but  three  obscure  continued  fevers  in  New 
England  which  last  over  two  weeks — typhoid,  tuberculosis,  and  pyo- 
genic infections  (sepsis).  The  other  fevers,  such  as  those  due  to  menin- 
gitis, to  acute  articular  rheumatism,  to  leukemia,  pernicious  anemia, 
syphilis,  or  malignant  disease,  are  rarely  "obscure" — that  is,  they  show, 
as  a  rule,  some  obvious  local  lesions  as  their  cause.  Returning  then  to 
our  case  with  this  clue,  it  seems  that  we  may  exclude  typhoid  because 
of  the  continued  leukocytosis,  the  continued  absence  of  the  Widai 
reaction,  the  excellent  appetite,  the  absence  of  splenic  enlargement,  and 
the  time  of  year. 

Sepsis  is  not  so  easily  excluded,  but  the  great  majority  of  cases  show 
either — (a)  a.  definite  localized  focus  or  source  of  infection,  or  {b),  in 
the  absence  of  such  focus,  a  much  more  serious  clinical  picture.  This 
patient  does  not  seem  much  sick,  especially  when  we  compare  his  con- 
dition with  that  of  patients  with  generalized  pyogenic  infection  without 
demonstrable  source. 

Can  pulmonary  tuberculosis  which  shows  its  presence  by  signs  as 
slight  and  as  few  as  in  the  present  case  be  yet  responsible  for  sucli 
marked  and  continued  pyrexia  ?  Experience  shows  that  it  can.  Nothing 
b  more  remarkable,  as  one  studies  a  large  series  of  cases  of  pulmonary 
tuberculosis,  than  the  discrepancies  between  the  amount  of  lung  in\oIved 
and  the  amount  of  constitutional  disturbances,  such  as  fever,  prostra- 
tion, emaciation,  indigestion.  Some  patients  in  whose  lungs  two  or 
three  lobes  are  obviously  infiltrated  feel  scarcely  sick  at  all,  and  keep 
about  their  work  for  many  months.  Others,  in  whom  we  can  scarcely 
discover  enough  physical  signs  to  assure  the  diagnosis,  are  utterly 
'  See  Reference  on  p,  toy 
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prostrated,  drenched  with  sweats,  constantly  Tcbrile.  unaltlc  to  digesl, 
and  rapidly  emaciate.  Presumably  these  differences  are  due  in  put 
to  ibc  variations  ta  individual  rcsistanct-,  in  part  to  the  nature  of  ibe 
■econdary  infection  ingrafted  ujion  ihe  original  tuberculosis. 

Outcome.— After  many  vxanunationi;  tubercle  bacilli  were  finally 
dcmonstralcd  February  35th  in  a  small  s|Hx-k  of  mucus  which  accom- 
panied about  30  C.C.  of  fresh  blood.  No  t)'pical  signs  of  soltdiriCBtiOD 
appeared  until  March  6th.    March  13th  he  was  dischaiigcd  worac. 

Diagnosis. — Phthisis. 

Case  228 

A  teacher  of  thirty-four,  of  good  family  histor)*,  cnlen.'d  Ihe  hospital 
December  17,  190O.    He  had  been  told  about  eight  years  ago  that  he 
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hid  a  weak  heart.  He  had  gonorrhea  five  yean  ago,  sj-philis  eight 
years  ago. 

Five  weeks  ago  he  "took  cold,"  had  a  slight  cough  and  fever,  occa- 
sionally a  littte  pain  in  the  right  knee,  later  in  various  other  parts  of  the 
body,  never  constant  or  definite.  lie  kept  at  work  until  five  da>'S  ago. 
when  he  took  to  t>cd  on  the  advice  of  his  physician.  He  now  feels 
some  aching  all  o\-er  his  body;  he  has  no  appetite,  much  constipation. 

The  palpable  cardiac  impulse  extends  as  km  as  the  sixth  space 
tn  the  nipjik  line.    There  is  harsh,  s)-£tolic  murmur,  best  heard  at  the 
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apex,  but  also  audible  all  over  the  chest.  The  pulmonic  second  sound 
is  slightly  accentuated.  Dr.  H.  F.  Vickery,  who  had  previously  seen 
him,  stated  that  this  munnur  has  been  here  foi  at  least  fourteen  years. 
Phyacal  examination  is  otherwise  negative  except  for  a  leukocytosis 
of  19,300,  and  a  fever  ranging  between  101°  and  103°  F.     (See  Fig, 

93) 

On  December  23d,  slight  dulness  and  slight  increase  of  voice  were 
made  out  at  the  left  pulmonary  apex.  The  patient  says  he  has  worked 
very  hard  for  more  than  a  year  and  is  tired  out.  He  now  sleeps  most 
of  the  time,  but  complains  of  no  discomfort. 

There  was  no  change  in  his  condition  for  the  next  month.  He 
Temped  cheerful,  his  sleepiness  gradually  wore  of!  and  lus  appetite 
returned,  but  he  continued  to  have  fever. 

Pneimiovacdnes  were  given,  begiiuung  March  17th,  but  produced 
no  improvement.  After  the  12th  of  March  the  temperature  became 
subnormal,  and  remained  so  for  most  of  the  following  month,  though 
the  leukocyte  count  was  persistendy  high,  \-arying  between  10,000  and 
34,000.  On  the  twenty-fourth  of  March  the  red  cells  were  3,012,000, 
the  hemoglobin,  50  per  cent.  Of  the  white  cells,  92  per  cent,  were  poly- 
nuclear  and  the  rest  lymphocytes. 

Discussion. — Another  case  exhibiting  at  the  time  of  entrance  a  jever 
and  nothing  else.  The  constant  leukocytosis  makes  it  possible  to 
exclude  typhoid,  and  the  other  features  of  the  examination  rule  out 
practically  everything  else  except  tuberculosis  and  some  form  of  pyo- 
genic infection.  The  patient  slept  so  large  a  portion  of  his  time  during 
the  first  month  of  his  stay  in  the  hospital  that  meningitis  was  at  tunes 
suspected,  but  at  no  time  were  there  any  physical  signs  tending  to 
confirm  this  suspicion. 

The  pulmonary  signs  described  under  the  date  of  December  23d  are 
such  as  are  found  in  a  great  number  of  sick  people  if  the  examination  is 
conducted  with  the  utmost  care  in  a  quiet  room.  At  the  right  apex 
they  would  have  no  significance  whatever.  At  the  left  they  call  for 
more  consideration,  but  are  not  in  themselves  sufficient  to  make  us 
seriously  fear  pneumonia  or  tuberculosis. 

Whenever  a  continued  fever  accompanies  a  cardiac  murmur  such 
as  that  here  described,  there  is  reason  to  fear  that  a  vegetative  endo- 
carditis is  at  work.  But  in  the  present  case  we  have  reason  to  believe 
that  the  murmur  has  existed  for  at  least  fourteen  years,  so  that  its 
association  with  this  fever  may  not  be  significant.  On  the  other  hand, 
the  severe  secondary  anemia  and  the  constant  leukocytosis  give  us 
reason  to  believe  that  the  old  process,  which  was  recognized  upon  the 
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mitral  valve  fourtct-n  j'cars  ago,  has  aguia  become  actJn,  like  some 
hitherto  quiescent  volcjum. 

Outcome.— Beginning  with  M&rch  iQlh,  be  had  a  ^reat  deal  of 
vomitio};,  tlw  vomitus  containing  consideruLili;  blood  on  one  occasion. 
At  this  time  there  was  little  or  no  putsc  to  be  felt  in  the  right  arm,  although 
in  the  kit  it  was  (airly  strong.  N'omiting  cca^rd  within  a  (cvr  days, 
but  the  patient  was  left  cxceedinKly  emaciated  and  weak.  Two  pur- 
plish areas  de\'elo)>ed  April  t4t)i  on  the  dorsum  of  the  left  fool;  they 
dtsRp|>eared  during  the  day.  .\nothcr  appeared  on  the  heel  in  the 
mmc  alternoon.  The  patient  l>C}^n  to  l>c  dcliriotu  about  ihift  time 
and  he  died  on  the  twenty-tirst  of  April. 

Autopsy  showed  polypous  endocarditis  of  the  mitml  \-alvc;  multiple 
infarcts  of  the  spleen  and  kidneys;  hypertrophy  and  dilatation  of  the 
heart. 

Diagnosis.— Malignant  endocarditis. 

Case  229 

A  housewife  of  stxty-3ie\'en  entered  the  ho&pital  Fcbniary  lo,  1909. 
She  has  seemed  lo  be  |>cr(ectly  well  until  this  momini;.  although  she 
has  noticed  that  licr  feel  swell  from  time  to  time,  and  ha&  been  aware 
that  she  |>asaed  unusually  Inrj^c  quantities  of  urine.  She  has  had  no 
headache  and  no  vomiting. 

This  mominc  she  awoke  at  fmir  o'clock,  saying  that  <ihe  did  not 
feel  well.  Within  a  short  lime  she  had  8c^'eTal  ctrnvubions  and  l>ecame 
comatose. 

PhyskaJ  examination  showed  a  red.  parched  tongue.  l)»e  heart's 
apex  one  inch  oul&ide  the  nij^ilc  line,  the  action  rcf^ilar  and  slow; 
there  were  no  murmurs  and  apparently  no  increase  in  pulse  tension,  but 
the  blood-pressure  was  175  mm.  Coarse  and  medium  riles  were 
scattered  throughout  both  lungs. 

During  the  enmination  the  pat(<nt  had  a  general  clonic  convuIsUm, 
with  frothing  at  the  mouth,  biting  of  the  tongue,  dilatation  of  the  pupOs. 
incontineiKx  of  urine  and  feces.  The  urine  contained  sugar,  and  had 
a  marked  reaction  for  acetone  and  diacetic  acid.  Gravity,  i03i;  albu- 
min, a  slight  trace;  sediment,  negative.  The  blood  showed  25.000 
white  cells  per  c.mm. 

The  course  of  the  temperature  is  seen  in  the  accompannng  chart 
(Fig.  M). 

Che>Tic-Stokes'  breathing  began  soon  after  the  patient  entered  the 
faas[»tal,  and  tlw  aortic  second  sound  was  noted  to  lie  verv  loud.    There 
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^^^^nw  no  evidence  of  tneningitis,  and  a  blood  culture  was  n^;attve.    Con- 

^r        vulsions  followed  each  other  in  rapid  succession. 

H              Wilhin  an  hour  of  the  time  of  entrance  the  patient  nns  bled,  14 

H         ounces  of  blood  being  taken  from    the  arm,  and  3  pints  of  normal 

H          salt  solution  containing  5  drams  of  sodium   bicarhonalc  were  put  into 

H         the  ma.    Convulsions,  however,  ccmlinued  until  the  eleventh,  when,          ^H 

H         under  copious  sweating  by  means  of  hot-air  baths,  and  subpectoral          ^| 

^^^    infusions  of  salt  solution,  she  began  to  improve  steadily.                                   ^H 

^^B        On  the  thirteenth  she  was  conscious,  though  confused.    Sugar.          ^| 

^^^^  acetone,  and  diacetic  acid  were  gone  from  the  urine,  in  the  sediment          ^H 

H         of  which  many  hyaline,  line  and  coarse  granular  casts  were  found,          ^H 
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On  the  twenty-fifth  the  urine  showed  no  casts;  leukocytosis  wu 
still  absent.    The  Widal  reaction  was  entirdy  ncgiiti\'c. 

On  March  9th  she  was  able  to  walk  about  wty  well,  and  was 
to  imvc  gone  home.  At  three  o'clock  she  sank  into  a  chair  nilh  a  very 
poor  pulse,  and  had  a  short  convulsion,  lasting  only  fifteen  seconda. 
but  followed  by  halluciniilions  of  sight  and  hearing.  She  then  sud- 
denly came  to,  remarked  that  she  was  afraid  sIk  had  made  a  fool  of 
henclf,  asked  what  had  struck  her,  and  remaiited  ([uiet  and  rational. 

On  March  lath  she  was  discharged. 

Diseusaion. — The  fcalurcsof  this  case  may  be  summarized  as  con- 
tinued (ever  with  epilcpiiforni  attacks  an<l  Klytosuria. 

The  last  item  may  ite  dealt  nith  first.  A  jiatient  seen  for  the  first  time 
with  coma  or  convulsion  should  always  Ijc  cathctcrizcd  and  ilw  utiik 
examined  for  albumin  and  sugar,  yvt  I  hav-c  known  a  ver>'  large  number 
of  mistakes  arisin;;  from  an  inference  made  because  cither  albumtn, 
sugar,  or  both  were  found  to  be  present.  It  should  always  be  retnem- 
bcrcd  that  conv-u^ons  or  coma,  u-hateivr  their  catitt,  frc<|uently  Kivt 
ri»e  to  glycosuria,  to  albuminuria,  or  to  both  conditions.  One  must 
have  other  evidence  before  coiKluding  that  diabetes  or  iK|>hritis  b 
present.  Such  ev'klcncc  is  to  be  sought  in  the  condition  of  the  heart, 
in  the  pre\ious  history,  and  in  tite  result  of  subse<|ucnt  examinations 
of  the  urine,  which,  in  the  present  casci  were  ocgativ'e,  as  indeed  they 
ustially  are  in  {utients  seen  for  the  first  titite  in  convulsions  or  coma. 
Tbe  acetone  and  diacctic  acid  are  not  easily  to  be  accounted  for.  as 
we  have  no  evidence  that  the  patient  has  been  starving  herself,  and 
her  vomiting  is  very  recent. 

Subsequent  examinations  of  the  urine  showed  no  sufBcicnt  evidence 
of  Tcnal  disease.  A  trace  of  albumin  and  a  few  casts  were  present 
from  lime  to  time,  but  tlic  amount  and  gravity  of  the  urine  were  normal, 
and  in  my  opinion  it  has  been  amply  demonstrated  ituit  albumin  and 
casts  in  a  woman  of  this  age  are  not  in  tbcmsul^'es  evidence  of  renal 
disease,'  although  the)'  arc  jterfectly  consistent  with  such  a  diagnosis, 
and  do  not  in  any  way  exclude  it. 

Attacks  of  convulsions  iind  comi  in  an  elderly  pcnon  wlK«e  heart 
shows  some  evidence  of  enlargement  should  alwa)'s  lead  us  to  scrutinize 
the  vedns  of  the  neck  and  to  listen  ver>-  carefully  over  the  precordia 
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'  F.  C.  ShaltilfL,  BoMcMi  Ucd.  uwl  Surg.  Jour.,  iSgi,  tnl.  cziK,  p.  613:  "  On  tba 
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bi  Uk  I'rinir  of  Crrtain  Mnt  Aboir  FHty  Vcan  of  Age." 
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for  evidences  of  heart  block  (Adams-Stokes  disease).    In  the  present 
case  no  such  evidence  was  forthcoming. 

Meningitis  may  begin  as  suddenly  as  this,  with  fever  and  convul- 
sions as  the  chief  evidence  of  its  presence.  (See  Case  266,  p.  50S.) 
Althoi^  there  were  no  po^dve  evidences  of  meningitis  in  this  case, 
lumbar  puncture  was  done,  and  a  sterile  fluid  almost  free  from  cells 
spurted  out  under  considerable  pressure.  No  micro-organisms  could 
be  demonstrated  in  the  sediment.  The  very  transient  character  of  the 
leukocyte^  is  also  evidence  against  any  type  of  meningitis  except  that 
due  to  tuberculosis. 

Typhoid  fever  was  difficult  absolutely  to  exclude.    The  patient's 
age  and  the  time  of  year,  the  initial  leukocytosis  and  the  convulsions — 
£ill  were  unusual  and  atypical,  but  none  podtively  excluded  the  disease. 
Looking  over  the  case  as  a  whole,  and  taking  account  of  the  high 
tlood-pressure,  the  absence  of  any  focal  symptoms  and  the  intennit- 
t^nce  of  the  cerebral  manifestations,  it  seems  to  me  that  this  case  may 
l>est  be  classed  as  one  of  the  group  denominated  by  Pal  as  vascular 
crises '  of  the  cerebral  form.     Pal's  monograph  (which  does  not  seem 
to  me  to  have  received  the  attention  which  it  deserves)  describes  in 
detail  a  large  number  of  cases  in  which  the  diagnosis  of  cerebral  hemor- 
rhage, embolism    or    thrombosis    would    ordinarily  be  made,   yet  in 
■which  the  autopsy  showed  no  gross  organic  lesion  in  the  brain,  no 
liemoirhage,  softening  or  vascular  occlusion.      He  shows  that  ^milar 
crises  would  reasonably  be  supposed  to  occur  in  cases  of  lead-poisoning 
0ead    encephalopathy),    in    nephritis    {transient    uremic    hemiplegia, 
aphasia,  or  amaurosis),  as  well  as  in  arteriosclerotic  cases  with  dimin- 
ished elasticity  of  the  vessels  and  high  blood-pressure.     Presumably, 
as  he  argues,  the  colic  of  lead-poisoning,  the  gastric  crises  of  tabes 
dorsalis,  and  many  of  the  acute  attacks  of  abdominal  pain  occurring 
without  any  other  explanation  in  arteriosclerotics  may  be  likewise 
explained  as  abdominal  vascular  crises,  while  the  various  forms  of  angina 
pectoris  and  of  intermittent  claudication  may  reasonably  be  considered 
as  pectoral  or  peripheral  crises  of  the  same  type.     Vascular  spasm  is 
in  all  cases  assumed  as  the  fundamental  change. 
Diagnosis. — Vascular  crisis. 

Case  230 

A  girl  three  years  old  entered  the  hospital  May  5,  1908.     The 
child  was  perfecUy  well  until  the  day  before,  when  vomiting,  headache, 
and  abdominal  pain  were  complained  of.     Last  night  the  vomiting 
'  Gefasskriesen,  J.  Pat,  Liepsic,  1905  (S.  Hirael). 
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continued,  ulthougli  she  took  lood  well.    Tbv  bowels  were  lutunil 
tiierc  wcrt'  no  conv'ulsions. 

Physical  examination  showed  nothing  wTonj;  in  the  ihmt  or  cars, 
a  normal  heart,  a  !>light  dulnvss  at  the  right  a{>ex  extendint;  dcmn  to 
the  third  rib  in  front  and  to  the  spine  of  the  scapula  behind.  Chvr  thi» 
areii  there  wa»  bronchial  breathing  and  increased  fremitus. 

The  cour^  of  the  lem|icr3ture  was  as  seen  in  the  accompanyliii^,! 
Chan  (Kg.  95). 

White  count,  38,400  on  May  5th;  50,000  on  May  7th;  79,300  on 
May  13th;  bQ.ooo  on  May  i6lh;  39,000  on  May  18th;  23,000  on  May 
aoth;   17.000  on  May  33d. 
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Rb-  9S.— Oumi  •■(  fj"'  ;jo. 


On  the  ninth  of  Nfay  the  lower  left  lobe  became  likewise  tn\xi 
On  the  eighteenth  an  aural  consultant  fmtnd  douUe  otitis  media  and 
opened  both  drums.  On  the  twcnij'-second,  though  Ixrth  ears  were 
discharging  frccty,  the  temperature  still  remained  higli.  Dulncss  and 
diminished  breathing  uere  llicn  discovered  at  the  right  base.  ■ 

'ITie  child's  general  ai>fi«irancc  was  very  poor.  % 

On  the  twenty-fourth  the  dulness  and  diminished  res[Mfation  at  the 
right  base  had  incrcaJcd,  although  there  were  no  signs  of  anvthing 
abnormal  in  the  front  of  the  chest.  A  needle  introduced  into  the  back 
drew  piM  containing  many  extracellular  pneunwcocci.  A  pure  culture 
of  pneumococct  was  obtJiincd  from  this  fluid. 
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Dtscoflsion. — Obviously,  this  child's  illness  began  with  a  pneu- 
monia,  continued  with  a  double  otitis  media,  and  ended  with  an 
empyema.  The  case  is  introduced  mainly  in  order  to  call  attention  to 
the  very  typical  chart,  which  exhibits,  between  the  thirteenth  and 
twenty-fourth,  the  variations  which  used  to  be  interpreted  as  an  un- 
resolved pneumonia,  but  which  of  late  years  have  been  shown  to  be 
practically  always  associated  with  a  development  of  a  postpneumonic 
empyema. 

The  diagnosis  of  unresolved  pneumonia  was  made  at  the  Massa- 
chusetts General  Hospital:  ii  times  from  1900  to  1905,  5  times  from 
1905  to  Oct.,  1909. 

I  feel  quite  convinced  that  the  cases  which  I  used  to  designate  as 
''unresolved  pneumonia"  were  all,  or  practically  all,  mistakes,  the 
actual  lesion  being  postpneumonic  empyema. 

Outc<Hne.*-The  chest  was  opened  on  the  twentj'-seventh  and  a 
large  amount  of  pus  evacuated,  after  which  the  temperature  promptiy 
fell  to  normal.  The  discharge  ceased  in  three  weeks.  The  week  after 
this  the  wound  was  healed  and  the  child  went  home  well. 

Diagnosis. — Pneumonia  and  general  pneumococcus  infection. 

Case  231 

A  laborer  of  twenty-four  entered  the  hospital  April  25,  1908.  In 
June,  1907,  he  had  had  rheumatism  for  a  week.  Two  weeks  before 
the  present  illness  he  had  had  a  bad  sore  throat.  Ten  days  ago  he 
began  to  have  tenderness  and  pain  in  both  knees  and  ankles,  which 
compelled  him  to  go  to  bed.  Later,  his  hands,  lips  and  shoulders 
became  affected,  the  pain  prev«iting  sleep.  During  the  past  week  he 
has  had  four  nosebleeds. 

Phyacal  examination  showed  that  the  tonsils  were  large  and  soft, 
but  not  red.  Cardiac  impulse  extended  to  the  fifth  space,  but  did  not 
pass  the  nipple.  There  was  no  enlargement  to  the  right.  The  first 
sound  was  replaced  by  a  murmur.  The  pulmonic  second  soimd  was 
reduplicated.  The  murmur  was  also  heard  in  the  axilla.  Lungs  and 
abdomen  showed  nothing  abnormal. 

The  joints  of  both  hands,  wrists,  and  the  right  knee  and  both  ankles 
were  swollen,  hot,  slighdy  reddened,  and  tender. 

White  cells  were  16,600. 

The  course  of  the  temperature  is  seen  in  the  accompanying  chart 
(Fig.  96). 

On  the  second  of  May,  under  strontium  salicylate,  10  grains  every 
hour,  the  patient  seemed  almost  well,  and  was  about  ready  to  go  home 
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when  a  loud  frklinn-rub,  rougltly  synchronous  with  the  heart's  iirtion. 
was  heard  along  the  left  cdf(C  of  the  stcmum,  on  the  tevtl  of  the  fourth 
and  fifth  nb.  Tliere  u-as  no  pain  and  no  fever.  The  white  cells  were 
ti,ooo.  The  friction-rub  (tcrsisted  for  two  weeks,  but  n'as  never  accom- 
ponicc)  by  any  pain. 

On  the  eighth  of  May  he  began  lo  luve  consldenble  dyspnea,  and 
crackling  rAln  apiK-an-d  at  the  right  apex,  in  front,  and  througlHnit 
the  whole  left  lung.  He  became  rather  cyanotic.  His  white  cells  rcK 
to  39,000. 

On  the  ninth  pain  appeared  in  the  right  upper  (juadrant  of  the 
abdomen,  together  with  rigidity  and  slight  distention.  Nothing  could 
be  made  out  on  palpation. 
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rift.  96.— <.'lun  of  caw  *ji. 


On  the  eighteenth  nf  May  the  leukocytes  u'ere  stiil  39.000.  The 
patient  was  up  in  a  chair  a  good  deal  of  the  time,  and  fairly  comfortaUe, 
but  slept  little  and  did  not  seem  to  gain  strength.  The  alidominal 
distention  was  ver>'  obstinate  and  difficult  to  o\'crcome.  His  hands  and 
feet  )>cgan  alK>ut  this  time  to  show  considerable  edema.  From  the 
twcntielb  of  ^fay  he  i^inod  staidily,  although  his  white  celb  remained 
high,  and  on  the  iwenly-n'mih  of  May  were  still  34,000. 

On  the  eighth  of  June  his  lungs  were  clear,  the  heart  showed  the 
murmur  pre^'i^usly  described,  but  no  pericarditis. 

On  tlic  twelfth  of  June  he  had  a  second  attack  of  sore  tliroat.  On 
the  nineteenlh  his  tonsils  were  rvmov-ed,  following  which  a  whitish  mem- 
brane formed  over  the  stump.  NVvrtbeless,  be  continued  to  improve, 
and  on  the  twenty-fourth  was  discliarged  well. 
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Discussion. — The  sequence  of  events  here  may  be  summarized  as 
follows:  After  a  previous  attack  of  acute  arthritis  the  present  illness 
b^ins  with  tonsillitis,  which  leads  immediately  to  a  second  attack  of 
arthritis  associated  with  an  eqiuvocal  cardiac  murmur  which  may  or 
may  not  he  due  to  endocarditis.  In  May  he  develops  a  friction-rub, 
due,  presumably,  to  pericardial  exudate.  Later  we  have  edema  of  the 
lungs  and  cyanosis,  due  in  all  probability  to  an  invasion  of  the  myo- 
cardium by  the  same  infectious  agent  which  has  already  attacked  the 
pericardium,  and  perhaps  the  endocardium  (pancarditis).  The  ab- 
dominal symptoms  lead  us  to  conjecture  that  the  gall-bladder  may  have 
l>ecome  infected,  or  that  a  mild  degree  of  peritonitis — such  as  often 
«ccurs  as  part  of  a  general  sepsis — may  also  be  present.  Finally,  the 
illness  winds  up  with  a  second  attack  of  sore  throat. 

We  have  here  an  excellent  example  of  a  septic  infection  due  to  some 
'unknown  but  presumably  attenuated  type  of  pyogenic  organism.  One 
structure  after  another  is  attacked,  yet  the  patient's  resistance  is  such 
that  he  overcomes  the  invasion  again  and  again,  and  may  be  left  in 
the  end  nearly  or  quite  as  strong  as  be  was  in  the  beginning.  In  case  he 
overcomes  altogether  this  present  attack,  the  chief  danger  is  that  the 
myocardium  or  the  kidney  will  be  permanently  scarred,  so  that  in 
later  life  a  "chronic"  myocarditis  or  nephritis  will  appear  apparently 
out  of  a  clear  sky.  In  practice  we  often  see  this  second  chapter  without 
the  £rst,  as  the  infection  has  been  passed  through  without  being  draig- 
nated  as  anything  more  important  than  "the  grip"  or  "a  common  cold." 

Diagnosis. — Sepsis. 

Case  232 

A  stableman  sixty-two  years  old  entered  the  hospital  February  lo, 
1908,  He  has  always  been  well.  He  denies  venereal  disease.  His 
habits  are  good.  For  the  past  four  or  five  days  he  has  noticed  fever 
and  severe  cough,  with  yellow  sputa.  This  morning  he  began  to  have 
severe  pain  in  the  lower  right  chest,  associated  with  shortness  of  breath, 
but  was  able  to  walk  to  the  hospital.  The  course  of  his  temperature 
is  seen  in  the  accompanying  chart. 

Physical  examination  showed  slight  cyanosis;  rapid,  labored  breath- 
ing; the  right  pupil  larger  than  the  left,  and  reacting  sluggishly  to  light. 
The  tongue  came  out  somewhat  to  the  right.  There  was  well-marked 
Riggs' disease.  The  heart's  apex  extended  i^  inches  outside  the  nipple 
line  in  the  fifth  space;  the  right  border  of  dulness  not  made  out;  the 
heart  was  otherwise  negative.  The  right  lung  was  dull  below  the 
nipple  line  in  the  front  and  axilla,  and  up  to  a  corresponding  point  in 
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the  back.  Tactile  and  vocul  fremitus  were  diminished.  Breathing  wbs 
bronchial,  vsi>eciiilly  ncnr  the  upper  border  of  dulncss.  Many  Gat 
crackles  were  heard  throughout  both  chests. 

The  li\-er  and  other  abdominal  viscera  were  normal,  though  ihc  l>dly- 
irall  was  held  rather  rigid. 

The  sputa  was  muco]>urulcnt.  It  contained  no  tubercle  bacilli 
and  very  few  jincumococci. 

The  [Kiticnt  did  not  seem  verj'  sick,  but  was  slightly  dvlirioua  ai 
night. 

On  Febniary  i6th  the  physical  signs  and  temperature  were  un- 
changed.    The  {«tient  was  alert,  acti^%,  and  did  not  seem  to  fod  sick. 
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^l*-  ttJ- — Ch««  uj  lis-  ..;j, 

.Yray  showed  no  evidence  of  pleural  effusion.    Tho  sputa,  repeal 
examined,  showed  nothing  abnormal. 

On  March  8th  he  was  »tting  up,  but  there  was  no  change  in  the 
ph)'5ical  signs. 

On  March  ,^oth  the  dutne«t  w  perhaps  a  little  less.  There  are  no 
hUrs.     Me  feels  quite  well,  has  no  cough,  and  is  discharged. 

Ijcukocsfes:  Fcbmary  nth,  17,800;  Februar)'  14th,  i<).40o;  February 
16th,  37»^oo;  Fcbruaiy  i8th.  15.700;  February  aolh,  13,900;  February 
33d,  31,100;  Fcl»-uar(-  35th,  14.700;  Febntar>'  iglh,  34.300;  March 
4th,  16.J00;  March  7th.  io,goo:  March  nth.  11,400. 

Discussion. — This  case  is  introduced  chiefly  on  account  of  the  re- 
markable temjieraturc  chart  and  the  equivocal  signs  in  the  chest.    The 
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H           rafud,  labored  rcspirulion,  the  cyanosis,  the  bronchial  breathing,  and          ^| 

H           the  high  initial  fever  arc  strongly  suggestive  of  jtneuinoniu.  hut  it  is        ^M 

H            \try  unusual  to  Gnd  the  vocal  and  tactile  fremitus  diminislied  over         ^B 

^^^     pneumonic  snlidiricniion.                                                                                ^H 

^^H         The  long  dumlion  of  the  fever,  the  absence  of  any  rusty  sputa,  the        ^| 

moderate  constitutional  symptoms,  and  the  signs  at  the  base  of  the        ^| 

lung  arc  very  characteristic  of  a  pleural  effusion,  serous  or  purulent;         ^H 

yet  the  Jf-ray,  which  usually  shows  a  shadow  corrcsfjonding  to  such         ^M 

an  exudate,  was  negative  at  the  time  when  the  physical  signs  were         ^H 

cjULClly  as  above  described.     In  view  of  the  outcome  of  the  case  I  do         ^^ 

not  see  how  we  can  make  any  other  diagnosis  ihan  pleurisy,  and  in          ^M 

view  of  the  ncgati\-c  .T-ray  examination  it  seems  quite  possible  that  we         ^M 

are  dealing  with  a  plastic  exudate  resulting  r'inally  in  thickening  from        ^| 

ATor  formation.                                                                                                  ^^^B 

Diagnosis. — Pleural  effusion.                                                                   ^^^| 

^^M                                                   Case                                                        ^^H 

^^V          .\  child  of  fi\%  entered  the  hospital  May  30,  1908.    His  father  had         ^| 
just  had  typhoid  fever  and  his  mother  pneumonia.    They  are  both  at         ^M 
the  Massachusetts  Hospital.  One                                                                    ^| 

si&lcr  IS  now  hanng  measles  al 
the  City   Hospiul.     The  child 
was  perfectly  well  until  last  night, 
when   he   became    fc\erish,  lost 
his  appetite,  and  at  nine  o'clock 
ivmitcd.     Smce  then  he  has  been 
drowsy,  with  slight  cough,  and  has 
vomited  several  times  more.     Me 
complains  of  no  pain  anywhere. 

Tlie  course   of  the  tempera- 
ture as  seen  in   ihe  accom|>uny- 
ing  chart  (Fig.  98). 
^^H          Physical  examination  showed 
^^^     head,  chtst,  and  abdomen  nea^- 
H            live.     There   was  no   rigidity  of 
H           the    neck;    no     Kemig's    sign. 
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1           There  were  many  small  red  spots              '^:}^')^Z'l 
H           scattercdoverthctrunkandJimbs,               Fig.  9S.— chan 
^^^      not  di8api>earing  on  [»rc8surc. 

^^K          The  while  cells  were  51,000,  with  88  per  cent,  poh 
^^^B         Nrtgative  urine. 

of  cttK  ^33,                                 1 

^nuclear. 
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After  ^Dtrance  the  child  vas  drowsy  and  continued  to  %'ORUt  fre- 
qiicQlly  and  witb  great  suddenness.  On  the  twenty-first  he  became 
slightly  delirious. 

Discussion. — In  view  of  the  other  cases  of  fever  in  the  family,  one 
would  naturally  conjecture  that  this  child  has  contracted  either  ty]ibotd, 
measles  or  pneumonia.  The  eruption  is  ap)>arently  hcmorrba^, 
not  macular  or  papular,  and  lliis.  uith  the  al)6ea<:c  of  curyza,  conjuncti- 
vilis,  and  Koplik's  spots,  is  sufficient  to  exclude  measles  c^'cn  at  the 
outset,  before  the  long  course  of  the  fever  had  shown  us  lliat  socnc  monj 
serious  infection  must  t>e  at  work. 

Typhoid  may  be  unconditionally  excluded  by  Ibe  presence  of  a  high 
and  continued  leukoc^tusis. 

Of  pneumonia  there  are  no  sgns,  though  the  herpcft,  the  fever 
and  IcukocytoMs  su^frest  it.  In  children  pneumonia  is  almost  never 
"central,"  perhaps  Itccausc  it  is  easier  to  reach  the  depths  of  Ibcir  liuigs 
by  the  ordinary  methods  of  ph>'S)cal  examination. 

The  vomiting  and  sluggishnc&s,  as  well  as  the  sudden  onset,  are 
rather  characlcmtic  of  meningitis,  but  against  this  is  the  normal  flexi- 
biljtjr  of  the  neck,  the  absence  of  any  ham-string  contractions  and  of 
any  complaint  of  headache— all  ver>'  constant  s>-mptoms.  No  further 
certainly  utn  l>e  arrived  at  without  lumbar  puncture. 

In  all  doubtful  fevers  occurring  in  young  children  one  should  in- 
vcsltgate  the  eardrums,  and.  es[)Octally  in  girl  babtes,  the  urine,  vnih 
reference  to  presence  of  pus  and  bacteria.  In  the  present  case  the 
latter  examination  ^\'as  nude,  not  tlw  former.  We  were  thrown  off 
our  guard  because  the  child  did  not  complain  of  its  ears,  nor.  indeed, 
i>f  any  {rain,  and  because  tltiTe  was  no  discharge. 

Outcome.— Not  until  May  Jid  n-as  there  any  evidence  of  rigidity 
in  the  neck.  In  the  afternoon  oE  the  tu-enty-second  lumliar  jHincture 
was  done  and  to  c.c.  of  turbid  fluid  obtained.  In  the  sediment  of  this 
fluid  92  per  cent,  of  jxilj-nuclear  cells  were  found,  and  many  Gnun- 
negative  diplococci  were  seen  within  and  without  the  cdb.  FIcxner's 
serum  was  injected.  ai>d  (he  boy  seemed  brighter  next  day;  but  Kemig's 
sign  was  present  on  both  sides,  and  slight  internal  strabismus  had 
appeared. 

Hcr|)cs  appeared  upon  the  lips  on  the  twenty-fourth.  On  the 
twenty-sixth  be  was  taking  nourishment  freely,  and  wanted  to  sit  up  and 
go  home.  The  nock  was  less  rigid  and  strabismus  gone;  the  pulse 
was  of  cxrcllent  quality,  though  mjiid. 

The  white  count.  May  23d,  nas  42,000;  on  the  twenty-sixth,  21,000; 
on  the  twenty-eighth,  3<>,ooo. 
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Lumbar  puncture  was  done  seven  times  more  in  the  course  of  the 
next  three  weeks,  and  Flexner's  serum  repeatedly  injected.  The  amount 
of  fluid  obtained  was  usually  large — ^35  to  40  c.c. 

The  patient  seemed  to  be  doing  well  until  the  eighth  of  June,  when 
be  became  rapidly  worse  and  died.  Autopsy  showed  moiingitis,  double 
otitis  media,  and  a  very  large  thymus. 

Diagnosis. — Epidemic  meningitis. 

Case  234 

A  child  of  six  entered  the  hospital  August  2,  1907.  He  has  always 
been  well  until  nine  days  ago,  when  he  woke  near  midnight,  feverish 
and  vomiting.  Five  days  ago  his  temperature  was  found  to  be  104°  F. 
Four  days  ago  it  was  103°  F.  In  the  middle  of  the  day  he  had  less  fever 
than  at  night.  The  last  two  nights  he  has  slept  fairly  well.  Before 
that  he  was  rather  restless.  All  the  time  his  appetite  has  been  good, 
but  he  has  had  only  liquids.  His  bowels  have  been 
moved  by  cathartics  and  since  the  first  he  has  had 
no  vomiting,  no  nosebleed,  no  pain.  He  has  lost 
considerably  in  weight. 

The  course  of  the  temperature  as  seen  in  the 
accompanying  chart  (Fig.  98}. 

Physical  exajnination  was  entirely  negative; 
urine,  normal.  White  cells,  i5,ocx>.  No  Widal 
reaction. 

By  the  eighth  of  August  his  temperature  was 
normal  and  the  child  seemed  perfectly  well.  The 
treatment  consisted  of  laxatives  and  alcohol  sponges. 

Discussion.^All  general  practitioners  see  many 
cases  like  the  above.  Ordinarily,  they  are  spoken 
of  as  "grip"  if  they  occur  in  winter,  and  as 
"indigestion"  or  "ptomain  poisoning"  if  they 
occur  in  summer.  Both  these  usages  seem  to  me 
unfortunate,  in  that  they  tend  to  delay  the  prog- 
ress of  medical  knowledge.  In  the  vast  majority 
of  cases  there  is  not  the  slightest  scientific  warrant  for  either  diagnosis. 
The  bacteriologic  or  chemical  evidence  on  which  alone  such  diagnoses 
could  be  based  is  practically  never  secured,  and  the  terms  are  used 
mainly  to  satisfy  the  family. 

It  seems  to  me  much  wiser,  as  well  as  more  truthful,  to  state  that 
in  such  a  case  we  are  dealing  with  an  unknown  infectious  disease.  (See 
p-  405.)    Ptomain  poisoning  is  just  now  a  very  fashionable  diagnosis, 


Hat    J    i  ^    *-  L  1     r    J 

■  ^                   1    1    r   1     ' 

^nr-J- '  — . 

\Z-  '^», 

•"     ^l^.\ - 

'  '    ---tit' 

Z        ^-'.j 

z         

■ 

-Z^^      iZ'^ 

'-:'-i':^3 

■      — p  ^ 

'                I  -  II 

!•-  —  -         -^ 1 

" 

g     m — 

- 

^     !■— ■ — 

:  :'Xi^/;: 

-      Ean'B'*Qfl 

Fig.  99.— Chart  of 
CMC  334. 


mrrEBENTIAL  DIAGNOSIS 

and  a  phrase  which  Uie  laity  loves  to  brandish  aWut.  People  are  riuitc 
I»roiid  to  have  suffered  from  such  an  illness.  But  all  ihis  does  no( 
iids-ancc  the  progre&s  of  medicine,  and  tends  in  tlie  Itmg  run  to  discredit 
our  profession. 

I  liitve  seen  similar  fevers  in  which  a  Widal  reaction  was  obtatited, 
and  to  which,  therefore,  the  terra  "abortive  typhoid"  was  quite  justifia- 
i>ly  ai>plicd.  If  there  is  a  jiharyngitis,  a  tonsjllitis,  or  a  bronchitis,  an 
inflammation  of  the  frontal  sinus,  a  jaundice,  or  a  diarrhea,  on  infec- 
tion of  the  urinary  paaeagcs  or  a  sulxiutuneoiis  abscess  at  any  jxiint, 
the  fever  may  properly  be  considered  as  a  manifestation  of  one  of  these 
local  dislurtnnccs.  In  the  absence  of  such  it  should,  1  think,  \k  made 
clear  primarily  to  ourselves  and  also  tn  our  patients  that  the  disease 
has  at  prtsent  no  name,  and  cannot  lie  identified  witli  any  trouble 
prcvtously  knov^-n. 

Diajcnosls, — Unknown  infection. 


Case  23S 

A  school-boy  of  fourteen  entered  tlte  hospital  December  15,  1907. 
He  has  alwaj"*  i>renousIy  Iwen  well.     Four  da>'S  ago  he  began  to  ha^^e 
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]uin  in  the  right  lower  (piadrant;  it  was  not  wry 
sewrc,  but  has  persisted  to  the  present  time.  He 
vomited  once  the  Tiist  day  and  twice  the  second  daj*; 
he  lias  been  fe^t^rish  throughouL  He  lias  Itad  nn  cough, 
no  sore  throat  and  no  pain  except  as  above  described. 
Hie  bowels  have  mo\-cd  every  day.  He  w-as  sent  into 
the  hospital  with  a  diagnosii  of  appendicitis.  At  en- 
trance, titere  was  slight  tenderness  in  the  right  iliac 
fossa,  but  without  any  spasm. 

Rectal    ex.-iniiii;ition   was   negative;   white  count, 
30,000;  Widal  reaction  negali^-e. 

During  the  night  the  peticnt  became  sUghtly  de- 
lirious and  the  temperature  rose  to  lob-a*  F. 

Physical  examination  showed  at  the  right  t)asc  slight 
dubess,  slightly  diminished  tactile,  slightly  increased 
vocal,  fremitus,  and  a  few  mdst  r^cs.  Chest  and 
abdomen  ^ve^e  otherwise  nc^li\'e.  The  right  knee- 
jerk  could  not  be  obtained;  the  left  could  be  obtained 
only  with  difficulty. 
The  patient  was  very  delirious,  quarreling  wHth  imaginary  persons, 
and  reaching  out  for  objects  in  the  air.    There  was  no  stiffness  of  tlic 
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neck,  no  Kemig's  sign.  The  pupils  have  been  markedly  dilated  through- 
out, but  have  been  equal  and  reacted  well  to  light 

Discussion. — What  infectious  diseases  are  moet  common  in  boys 
of  this  age? 

(i)  Pyogenic  sepsis,  with  or  without  a  focus  in  bwie,  joint,  or  heart 
valve. 

(a)  Fneumococcous  infections,  with  or  without  a  demonstrable 
pneumonia. 

(3)  Meningitis  (otitic,  epidemic,  or  tuberculous). 

(4)  Typhoid. 

(5)  Appendicitis. 

(6)  Unknown  infections. 

The  latter  are  perhaps  the  conmuxiest  of  all. 

Though  the  pain  is  referred  to  the  right  iliac  fossa,  the  presence 
of  a  temperature  of  106°  F.  and  of  an  active  delirium  is  distinctly 
gainst  appendicitis.  We  are  on  our  guard  also  against  the  mistake, 
so  common  in  patients  of  this  age,  of  overlooking  a  pneumonia  or  a 
pleurisy  because  the  abdominal  pain  often  associated  with  these  infec- 
tions in  children  occupies  so  prominent  a  place  in  the  clinical  picture. 

Meningitis  might  begin  in  this  way,  and  the  delirium  and  the  absence 
of  knee-jerks,  together  with  the  very  high  fever  and  leukocytows,  are 
quite  consistent  wifh  that  diagnosis.  We  are  surprised,  however, 
whenever  we  find  meningitis  without  stiifness  of  the  neck  or  Kemig's 
agn,  especially  if  the  patient  is  fourteen  or  younger,  for  these  nervous 
manifestations  are  much  more  apt  to  be  early  and  well  marked  in  the 
fevers  of  children  than  in  those  of  adults.  Even  meningeal  irritation 
without  actual  mraiingitis  often  makes  a  child  assume  the  posture  of 
meningitis.  The  absence  of  headache,  herpes,  and  eye  changes  is 
also  somewhat  against  meningitis.  Nevertheless,  this  disease  can  be 
ruled  out  only  in  case  lumbar  puncture  shows  no  evidence  of  infection. 

A  general  septicemia,  associated  either  with  a  pneumococcus  or  one 
of  the  varieties  of  streptococcus,  is  the  next  most  reasonable  hypothesis. 
Without  blood  culture  one  cannot  get  any  greater  certainty  in  this 
direction,  but  the  signs  in  the  lung,  though  in  themselves  slight,  are 
sufficient  to  incline  us  toward  a  belief  that  a  pneumococcous  infection 
is  present.  It  seems  now  to  be  quite  clear  that  the  existence  or  the 
degree  of  lung  consolidation  is  quite  a  secondary  and  accidental  matter 
in  mfections  due  to  the  pneumococcus.  We  are  dealing  in  all  cases 
probably  with  a  general  infection  carried  by  the  blood.  In  the  lung  it 
may  arouse  no  special  reaction,  may  produce  a  slight  bronchitis  or 
bronchopneumonia,  or  may  bring  about  the  solidification  of  an  entire 
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But  if  all  the  [mcumococcous  infections  were  recQ^lied  uul 
wc  should  probably  find  that  those  attended  by  a  frank 
pocunioni;i  *K  m  the  majority. 

Outcome.— The  bloud  showed  a  pure  culture  of  pncuinococxi.     By 
the  lunctecnth  signs  of  solidUicalion  were  obvious  at  the  right  base. 
Lumlwr  puncture  showed  nothing.    I'he  child  died  on  the  same  day 
on  which  soliditkatioa  became  ob\-ious. 
Diagn  osls. — Pneumonia. 

Case  2M 

.\  carpenter  of  thirty-nine  entered  the  hoepiuil  January  i8,  igo?. 
His  famQy  history  is  good.  For  the  last  three  or  four  years  he  has 
hod  considerable  cough  in  the  morning,  wiili  grccnisli  sputa.  He 
denies  venereal  disease.  Me  takes  a  pint  of  whisky  three  times  a  week. 
Three  days  ago  he  began  to  be  chilly,  stopjwd  work  and  went  to  bed. 
Two  days  ago  he  began  to  hat-e  ptkin  in  the  re^on  of  the  heart  and  in 

the    right    axilla.     To-day    he    has 


been  spitting  up  rcddisli,  frothy  ma- 
terial. His  cough  has  not  kept  him 
an-ake  at  night.  The  course  of  his 
temperature  is  seen  in  tlic  accom- 
pannng  chart. 

Physical  examination  showed 
cyanosis,  a  negative  heart,  thick- 
ened arterial  walls,  many  coarse 
and  medium  bubbles  and  squeaks 
throughout  Ixrfh  lungs,  diminished 
resonance  in  the  lower  right  back 
and  axilla.  I'hc  upper  part  of  the 
right  front  was  hypcrresonant,  the 
lower  fxtrt  somewhat  dull,  with 
much-diminished  breath-sounds  and 
%xnce-sounds  over  the  area  l)elween 
the  tliird  and  fifth  ribs.  Abdomen 
negative.     , 

Over  both  lower  lens  there  were  many  patches  of  brownish  pigment 
from  the  sIm  of  a  nickel  to  that  of  the  palm  of  the  hand;  over  the  shins 
thoc  were  three  white  scars,  two  inches  long,  \-inch  wide,  surrounrtcd  by 
brownish  pigmenlation.  Tlie  sjjutum  sliowed  a  great  \-aricty  of  bacteria, 
but  nothing  of  spedal  im[>ortance.  Lcukuc>-tes,  35^300,  with  94  per 
CCDL  of  polynuclear  cells. 


Fig.  loi.— Cbui  ol  ate  136. 
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On  the  twenty-third,  as  noted,  the  temperature  remained  high,  the 
pulse  uregular;  the  patient  was  cyanotic  and  very  noisy.  The  physical 
agns  remained  as  before.    The  sputum  was  constantly  blood-stained. 

Discussion. — There  is  no  way  in  which  we  can  make  alcohol  re- 
spon^ble  for  the  present  fever.  Some  cases  of  delirium  tremens  are 
febrile,  but  we  have  neither  tremor  nor,  at  the  start,  any  delirium,  and 
there  has  been  no  special  accumulation  nor  increase  of  alcohol. 

The  syphilitic  infection  suggested  by  the  scars  on  the  leg  has  nothing 
to  support  it  in  the  rest  of  the  clinical  picture. 

Though  the  signs  in  the  lungs  are  by  no  means  typical  of  pneumonia, 
there  seems  sufficient  reason  to  take  as  a  working  hypothesis  the  disease 
which  used  to  be  called  "central  pneumonia."  The  postmortem  evidence 
seems  to  be  insufficient  to  justify  the  belief  that  in  any  considerable 
number  of  cases  solidification  actually  begins  in  and  remains  for  a  time 
confined  to  the  central  portion  of  the  lung.  The  conception  of  "central 
pneumonia"  is  derived,  I  think,  mostly  from  "hind-sight"  in  cases 
characterized  first  by  the  symptoms,  and  only  later  by  the  physical 
signs  of  pneumonia. 

It  seems  to  me  more  reasonable  to  suppose  that  in  most  of  the  cases 
usually  designated  as  "  central  pneumonia  "  we  are  dealing,  in  fact,  with  a 
general  pneumococcous  infection  which  produces  in  the  lung  no  lesions 
whatever  or  only  a  moderately  severe  bronchitis.  When  a  crisis  occurs 
in  such  a  case  and  the  temperature  falls  suddenly  to  normal,  we  are 
very  apt  to  argue  that  this  proves  the  case  to  have  been  one  of  lobar 
pneumonia.  I  believe,  however,  that  the  familiar  crisis  is  character- 
istic of  the  pneumococcous  infection  itself,  whether  or  not  it  is  localized, 
for  it  is  a  very  familiar  observation  that  the  signs  of  solidification  are 
often  unchanged  for  many  hours  after  the  occurrence  of  the  crisis.  It 
has  long  been  recognized  that  the  dyspnea  .and  cyanods  which  cease 
so  suddenly  with  the  crisis,  even  though  the  lung  signs  remain  the  same, 
must  be  due  not  to  the  lack  of  lung  space  for  afiration,  but  to  general 
toxemia.    The  same  is  true,  I  believe,  both  of  the  fever  and  of  the  crisis. 

Outcome. — On  the  twenty-seventh  the  patient  was  much  better. 
On  the  third  of  February  he  was  up  and  about  the  ward,  and  on  the 
sixth  he  went  home  well. 

Diagnosis. — Pneumococcous  infection. 

Case  237 

A  school-boy  six  years  old  was  seen  December  14,  1906;  he  had 
never  been  ill  previously.  He  has  not  been  well  for  five  days,  complain- 
ing of  pain  in  his  legs  and  abdomen.    The  doctor  said  it  was  appendi- 
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dtis.  His  bowels  have  not  mo\'i.tl  for  (our  da>'s.  To-day  his  parents 
iKiticcd  red  blotches  on  his  face  and  Ixxly,  which  they  say  be  does  not 
scratch. 

Physical  examination  is  entirely  negati\%,  except  that  the  whole 
body  is  covered  with  red,  dbcrctc  patches  from  the  size  of  a  i)ea  to  thai 
of  a  silver  dollar,  apparently  clc^'utvd  and  surrounded  by  cvideitces  of 
scratching. 

The  urine  was  n^tiw. 

The  white  cells  were  as.aoo  on  the  fourteenth;  24,600  on  the  rix- 
(ecnth;  a;,6oo  on  the  ^venIY-secoad;  i;,ooo  on  the  twcnt}--aixth. 

W)dul'»  reaction  was  slightly  su^estivc,  but  not  positive.  The  coagu- 
lalion  time  of  the  blood  was  three  and  three-quarters  minutes  with  the 
Brodic- Russell  instrument.    Throughout  his  sUy  in  the  hu&]Mtal  the 

patient  had  no  other  symptoms  or 


signs. 

He  had  numerous  crops  of  spots 
uptotbetwrnty-sceond  n(  Dcitm- 
bcr.  After  that  they  ceased,  and 
after  a  few  days  he  seemed  so  wtJl 
that  he  was  dischar)^  on  the 
second  of  Januarj'. 

Discussion.— In  the  absence 
of  all  ph>-5ical  signs  of  visceral  dis- 
euM-  i  I  stx-ms  reasonable  to  associate 
this  fever  with  the  profuse  crop  of 
iinicarial  lesions.  The  most  im- 
portant lesson  from  such  cases  is  the 
reci'^^iiion  that  the  disease  whicli 
underlies  urticaria  can.  and  often 
docs,  produce  fever.  The  other 
and  less  obv-ious  results  of  tlte  urti- 
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rariol  group  of  k^ons  discussed  so  fully  by  Osier  m  a  series  of  im|x>rtant 
\A]teTS '  must  always  be  borne  in  mind  when  the  hbtory  of  the  case 
or  ilie  inspection  of  the  skin  gi^cs  us  any  knowledge  of  what  wc  are 
dealing  witii. 

Symptoms  resembling  appendicitis,  gait-stones,  perforating  peptic 
ulcer,  pneumonia  and  many  milder  affections  of  the  respiratory  and 
gastro-intestinal  tract  may  be  produced,  when  wheals  or  edematous 
patches  appear  in  the  internal  organs  as  well  as  in  the  skiji. 

Diagnosis.— Urticarial  fever. 

■  .AiBcr.  Joar.  M«L  Sd.,  iSgs,  voL  cxuvU,  p.  619 ;  Brii.  Jour.  DtmauL.  LoB' 
dad,  1900,  wL  xli :  Atncr.  Join.  M«d.  Sd.,  1904,  vol  cliv,  |x  1. 
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Case  238 

A  butcher  of  twenty-one  entered  the  hospital  May  24,  1908.  He 
has  never  been  sick  before.  His  habits  are  good.  Since  early  yester- 
day morning  he  has  had  fever,  headache,  sore  throat,  slight  cough  with 
whitish  sputa,  and  severe,  deep-seated  pains  all  over  his  body.  He 
has  vomited  several  times.  His  bowels  moved  once  this  morning. 
The  course  of  his  temperature  is  seen  in  the  accom- 
panying chart  His  throat  was  red,  showed  no  exudate 
and  no  swelling.  Physical  examinatioQ  was  otherwise 
entirely  negative. 

Discussion. — Sometime  in  the  course  of  his  medical 
experience  every  phyacian,  confronted  with  a  case  like 
that  here  described,  has  occasion  to  ask  himself  the 
question: 

"  Can  a  man  be  as  sick  as  this  and  nothing  wrong 
with  him  but  a  red  throat?"  In  such  cases  we  rack 
our  brains  to  see  what  possible  diagnosis  we  have  for- 
gotten. We  examine  the  patient  again  and  again  in 
search  for  some  more  extensive  organic  lesion.  But 
if  all  these  efforts  are  vain,  we  are  driven  in  time  to 
the  conclusion  that  a  "simple  red  throat"  may  be  a 
pretty  serious  aSair.  The  case  here  quoted  is  one  of 
the  milder  type,  but  others  which  begin  just  as  inno- 
cendy  develop  into  the  most  virulent  type  of  general- 
ized sepsb.  The  conclusion  is  that  so  frequently 
empha^zed  in  these  pages,  viz.,  that  few  "  local "  in- 
fections are  really  local  even  from  the  start,  that  they  usually  smv  Iheir 
wild  oats  very  widely  bejore  settling  down,  and  that  this  settling  may 
be  only  temporary. 

Outcome. — The  patient  was  given  half  an  ounce  of  castor  oil, 
followed  by  three  s-grain  doses  of  phenacetin  at  hourly  intervals,  with 
a  grain  of  caffein  to  each  dose.  In  tift-o  days  he  seemed  to  be  entirely 
well. 

Diagnosis. — Pharyngeal  (and  transpbaryngeal)  infection. 
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of  case  238. 


Case  239 

A  printer  of  eighteen  entered  the  hospital  June  1,  1908;  his  family 
history  and  past  history  were  good.  He  is  a  heavy  smoker  of  cigarets, 
and  chews  a  good  deal  of  tobacco  besides.  Nine  days  ago  he  began 
to  have  a  tickli^  throat,  then  a  cough  and  "cold  in  his  head,"  which 
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900Q  became  severe  enough  to  make  him  give  up  work.  He  hat  been 
"up  and  down  "  until  bvo  da\'s  ago,  wb«n  he  took  lo  bed  for  good. 
Seven  dais's  at!o  his  right  fool  lic^un  lo  Ix.-  jiainful.  YoslenLiy  he  begui 
to  complain  of  pain  in  the  region  of  his  heart,  and  hi&  breathing  wis 
accompanied  by  a  groan.  His  cough,  at  the  same  time,  became  much 
worse,  and  his  fev'ei  higher,  l^ast  night  and  to^lay  he  has  been  some- 
what delirious.  He  has  had  no  chill,  no  iilxlominal  [oin,  no  vomiting 
or  diarrhea.  The  couree  of  his  temperature  is  seen  in  the  accomjionnnt: 
chart  (Fig.  104).  The  white  cdU  were  5S>7oo,  with  90  |xt  cent,  of  d 
pdynuclear  cells.  Tlie  urine  showed  a  \'cry  slight  trace  of  nihiimin,  hut 
DO  casts.     The  tonsib  narr  enlarged  and  the  pharynx  reddened.    The 
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heul-sounds  were  regular,  rapid  and  distant.  There  were  no  munnurs. 
Respiration  was  rapid  and  grtaning,  the  notstrJIs  moving  with  each 
breath.  There  u-as  slight  dulncss  in  the  left  back  bdow  the  angle 
of  the  scapula,  a  trifling  increase  of  ^'oice-sounds  and  of  tactile  fremitus. 
The  respiration  was  normal.  0\xt  the  lower  axilla  and  in  the  precordia 
a  very  intense  double  friction  sotmd  was  heard  synchronous  nitb  respiia- 
tioo. 

Hie  abdomen  and  extremities  were  Degative,  except  that  on  tlw  top 
of  the  right  foot  was  a  swollen,  reddened,  painful  area  the  mie  of  a 
dollar.     Movements  of  the  toes  H'emed  to  be  painful. 

On  June  3d  the  pleural  rub  had  disappeared.    Respiration  seemed 
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to  be  distant  in  the  left  back,  and  there  were  many  coarse  r&Ies  in  tlie 
lower  right  back.  Cyanosis  was  very  marked.  On  the  fourth  the  right 
bord^  of  cardiac  dulness  had  moved  to  the  right  at  least  an  inch,  and  a 
pericardial  friction  was  heard  to  the  right  of  the  sternum,  while  pleural 
friction  had  returned  in  the  left  axilla.  There  was  no  definite  evidence 
of  fluid  or  solid  in  the  lungs.  Many  fine  purpuric  spots  developed  on 
the  trunk  and  limbs  during  the  forenoon  of  July  4th. 

Discussion. — ^In  cases  like  this  we  are  prone  to  ask  the  muckraker's 
^miliar  question:  "Where  did  he  get  it?"  The  illness  is  so  sudden, 
so  severe,  yet  there  is  so  little  to  account  for  it. 

It  appears  that  an  infection  showing  itself  first  as  a  sore  throat  was 
scattered  thence  to  the  joints,  the  pericardium,  the  pleura  and  the 
subcutaneous  tissues.  In  any  one  of  these  and  in  many  other  places 
a  more  definite  localization  might  have  occurred,  as  is  shown  by  the 
course  of  other  similar  cases.  But  here  apparently  there  was  a  very 
widespread  attack,  not  wholly  successful  (1.  e.,  not  producing  any  very 
ob\'ious  or  extensive  disease)  in  any  one  locality.  For  some  unknown 
reason  infections  which  da  not  become  "localized"  often  seem  to  be  the 
worst  in  case  they  are  not  of  the  very  mildest  type.  Those  which  "local- 
ize" make  up  the  great  middle  class  of  moderately  severe  but  not  fatal 
infections. 

In  all  such  cases  our  diagnosis  must  remain  vague  unless  the  results 
of  blood  culture  are  positive. 

Outcome. — On  the  fourth  of  July  a  blood  culture  showed  a  profuse 
growth  of  the  streptococcus  pyogenes.     The  patient  died  next  day. 

Diagnosis. — Streptococcus  sepsis.  ■* 

Case  240 

A  Russian  girl  baby,  twenty-three  months  old,  entered  the  hospital 
December  13,  1907.  She  had  never  been  sick  before;  three  days  ago 
she  became  sleepy  and  feverish,  with  considerable  dyspnea,  but  no 
cough.  She  has  had  no  appetite  and  has  vomited  twice.  The  body 
has  been  ver>'  hot,  the  feet  and  hands  cold.  The  bowels  have  been 
moved  by  cathartics,  the  stools  being  blackish.  Physical  examination 
of  the  chest,  abdomen,  and  extremities  was  entirely  negative. 

White  cells,  18,000;  urine,  not  obtained. 

Discussion. — Although  the  history  and  the  physical  examination 
appear  to  have  been  conscientiously  made  in  this  case,  two  all- 
essential  points  are  omitted.  It  is  because  of  these  that  I  introduce 
the  case. 

(i)  Sick  babies  do  not  complain  of  their  ears  even  when  they  are 
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seriously  diseased.    The  uninitiated  src  a|>t  to  expect  (hat  a  baby  with 

otitis  media  will  indicate  in  some  way  tliat  its  cars  are  [Niinful.  wen 

when  it  is  too  >-ouDg  to  talk,  but  irxitcriencv 
shows  that  the  buby  rarely  puts  its  hands  (o 
its  head  or  gives  any  other  sign  that  il 
knows  what  ails  it. 

(2}  tJijHxtally  in  pri  bsbtcs  sulTcring  from 
obscure  icvvn  wc  should  alwa^-s  remember 
the  urinary-  tract  and  the  ]x)6sibility  of  in- 
fection, hematogenous  or  ascending.  The 
difficulties  of  collecting  and  esunimn)^  the 
urine  of  young  lialHes  often  lead  to  its  being 
disregarded,  to  the  great  detriment  of  the 
child,  since  most  of  the  milder  uriiuir\'  infec- 
tions can  l>e  cured  in  their  earlier  stages  by 
(he  administration  of  urolrojiin  and  an  abun- 
dance of  water, 

OutG<nne. — On  the  nineteenth  a  puru- 
lent discharge  was  seen  in  each  car,  Tci»* 
pcralurc,  pulse,  and  respiration  promptly  fdl 
to   normal    and   remained    so.     The  child 

had  l)een  fretful  up  to  this  time.  Init  after  the  discharge  l>ecame  quiet. 

By  the  twent>--fourth  the  cars  had  ceased  discliarging  and  the  child 

weni  homi-  well. 

Diagnosis. — Otitis  media. 
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Case  241 

A  school-giri  of  fourteen  with  a  ncgatiie  family  historj-  entered 
the  hospital  March  14,  1907.  f>)ie  ha.s  had  mca-slcs,  chicken-pox,  and 
whooping-cough.  For  the  last  six  months  she  has  com^Jainod  of  frontal 
headache  each  day  after  siclmol.  The  jxiin  goes  aw.-iy  by  )>eil-time.  On 
January  34,  1906,  the  child  had  adenoids  remoM-d.  without  any  improve- 
ment either  in  her  hearing  or  in  her  general  health.  Her  a))]>etite  has 
been  poor  since  her  measles  seven  years  prnnously.  Two  months  ago 
she  tiad  a  discharge  from  one  ear.  For  a  week  or  two  there  has  been 
tenderness  in  the  sides  of  her  neck  and  under  her  Jan's. 

On  February  8th  she  began  to  have  constant  headache,  with  fe^-er 
and  drowsiness.     These  smptoms  have  continued  c^-er  since. 

On  phvsical  eitamination  the  child  lixtked  sick  and  "toxic,"  the 
sublingual  gland  lance  and  tender.  1>oth  subnuixilUtries  also  Urge-  The 
glands  in  the  axillx  and  groin  were  slightly  enlarged.    There  was  a  soft 
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systolic  murmur  at  the  apex.  The  heart  was  otherwise  normal,  likewise 
the  liii^  and  abdomen.  There  was  no  tenderness  over  the  mastoids; 
the  white  cells  were  12,400,  65  per  cent,  of  which  were  polynuclear; 
there  was  do  anemia;  the  urine  was  normal,  Widal  reaction  negative. 
Her  throat  and  ears  were  carefully  examined,  but  nothing  abnormal 
was  found  there. 

Discussion. — No  doubt  this  girl  has  had  eye-strain  and  presumably 
she  has  had  adenoids  and  otitis  media,  but  there  seems  no  reason  to 
believe  that  the  otitis,  the  adenoids,  or  any  of  her  previous  infections 
are  the  cause  of  the  present  glandular  enlargement. 

The  main  question  is  whether  we  are  to  connect  the  headache,  fever, 
and  other  constitutional  symptoms  with  the  presence  of  these  glands. 
Glandular  fever  is  a  diagnosis  to  be  made  only  when  no  other  causes 
can  be  found  either  for  the  adenitis  or  the  fever. 

Such  an  adenitis  is  common  enough  as  part  of  an  infection  aridng 
from  Ihe  mouth  or  throat,  or  as  the  residual  result  of  such.  But  at  the 
present  time  there  seems  to  be  no  source  of  infection  in  the  mouth  or 
throat,  no  bad  teeth,  no  alveolar  abscess,  no  tonsillitis  or  otitis. 

There  is  no  enlargement  of  the  parotid  glands,  no  history  of  exposure 
to  mumps,  and  none  of  the  periglandular  infiltration  usually  seen  in  that 
disease. 

The  glands  may  possibly  be  tuberculous,  but  we  have  no  e\'idence 
of  tuberculosis  elsewhere,  no  softening  or  sinus  formation,  no  adherence 
to  the  skin  or  surrounding  tissues;  the  sublingual  gland,  moreover,  is 
not  often  involved  in  tuberculosis  unless  as  a  part  of  a  very  extensive 
process. 

Leukemia  can  be  ruled  out  by  the  blood  examination.  Hodgkin's 
disease  rarely  occurs  with  just  this  distribution.  It  cannot,  however, 
be  positively  excluded  save  by  the  outcome  of  the  case.  The  absence 
of  any  history  or  lesions  of  syphilis  makes  it  reasonable  to  exclude  that 
disease  in  a  girl  of  this  age. 

As  a  result  of  this  reasoning  we  are  left  with  an  unexplained  fever 
and  glandular  enlargement.  To  this  combination  of  symptoms,  when 
running  a  rather  short,  self-limited,  and  usually  favorable  course,  the 
name  of  glandular  fever  may  be  given. 

Outcome. — By  the  twenty-third  she  was  sitting  up  in  her  chair 
and  the  glands  were  much  smaller.  By  the  twenty-tifth  she  was  free 
from  all  symptoms.  The  glands  were  still  palpable,  but  now  were 
hard  and  free  from  tenderness. 

Diagnosis. — Glandular  fever  (?). 
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Case  242 

A  taclofy  hand,  twent>'-six  yeari  old,  entered  tlie  hospital  February 
31.  1908.  }Us  family  hi»lon-  nnd  |>ast  iasXixy  arc  ncf^liVc,  hiii  hnliits 
good.  He  has  been  more  consti|»iitcd  than  u&uiil  for  the  iiast  four 
months,  the  bowels  moving  (mkc  in  four  or  live  days.  Two  weeks  ago 
be  b(^n  to  tiave  headache  and  [luor  ap|Ktite.  Eight  days  uko  he  begui 
to  have  steady,  modctaic  pain  at  the  costal  mar^pn,  not  referred  dw- 
wheir.    Fi\'e  days  a)^  he  noticed  tlial  bJs  cves  were  yellow. 

Phyacal  csanunation  is  negative,  except  for  moderate  jaundice  of  the 
skin  and  conjunctiva,  accompanied  by  rigidity  of  the  right  rectus  near 
the  ribs.  There  is  tenderness  ami  dulness  on  {lercuKsion.  cxtendinft 
I }  inches  below  the  rib  margin  in  ttte  nipple  line.  Tlic  edge  of  the  spleen 
is  not  felt  at  entrance,  but  on  the  tn-enty-tlurd  of  Fcbruar)'  it  was  cuMly 
fell  and  considered  to  be  sharp.  The  urine  contains  bile,  but  is  not 
ocherwi<e  rvinurkable.  The  stools  are  not  clay  colored.  By  Fetiruary 
36th  the  tcndemci^s  and  spa.im  had  disap)>eurc(i.  but  tlie  jaundice  was 
still  present  at  the  time  of  his  discharge,  March  17th,  although  it  had 
become  very  much  less  intense. 

The  trwiimcnt  consisted  of  jo  grains  of  sodium  pho<>plmtc  three 
times  a  day,  \  grain  nf  calomd  cser^'  lifleen  minutes  for  ten  dnus,  fol- 
lowed by  )  ounce  of  magnesiuni  sul(>hatc.  .\  diet  free  from  Eat  was  also 
^ven. 

Discussion. — Wlicn  we  have  a  case  of  jaundice  of  short  duration, 
not  following  u|>on  or  refilling  in  any  other  recognizable  disease  such 
as  gall-stones,  obstructive  cancer,  syphilis  or  cin^o«is  of  the  liver, 
we  are  apt  to  call  it  catarrhal  jaundice. 

Just  what  this  means  we  do  not  know.  Many  cases  like  the  present 
one  ha\-e  a  considerable  degree  of  fever,  many  more  hax-e  jaundice  foe 
some  da>'s  preceding  the  onset  of  digestive  symptoms,  <<o  that  it  seenu 
hardly  reuwcuiblc  to  supfKnc  that  a  gastnxluodenilis  luis  extended  up 
the  bile^uct  and  occluded  it,  acccmling  to  the  rlas^c  concqilion  of 
the  diwase.  It  seems  more  reasonable  to  bdieve  thot  the  jaundice  i& 
one  feature  of  an  infectious  cholan)j;ilis  or  some  other  ly)>e  of  hcnuto* 
genous  infection. 

Diagnosis. — Catarrhal  jaundice. 


Case  243 

A  housemaid  of  Iwcnty-ane  entered  the  hos^tital  April  30,  1Q07, 
compbining  of  atidominal  pain.  Physical  ex-iminatinn  indicated  the 
presence  of  lluJd,  and  operation  showed  u  diffuse  tubercular  peritonitis. 
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Tlie  patient  had  fe^er  for  two  weeks,  after  wltich  she  became  aTehrile 
and  was  Iransfcrrcd  to  the  medical  wards. 

At  lx>lh  liusc:^  there  nns  diniinislied  bretithinj;^  fine  r&lcs  and.  on 
the  right  adc,  dulncss.  The  abdomen  was  of  iKiard-Iilce  rigidity,  with 
shifting  dulncss  iii  each  (lank  and  general  tendcmcss.  The  |mlient 
when  received  was  vomiting  c^erjihing  taken.  She  was  star\ed  for 
twenty-four  hours  without  relief.  Washing  her  stomach  was  also  of  no 
bcnchl,  and  many  drugs  were  tried  inetTeclually.  Soon  after  tlie  first 
of  June  the  [mticnt  sjjontancously  ceased  \'omiting,  began  to  be  more 
comfortable  and  to  take  food.  The  course  of  her  temperature,  mean- 
time, is  seen  in  the  accomijanyiny  chart  (Fig.  io6).    On  the  ninth  of 
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Fig.  106. — l."hart  -A  case  J4j. 

June  slight  dulncss  and  prolonged  expiration  were  noticed  at  the  left 
a|)ex  in  front  and  behind.  By  the  fifteenth  she  had  developed  a  left- 
sided  otitis  media,  which  was  pronounced  to  be  tubercular  by  the  aural 
consultant.  Dr.  H.  L.  ^^or*e.  On  June  13d,  a  purulent  vaginal  discharge 
and  slight  pericardial  frictidn  were  made  out. 

Discussion. — In  the  discussion  of  previous  cases  I  have  repeatedly 
referred  to  the  special  points  of  election  at  which  a  general  infection  is 
prone  to  settle  or  break  out  (joints,  heart,  pleura,  gall-btadder.  peri- 
toneum, subcutaneous  ti»>ues,  kidney). 

In  the  present  case  wc  ha\e  indications  of  a  similarly  wide  distribu- 
tion of  lesions.    The  patient  has  already  been  operated  on  tor  the  relief 
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of  a  tubcTcuUr  peritonitU.  It  seems  mMnible,  Ihereforc,  to  suppose 
that  tubciculoas  is  also  the  infection  at  work  at  the  present  time  in 
vkrious  iiiher  tissues. 

Outcome. — The  patient  died  on  the  twent>-- fourth  of  June.  Autopsy 
showed  general  miliaT^'  tubcrculoMs  and  tubercular  |)rritonitis,  tulier- 
cutosis  of  the  tubes,  rctniperitonenl  and  mesenteric  lymi>h-ftlaiMl3, 
tuberculous  ulcers  of  the  rectum.  Tin-  infection  o(  the  middle  car 
not  tuberculous,  but  was  of  streplococcous  origin. 

Diagnosis.— Miliar>-  tubcrculoas. 


Case  244 

A  longshoreman,  twenty-onc  years  old,  entered  the  hospital  .August 
34>  [910,    He  has  been  to  sea  a  good  deal,  especially  to  tlie  West  Indies 
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but  within  the  jast  year  has  not  been  funhcr  south  than  Georgia.  1-cft 
there  eighteen  dji}-8  ago  and  landed  at  Boston  eight  davf^  ago,  where  he 
at  once  fell  ill,  with  severe  pain  in  the  ImcIc  and  legs,  which  has  lasted 
ever  since.  Feverish  and  sleepless.  One  nosebleed.  No  chills.  Diar- 
rhea began  t«o  da>*s  ago,  bui  ceased  yesterday. 

'I'hrce  cir  four  weeks  ago  Itc  had  a  boil  on  his  left  hand,  but  It  healed 
promptly.    A  similar  IwJl  api<ean.-<i  three  da}"*  ago  on  his  right  hand. 
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Family  history,  past  history,  and  habits  good.  Denies  venereal 
disease. 

Physical  examination  showed  an  abundant  crop  of  rose  spots  on  the 
trunk.  The  axillary  lymph-glands  were  slightly  enlarged.  The  spleen 
was  not  felt,  but  seemed  distincdy  enlarged  on  percussion, 

Widal  reattion  positive  {1-50).  White  ceils,  10,000,  among  which 
there  were  59  per  cent,  of  polynuclears,  33  per  cent,  of  large  lymphocytes, 
7  per  cent,  of  small  lymphocytes,  and  i  per  cent,  of  eosinophiles.  The 
stained  smear  was  otherwise  negative. 

The  urine  averaged  50  ounces  in  twenty-four  hours.  At  entrance  it 
ctHitained  a  lai^e  trace  of  albumin,  and  in  the  sediment  very  numerous 
fine  and  coarse  granular  casts  with  cells,  blood  and  fat  adherent.  A 
week  later  the  albumin  and  casts  disappeared  and  did  not  return.  The 
stools  were  negative. 

The  temperature  is  seen  in  the  accompanying  chart. 

By  .A.ugust  30th  the  boils  on  his  hand  were  healed,  but  two  more 
appeared  on  the  back.  Culture  from  the  pus  obtained  on  opening  them 
showed  Staphylococcus  aureus. 

Discussion. — Typhoid  seemed  obviously  the  diagnosis,  though  the 
patient  {like  many  other  typhoid  patients)  was  never  "typhoidal,"  i.  e., 
stupid,  in  the  least;  but  September  2i5t,  as  the  temperature  looked  un- 
characteristic and  showed  no  permanent  trend  either  up  or  down,  we 
tried  another  Widal  test  and  found  it  negative.  Thb  test  was  again 
negative  on  the  aad  and  the  leukocytes  were  found  to  number  10,000. 
The  absence  of  Widal's  test  and  of  leukopenia  at  this  period  of  the 
disease  seemed  very  suspicious,  also  the  repeatedly  negative  Diazo  re- 
action. 

Paratyphoid  (alpha  and  beta  strains)  was  tested  for  twice,  with  nega- 
tive results.  There  was  a  slightly  suggestive  agglutination  test  with  a 
strain  of  colon  bacilli. 

Tuberculosis  was  next  searched  for,  but  the  lungs,  the  osseous, 
lymphoid,  and  genital  tissues  were  entirely  negative. 

October  3d  we  tried  von  Pirquet's  cutaneous  test,  which  proved 
n^ative.     Blood-cultures  were  also  negative, 

"Bed  fever"  (a  temperature  which  disappears  when  the  patient  gets 
up  and  moves  about)  was  tested  for  by  getting  this  patient  out  of  bed, 
but  after  several  days  his  fever  was  as  high  as  ever. 

Typhoid  remained  the  diagnosis,  though  a  most  unsatisfactory  one. 

Outcome. — October  7th  the  blood  was  again  examined  for  malaria, 
and  estivo-autumnal  crescents  were  found  in  abundance.  The  original 
blood-smear  0/  August  z-flh  was  then  hunted  up  and  found  to  contain 
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estivo-aulumnal  (ring-form)  parasites,  which  had  been  overlooked  oa  the 
first  examination.     The  original  Widal  reaction  remains  unexplained. 

The  absence  of  chills,  the  presence  of  Widal's  reaction,  and  the  false 
report  on  the  blood-smear  are  responsible  for  my  mistake  in  this  case. 

Diagnosis. — Estivo-autumnal  malaria. 

Tablp.   XI. — I^NO  Fevers.     S/^'hs  anj  Sym/iomt. 
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CHAPTER  XIV 

CHILLS 

The  rapid  clonic  spasm  of  many  muscles  which  may  be  the  only 
mark  of  a  chill  is  not  to  be  clearly  distinguished  from  a  tremor  such 
as  many  normal  persons  are  subject  to  when  excited,  A  subjective  sense 
of  cold  and  an  abnormal  temperature  may  or  may  not  accompany  the 
tremor.  The  chill  accompanying  gall-stone  cohc  is  often  seen  without 
pyrexia.  Even  when  the  chill  marks  the  onset  of  an  infectious  disease 
the  temperature  is  not  always  elevated.  Hence  the  distinction  between 
"nervous  chiUs"  and  those  due  to  infection  is  sometimes  to  be  made 
only  by  the  accompanying  signs  and  by  the  later  developments.  All 
chills  except  those  of  nervous  origin  are  soon  followed  by  fever. 

"Creeping"  chills,  or  chiUy  sensations  without  any  definite  tremor 
or  any  chattering  of  the  teeth,  are  much  commoner  and  less  distinctive 
than  the  true  or  "shaking"  ckm  ("Schuttelfrost"). 

As  a  rule,  when  chills  are  the  evidence  of  infection  they  accompany 
an  abrupt  rather  than  a  gradual  rise  of  temperature.  The  sudden  high 
fevers  of  malaria,  pneumonia,  tonsillitis  and  pyogenic  sepsis  are  more 
often  attended  with  a  chill  than  the  more  gradual  rise  seen  in  typhoid 
or  pleurisy. 

Among  the  causes  of  chills  are: 

(a)  Pyogenic  Injections. — These  are  doubtless  the  commonest. 
Under  this  heading  comes,  in  all  probability,  most  of  those  occurring 
in  tuberculosis  (as  a  result  of  secondary  infections)  as  well  as  those  due 
to  appendicitis,  septic  wounds,  renal  and  hepatic  suppurations,  tonsillitis, 
vegetative  endocarditis,  fhkbitis,  empyema,  and  erysipelas. 

(b)  Malaria  probably  ranks  next,  especially  in  the  tropical  and 
subtropical  regions. 

(c)  Severe  pain  (as  in  renal  or  biliary  colic)  may  lead  to  a  chill  or 
follow  it,  even  when  no  infection  or  fever  is  demonstrable.  In  some 
cases  chill  (or  vomiting)  seems  to  replace  the  colic  as  a  sort  of  equivalent. 

(tfl  "  Urethral  chills,"  such  as  often  follow  the  passage  of  a  catheter, 
occur  in  persons  who  show  nothing  of  a  nervous  or  hysteric  taint,  yet 
there  may  be  no  fever  with  or  after  them.  Probably  the  pain  and 
irritation  are  enough  to  set  the  nervous  system  "on  edge,"  even  if  it  be 
ordinarily  stolid. 

Ml 
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Cue  245 

A  baker  of  thirty-eight  entered  the  ttosjiital  February  6.  1908.  Hit 
Eumily  history,  past  hislor>'  and  habits  wen*  good. 

January  n)th  he  liutt  a  sudden  chill  in  the  cveninf;-  The  next 
morning  Ite  vomited  his  breakfast.  Since  then  he  has  been  ha%-inf' 
severe  chills  about  tn-icc  a  day  and  has  vomited  a  great  deal.  He 
has  been  lounging  about  the  house,  but  has  not  Iwcn  in  bed  during  the 
day-time;  he  has  had  no  cough  and  no  {lain. 

On  examination  he  is  found  to  be  splendidly  developed.  His  left 
puinl  is  slightly  irrrf-iilar.  both  pupils  reacting  !^>ine\vnai  sluggishly  to 
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light.    The  heart  is  allogrther  negative.    The  lunRS  show  dight  dtu^ 
ncas  and  many  cracklin);  rilrs  at  the  left  base  l>elund,  but  no  other  dgns. 
\\'hite  cells,  17,000.    I'hc  rest  of  the  physical  examination  and  the  urine 
are  normal. 

The  sputa  shows  many  pneutnococci,  some  streptococci;  no  tubercle 
lacilli. 

On  the  tenth  there  were  no  new  (Aysical  signs.    The  leukocyte 
count  ctrntinncd  high — i;.6co. 

On  the  twelfth  there  was  distant  but  distinct  broDchial  breathing  at 
the  left  base. 

The  patient  received  190  grains  of  i|ulnin  in  t«'enty-four  houta, 
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Imt  cDntiniied  to  have  chills.  On  the  foiirteenlh,  after  a  ver>'  severe 
chill  lasting  half  an  hour,  ihc  rectal  temperature  was  107"  F.  The 
white  cells  had  now  risen  to  aj.goo,  and  the  patient  continued  to  have 
daily  chills  laMln;;  from  forty  lo  forty-five  minutes,  the  tcnapcmture 
reaching  106.5°  P-  each  lime  and  remaining  there  several  hours. 

On  the  sixteenth  cxptoraton-  puncture  of  the  chest  was  done  twice, 
the  needle  entering  ^ohd  lung  each  time.  From  the  bliwd  withdrawn 
by  the  second  tapping  a  smear  was  made  which  showed  many  pneu- 
mococci,  both  within  and  outside  the  leukocytes. 

On  the  twenty-second  of  February  -v-ray  showed  a  *ver>'  high  dia- 
phragm on  the  rij;ht  side,  and  a  shadow  behind  thescapula  between  the 
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Fig.  Toq. —  Four-bnuily  thurl  nf  (ase  145. 

fifth  and  seventh  ribs.  En'sipelas  dc\cloj)cd  on  the  twenlicth  of 
F"ebniar>'  and  spread  all  over  the  face. 

Discussion. — When  a  patient  has  two  chills  a  day  and  aleuko- 

Pcytows  ninging  from  17,000  to  33,000.  the  administration  of  large  doses 
of  quinin  is  altogether  unjusliliable.  There  is  no  reasonable  possibility 
of  malaria. 

Pulmonary  tuberculosis  often  prodticcs  chiils,  which  not  infrequently 
come  as  close  together  as  in  this  case,  and  sometimes  recur  at  exactly 
the  same  hour  each  day,  so  that  the  unwaiy  are  led  to  diagnose  malaria 
and  to  waste  time  and  strength  in  attempting  to  stop  the  chills  with 
quiiUQ.    The  signs  in  the  lungs  of  this  patient  are  not  at  all  character- 
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isdc  of  phlhUis,  and  the  sudden  onset  of  the  symptoms  would  be  quite 
Inexplicable  if  the  chills  were  due  to  that  disease.  Cbillii  occurring 
in  pulmonaiy  tubcrtulu^s  come  after  the  disease  has  made  its  (ircsetice 
evident  for  many  weeks  or  m<mths  jtreviously. 

By  far  the  ntost  significant  point  in  this  case  is  the  evidence  obtained 
by  .v-my  exumioation,  u-hich  appears  to  pro\'e  that  the  source  of  the 
chill  lies  in  or  near  the  hnr.  That  this  is  usually  the  source  of  chillii 
for  which  no  obvious  ciiuse  can  be  found  is  I  think,  tlie  genenl  experi- 
ence.  When  wc  h&ve  searched  the  blood,  the  sputa,  the  subcutaneous 
tissues,  the  ears,  and  l)>e  hvnn  for  a  septic  focus  and  found  none,  It 
usually  turns  out  that  the  source  of  infection  lies  in  sq>tic  thrombosis 
of  the  ]>oTml  vdn,  in  hepatic  abscess  single  or  multiple,  or  in  a  uib- 
phrenk  ubiicesA. 

Wc  cannot  be  more  definite  than  this  in  the  present  caw. 

Outcome. — ()n  the  iwenty-s^x-enlh  a  needle  introduced  through 
the  dghth  right  s])acc  below  the  angle  of  the  scapula  drew  pus.  A  rib 
K-as  resected  March  ad,  and  a  pus-cavit\'  the  size  of  tlw  fist  was  drained. 

The  patient  continued  to  have  chills,  and  died  on  the  twenty-sixtli. 

Autopcfy  showed  n>ulli[>le  abscesses  of  tlie  lung  and  of  tlie  liver. 

Diagnosis. — IIe])atic  and  pulmonary'  abscess. 
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A  Swedish  housewife  of  fift;i--six,  who  had  pit.v«d  the  meitopauiie  six 
years  pre\iously  and  had  been  otherwise  well  all  her  life,  entered  the 
bos{>ital  December  31,  1907.  She  says  that  one  night  last  spring  while 
in  bed,  but  not  asleep,  she  "be^n  to  feci  queer."  In  a  short  time  she 
HAS  seen  to  shake  violcnily  all  over,  conipUiintng  at  the  same  time  of 
headache  and  vertigo.  These  chills  recurred  five  times  during  that 
month.  After  them  she  felt  weak  and  had  abdominal  pain,  extending 
up  through  the  chest  to  the  throat.  During  the  past  summer  she  was 
much  belter,  but  three  months  ago  she  went  to  bed  on  account  of  increaa^ 
ing  pain*  weakness  and  chilU;  she  has  stayed  there  e%'er  since.  ^^M 

Her  tnost  troublesome  symptoms  arc  headache,  vertigo  and  constupV 
ringing  in  her  ears.    She  has  a  {toor  apjtetitc  and  often  vomits,  though  " 
the  vomiting  seems  to  have  no  distinct  relation  lo  pain  nor  to  the  time 
of  ea6ng.    Of  late  she  has  a  good  deal  of  dj-spnca,  cough,  and  exjiecto- 
ration,  though  the  latter  is  ne\'er  bloody.    She  sleeps  pooriy,  and  her    ■ 
urine  is  scanty.    She  has  lost  ulwut  icn  {xnutds  in  weight.  I 

Xevertheless,  u-btn  examined,  she  was  found  to  l>e  rather  obese. 
Her  lips  were  pale  and  bluish;  the  heart's  dulness  extended  one-lialf  inch 
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outside  the  nipple  line  in  the  lifth  space,  five  inches  to  the  left  of  mid- 
sternum.  A  blowing,  sjstolic  muntnar  was  heard  at  the  ajjcx,  but  was 
not  Iiansmitted  more  than  an  inch  or  two  in  any  direction.  The  pul- 
monic second  was  not  accented.     The  pulse  tension  appeared  normal. 

In  the  rifjhl  Wck,  below  midscapula,  there  was  diOness  without  any 
other  signs.  ThrouRhout  the  left  back  there  were  a  good  many  fine, 
crackling  rflles.  Hemoglobin,  80  per  cent.  The  white  cells  were  i6.3oo 
at  entrance;  three  daj'S  later  they  were  12,300,  The  urine  and  the 
Stained  blood-smear  were  normal.  Vaginal  examination  was  also 
n^ative.    The  temperature  was  below  99.5°  F.  throughout. 

Discussion. — In  some  rcs|)ccts  this  case  reminds  us  of  the  previous 
one.  Vtc  ha\e  chills,  associated  with  obscurei  bilateral,  pulmonary 
signs.  Just  as  we  M-erc  getting  ready  to  investigate  these  by  means  of 
thea:-ray  they  cleared  up  entirely;  otherwise  our  diagnosis  might  haxT 
zrmained  long  in  doubt,  although  with  chills  lusting  nearly  nine  months 
"we  should  feel  pretty  sure  that  more  derinile  and  extcnsi%'e  changes 
■would  by  this  time  be  demonstrable  in  the  lungs  were  they  the  source 
of  the  trouble. 

Endocardial  infection  should  always  be  suspected  when  ctiills  of 
«bscurc  origin  are  found  to  be  associated  with  a  cardiac  murmur 
and  a  slight  L-nlargcmcnt  of  the  organ,  especially  if,  as  in  the  present 
case,  there  is  a  leulcocvlosis.  .Agaiitst  thi-s  however,  i^  the  long  dura- 
lion  of  the  ^mptoms  and  the  obesitj-  of  the  patient.  A  person  who  lias 
had  ulcerative  endocarditis  for  nine  months  is  not  likely  to  be  obese. 
Further,  the  course  of  the  tcmjwraturc  is  altogether  uncharacleristic 
of  a  canliac  infection,  especially  one  which  would  appear  to  be  of 
long  duration. 

In  \iew  of  these  facts  and  of  the  nature  of  the  attacks  it  is  fair  to 
suppose  that  ihcy  may  have  been  due  to  some  form  o(  '*  ncr\cs."  But 
since  the  jMitient  is  well  past  middle  life  it  is  allogcthcr  probable  that 
there  is  some  arteriosclerotic  change  underh-ing  the  nervous  symptoms. 
Outcome. — By  the  lifth  of  January  the  lungs  were  entirely  clear 
and  the  patient  was  able  to  sit  up.  After  that  she  complained  only  of 
pain  in  the  small  of  the  back,  which  was  greatly  relieved  by  crossr 
strapping  with  adhesive  plaster.  Januan-  i6th  she  went  home  welL 
Diagnosis. — Hysteria  (with  arleriosclerotus ?) 

Case  247 

A  housctt'ife  of  thirty-rane,  of  good  family  historj-  and  past  history 
entered  the  hospital  November  S,  1907.     She  got  a  cold  in  the  head  two 
weeks  ago  and  was  hoarse  for  a  day  or  two;  she  then  began  to  cough 
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up  considenble  yellow  sputa.  During  the  whole  illnesa  {from  two 
weeks  ago  until  yesterday)  she  had  two  chills  even'  day  at  irreguUr 
intervals,  with  shivering,  chattering  of  the  tocth  and  jirofuM  sweating 
thereafter.  At  prvsoit  she  feels  sore  throughout  the  whole  chest, 
especially  beneath  the  loucr  half  of  the  hrcsst-bone.  Th«  course  of 
Ihc  temperature  is  seen  in  the  accompanying  chart. 

Physical  examination  was  cntirdy  ncgativt.  The  sputum  showed 
very  large  numbers  of  influenza  bacilli  both  within  and  outside  of  the 
cells.    The  Uood  and  urine  were  normal. 

By  the  thirteenth  the  patient  w««  im- 
proving slowly  under  laxaliveA,  heroin  for 
cough  and  liiiter  tonics  for  appetite,  but  It 
was  not  till  the  nincleentlt  tliat  slie  was 
able  to  go  home  practically  well. 

Discuss)on.~One  investigates  in  a  case 
like  this  the  ordinary  causes  for  multijile 
chills:  concealed  sepsis  with  or  without  endty 
cardial  localization,  maJaria.  tubcrculosia. 
otitis  media,  livn*  disease  (Including  gall- 
clones),  renal  infection,  and  nervouMiesi 
Since  none  of  lhe$e  is  to  l>e  found,  we  must 
fall  back  upon  Ihc  evidence  ol  an  inllucsua 
infection,  which  is  the  be«t  clue  we  hiw  to 
the  nature  of  the  chills  although  the  anKmnt 
and  f^a^ity  of  the  infection  seem  dispn>]x>r- 
tiunately  slight  when  compared  with  the 
violence  of  the  constitutional  reaction  mani- 
fested in  the  chills. 
It  is  10  be  remcml>ered  that  the  make-up  of  the  indindual, — what 
is  often  called  his  "temperament."— and  especially  his  nervous  syitem, 
lofltMnce  the  decree  and  character  of  the  reaction  against  any  infection. 
such  as  influenza.  Any  shock  or  painful  exiHiiencc,  such  as  death, 
flood  or  ftre,  will  leave  ime  pcrvM)  quite  unmoved,  will  deprive  a  second 
of  the  power  of  sleep  and  make  a  third  irritable  and  nervous;  in  a 
fourth  it  may  provoke  that  curious  motor  spasm  known  a.s  a  "nervous 
chiU,"  and  in  a  fifth  may  deienninc  an  actual  coo\-u!sion  of  the  tj-pc 
ordinarily  called  "hysteric."  ,\ll  the«  reactions  represent  difference* 
in   the  riegrrc  of  wnsitivcncss  of  the  motor  nervous  s>-Btem, 

But  there  are  similar  rlifTcrences  in  the  way  in  which  dilTerent  tcm- 
[>einincni5  react  to  an  attack  from  within — namely,  a  bacterial  invasion. 
Thcae  whow  motor  n^iKuiMS  are  excessive  in  the  pre»ciKe  of  the  ordinaijr 
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annoyances  and  discomforts  of  life  are  apt  to  show  a  dmilar  exaggeration 
of  the  normal  response  in  their  constitutional  reaction  against  an  infec- 
tious disease.  In  the  present  case  it  was  learned  by  subsequent  ques- 
tioning that  this  woman  had  been  in  the  habit  of  having  chills  whenever 
any  kind  of  slight  ailment  affected  her.  This  is  perhaps  a  less  common 
idiosyncrasy  than  that  by  reason  of  which  certain  persons,  whom  every 
physician  meets  in  the  course  of  his  practice,  show  a  ver^-  high  tempera- 
ture reaction  when  they  catch  cold  or  have  a  slight  digestive  upset. 

In  the  discussion  of  some  of  the  previous  cases  I  have  said  that  most 
diagnoses  of  "grip"  or  influenza  seem  unjustified,  because  the  bac- 
teriologic  evidence  is  quite  insufficient.  I  do  not  feel  quite  sure  that 
we  are  right  in  making  the  diagnosis  of  influenza  even  upon  such  evi- 
dence as  is  presented  in  the  present  case.  Since  the  epidemic  of  1889- 
90  the  influenza  bacillus  has  been  a  regular  inhabitant  of  the  upper  air- 
passages  of  practically  the  whole  population  in  New  England.  The 
fact  that  we  find  it  in  the  sputa  in  connection  with  one  or  another  type 
of  disease  is,  therefore,  in  itself,  of  little  significance.  When  the  genn 
occurs  in  large  numbers,  both  within  and  outside  the  leukocytes, 
and  when  the  other  varieties  of  organisms  found  are  in  very  small 
numbers,  it  is  probably  justifiable  to  consider  the  infection  one  of  in- 
fluenza. 

Diagnosis. — Influenza. 

Case  248 

A  chambermaid  of  thirty-eight  was  first  seen  November  6,  1907. 
Two  years  ago  she  was  in  the  Massachusetts  Eye  and  Ear  Infirmary 
for  nine  days  with  an  acute  inflammation  of  the  left  middle  ear,  which 
was  lanced  several  times.     Her  hearing  remained  good  afterward. 

Four  days  ago  she  had  a  severe  chill,  followed  by  sweating,  vertigo, 
ringing  and  buzzing  in  both  ears.  The  next  day  there  was  severe  pain 
in  the  left  ear.  Since  that  time  she  has  felt  feverish,  and  during  the 
last  two  days  has  had  eight  chills  and  has  vomited  several  times. 

During  the  last  two  days  she  has  had  a  dull  ache  in  the  left  ear, 
extending  down  her  neck  to  the  left  side  of  the  throat.  This  morning 
and  yesterday  morning  she  went  to  the  Eye  and  Ear  Infirmary,  but  no 
trouble  was  found  with  the  ears.  Throughout  her  illness  she  has  had 
insomnia,  anorexia,  and  constipation. 

Physical  examination  showed  an  obese  woman  with  normal  pupils. 
The  heart's  impulse  was  felt  with  difficulty  in  the  fourth  space,  just 
outside  the  midclavicular  line.  There  were  no  murmurs  or  accentua- 
tions.   The  lungs  were  normal.    There  was  some  epigastric  tenderness, 
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but  nothing  else  of  importance  in  the  abdomen.  The  urine  rajiged 
between  40  and  60  ounces  in  Iwcnty-four  hours,  the  specific  gr&\'it^- 
%'arrin}(  between  1005  and  loaj.  Albumin  wa!>  sometimes  absent, 
sometimes  present  in  vcr>'  sliRht  traces.  Casts  were  sometimes  absent, 
sometimes  numerous  and  of  the  hyaline  and  granular  ivpe,  some  of 
them  having  cells  adherent.  In  the  majority  of  the  examinations  it  was 
exceedingly  difficult  to  find  any  cuts  at  all. 

The  blood- [jrcssurc  at  entrance  was  330.  The  fundus  oculi  was 
noormal  on  the  light.  On  the  left  there  was  a  birge  area  of  opa(]uc 
nen'c-fil)cr»  at  the  lower  edge  of  the  disk. 

Discussion. — The  foreground  of  this  case  consists  of  chill*  and  ear 
pains,  the  backgroimd  of  \'ariou&  signs  pcHniing  towanl  a  chronic  ne- 
phritis. The  high  blood-pressure  and  the  ocular  changes  ate  esjicdallr 
important  in  this  latter  respect.  The  urine  is  c<]ui\-oca]  and  dubious. 
The  condition  of  the  heart  is  not  charactcrisiic,  though  sugKcslivt  of 
slight  enlargement. 

Taking  for  granted  that  there  is  an  underlying  chronic  nejihritis, 
what  is  the  cause  of  the  chill?  Otitis  media  i^  natumlly  our  first  and 
ver>-  decided  susptdon,  but  the  high  chanirter  of  the  work  done  at  the 
Massachusetts  Eye  and  Eur  Infirmary  makes  us  confident  tlmt  wc  may 
rety  upon  their  negative  re)>Drt  regarding  the  cars. 

Nothing  is  said  in  the  text  about  an  examination  of  the  blood  for 
malaria  or  for  leukocytosiis  because  these  examinations  had  not  been 
undertaken  at  the  time  when  I  fast  saw  the  case.  They  both  turned 
out.  howe%'cT,  to  be  negative. 

Knowing  the  pronencss  of  all  cases  of  chronic  nc|»hritis  to  an  inva- 
sion by  an  infectious  disease,  it  seems  natural  to  assume  that  some  such 
infection  was  present  in  this  case,  although  we  do  not  find  defmile 
evidence  of  its  whenahouts.  Then*  remains,  however,  one  further 
possibility:  the  chills  may  be  a  direct  result  of  nephriti-*  without  any 
infection.  ChiUs  and  <om-ubioni  are  first  cousins.  In  fact,  a  chill 
may  l>c  described  as  a  generalized  clonic  spasm  of  \-ery  short  excursicn. 
In  view  of  this  it  serms  more  than  possible  that  the  cxcrssively  high 
blood- pressure  which  existed  for  a  short  time  in  this  ca.se  may  hare 
determined  the  onset  of  chills,  as  we  well  l:now  that  a  similar  rise  of 
]ircs:>urc  often  determines  the  onHct  of  convulsions.  In  view  of  the  out- 
come of  the  case,  without  further  evidence  of  infection,  this  hy|iotheii> 
deserves  cnmsideration. 

Oatcome. — On  the  thirteenth  the  blood-pressure  was  sttll  markedly 
clc\-atcd.— 190.— though  she  had  l«-cn  having  daily  hot-air  laths  and 
was  pufged  v-try  second  day  with  an  ounce  of  magnesium  stilr>hate. 
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On  the  twent)'-seventh  the  blood-pressure  hud  fallen  to  155.  The 
patient  had  no  symptoms  except  slight  tenderness  and  weaknesA  in  her 
Itgs.    She  was  then  allowed  to  go  home. 

Disgoosis. — Chronic  glomerulonephritiit. 
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A  scbool-boy  of  fifteen,  whoso  father  died  of  consumption,  was 
Bcen  April  15,  1908,     He  was  always  well  until  two  weeks  af;o,  when 
be  began  to  liave  hcadiiche,  backache,  and  soreness  all  over  his  body. 
Since  then  he  has  had  several  chills,  with  chatter^ 
ing  teeth.     Yesterday  he  \-omited;  throughout  he 
has  slept  well.     There  has  been  no  nosebleed. 
(See  Fig.  iii.) 

UTicn  examined,  the  face  was  flushed.  Ilic 
throat  reddened  and  covered  with  a  muco])uruIcnt 
secretion,  the  gland.s  in  the  axillie  and  the  right 
epilrochlear  enlarged,  the  neck  not  stiffened.  The 
heart  was  ncgati\'e  except  for  a  soft,  systolic  mur- 
mur in  the  puhnonarj'  area,  the  lun^  entirely 
negative,  likewise  the  abdomen. 

The  white  cells  were  13.400;  Widal  reaction 
negative,  blood  culture  negative. 

Dlscussioo.^.A.mong  the  infections  common 
in  bov-s  of  fifteen,  which  sire  most  oflon  obscure  ? 

(fl)  Endocarditis,  with  or  without  arthritis  or 
chorta. 

(b)  Tuberculosis,  especially  of  the  bone,  glands, 
or  peritoneum. 

(f)  Otitis  media. 

(rf)  Brief  febrile  maladies  to  which  no  name  can  be  given  at  present, 
and  in  which  no  definite  l<Kalization  in  any  organ  is  found  (febricula, 
"gastric  fever."  "grip"). 

This  latter  group  is  the  most  nunnerous  of  all. 

The  present  case  seems  to  have  been  investigated  suflicicntly  to  ex- 
clude witli  tonsidenible  confidence  any  tubereulous  or  endocardial 
infection.  No  scareh,  however,  appears  to  have  been  directed  toward 
etcluding  otitis,  a  possibility  which  should  never  be  forgotten  in  youth 
and  infancy.  In  the  otitis  of  the  adult  our  attention  is  usually  called 
at  once  to  a  source  of  the  trouble  by  the  occurrence  of  severe  earache. 

Outcome. — On  the  eighteenth  the  left  car  began  to  discharge 
snd  the  other  followed  suit  soon  after;  by  the  twenty-fourth  the  cars 
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had  stopped  dniining,  ard  the  hvarinK  and  tl>c  l)o)-  seemed  pimcttciUly 
wdl.  At  no  lime  w-a»  (here  any  coni^denble  amount  of  \mn  in  or  n«ar 
the  cars. 

DIagootit. — Otitic  media. 

C«se  250 

A  Russian  clothc*-prcs«r  o(  tuxnty-tliree  was  first  seen  Septemhcr 
38, 1937.  His  lumily  hiMory  and  fast  history  were  cxcellcnl.  He  dialed 
that  be  has  never  been  sick  until  sixteen  ctays  »ffp,  when  he  was  wucd 
while  al  work  willi  a  wvcrc  chill,  foUoiA-cd  by  a  pmfuM.'  sweating.  Since 
then  he  has  had  a  slight  chill  twice  a  week.    Occasionally  be  lias  sharj) 

pain  in  the  right  ^dc  of  the  cbet  If 
he  happens  to  take  n  speciiUly  deep 
ins|iiralion. 

When  examined,  the  patknt  n-as 
wcU nourished.  (SecFl^.  113.)  The 
glandn  in  the  axilkr  were  as  large  aa 
linm-bcans.  There  was  marked  acne 
on  tlie  lack  and  s)de«  of  the  chest. 
The  heart  shfKved  nothing  afanonnol. 
Thf  lungs  showed  occasional  scattered 
r&lis  throughout,  somewhat  molt 
numerous  in  the  right  front. 

While  cells  10,300;  \Mdal  reactkn 
and  stained  smear,  tKg&ti%-e. 

Urine,  negali^'e.  The  next  morn- 
ing tlie  limgs  were  as  in  the  acconw 
panying  diagram  {Fig.  114).  The 
pulse  was  rapid  and  dicrotic,  the 
patient  ali^t  and  anxious.  Each  daj 
Ihcrtafler  until  Ocloljcr  i5ih,thc  agnsin  the  lungs  shifted  and  changed, 
riles  coming  and  going,  patches  of  bronchial  l»e«thing  ap]»caring  and 
di»pi)earing. 

I  Discussion. — The  physical  signs  suggesting  possible  causes  for  this 
)tent'»  chills  are  those  in  the  lymphatic  glands  and  in  the  lungs. 
These  possibilities  should  firtt  Im:  investigated,  though  we  must  bear  in 
mind  titat  some  of  the  other  and  more  ol>!)curc  cauws  mentioned  in 
previous  cases  may  1)e  here  at  work. 

Chills  may  be  associated  with  glamlular  enlargement  in  lymphoid 
leukemia,  in  Hodgkin's  disease  (with  infection  of  the  glands),  and  in 
glandular   tuberculosis;    occasioiuUly  also  in   syphilis.    Leukemia   is 
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Fig.  114.— PhytloJ  alpi*  In  Cast  l.^o.     AitrnltlB,  chilli,  niid  clinl  piln;  no  cough. 
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here  excluded  by  the  blood  examination.  Hodgkin's  disease  never 
manifests  itself  in  the  axillary  glands  alone,  and  the  same  is  true  of 
syphilis.  Glandular  tuberculosis  cannot  here  be  excluded,  though  in 
an  adult  it  rarely  causes  such  marked  constitutional  disturbance  unless 
other  tissues  are  involved.  Of  course,  the  infernal  glands — bronchial, 
mesenteric,  etc. — would  be  assumed  as  affected  in  addition  to  those  of 
the  axilla. 

The  pulmonary  signs  are  most  like  those  ordinarily  seen  in  acute 
bronchitis  with  bronchopneumonia,  but  the  duration  of  the  disease, 
which  is  more  than  a  month  at  least,  is  hardly  condstent  with  this  idea, 
and  makes  us  suspect  a  pulmonary  tuberculosis.  Further  e\'idence 
can  be  obtained  only  by  the  sputum  examination.  The  cutaneous 
tuberculin  reaction  seems  to  be  of  little  \'alue  in  patients  of  this  age, 
and  the  fever  precludes  our  trying  the  subcutaneous  reaction. 

Outcome. — When  first  questioned,  the  patient  stated  that  he  had 
no  cough  wliatever,  so  that  when  the  physical  examination  was  under- 
taken we  had  practically  no  clue  from  his  history  regarding  the  source 
of  the  chills.  Later  he  acknowledged  that  he  did  cough  occasionally, 
and  on  the  thirteenth  of  October  a  little  glairy  sputimi,  resemblhig 
saliva,'  was  obtained.  It  seemed  hardly  worth  examination,  but  to 
our  surprise  a  few  tubercle  bacilli  were  found  in  it.  The  patient  passed 
out  of  observation  October  i6th,  his  condition  having  become  steadily 
worse  meantime. 

Diagnosis. — Phthisis. 

Case  251 

A  man  of  sixty-«ght,  a  dealer  in  spoi^es,  was  seen  February  i, 
1908.  Thirty  years  ago  he  had  "Bright's  disease"  and  was  sick  for  a 
year.  He  has  had  "malaria"  off  and  on  for  thirty-five  years;  other- 
wise he  has  been  well  until  seven  years  ago,  when  he  began  to  have 
"sttonach  trouble,"  which  has  become  worse  in  the  last  three  months. 
This  is  characterized  by  pain  and  discomfort  in  the  epigastrium,  coming 
after  each  meal  and  lasting  two  or  three  hours.  His  appetite  has  been 
very  poor,  and  for  six  weeks  he  has  lived  mosdy  on  liquids.  He  never 
vomits  or  is  jaundiced. 

He  passes  urine  eight  or  ten  times  at  night.  He  has  conaderable 
frontal  headache,  no  cough  or  dyspnea.  A  year  ago  he  weighed  178 
pounds;  now  he  weighs  134;  he  thinks  he  has  lost  chiefly  in  the  past 
three  months.  Four  weeks  ago  he  began  to  have  chills  coming  everv'  day 
about  4  P.  M.     For  two  weeks  he  has  taken  20  grains  of  quinin  ever;-  day. 

When  examined,  the  patient  was  found  to  be  emaciated,  with  a  dry, 


47a 


DIPrEBENTIAL   DIAGNOSIS 


zit— 


fe 


rough,  pale  skin.  There  was  no  dulni-Ki  nr  l^ronchul  breathing  any- 
where in  the  chest.  There  were  crackling  rftleii  at  the  right  apex  in 
front,  scattcrc<i,  drj-  whisiling  sounds  bdow  the  right  davicle.  and 
harsh  rcspinittnn  at  Imth  luacs. 

The  hemoglobin  n-as  75  per  cent.  Xo  malarial  organisms  were 
found  after  repeated  cxaminaUons.  The  urine  was  nofmal;  Widal 
reaction  negative.  At  entrance  the  patient's  temperature  was  normal. 
(See  Fig.  115,)  It  soon  rose  and  remained  elcvutcd  throughout  his  stay 
in  the  hospitaj.  By  the  stomach-tube  examimiion  no  fasting  contents 
were  recovered.    The  stomach  held  44  ounces,  its  lower  Ixwxler  nothing 

just  l>cIow  the  navel.  After  a 
tcst-mcal,  free  hydrochloric  arid 
was  0.05  per  cent.,  total  acidity, 
OlIq  per  cent.  The  f(uai'>c  test  was 
nc);uti%e.  In  the  warm  Inth  on 
edge,  distending  nith  respiration, 
w'a.«  felt  in  the  right  hj'^wchoa- 
drium. 

The  patient  vtm  given  to  grains 
of  quinin  every  four  hours,  but  his 
temiKTature  was  not  much  affected. 
On  the  foiirteentli  of  February 
there  was  broncbovcsicular  bnstb- 
ing  in  the  jt-cond  right  tntert'ostal 
spoice  near  the  sicmum,  with  in- 
tense whis|)ering  brxmchophony  and 
coarH:  consonatin^  r&Ies  after  cough. 
OthcTwiM:  the  M>und.s  were  as  ai 
entrance. 
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Discussion. — Since  the  patient  has  apparently  hud  malaria  for  a 
good  many  years  and  h  now  moderately  anemic,  it  is  proper  to  assume 
— until  proved  to  the  contrary  -tlwit  the  chilLs  of  which  he  no*v  com- 
plains arc  of  malarial  orii^.  This  idea,  howe\'<cr,  was  decisively  dis- 
piwed  by  the  blood  cxanunation,  on  which  wc  can  entirely  rely  in  such 
cases  if  it  is  made  by  any  one  who  has  had  the  proper  tmining. 

Can  there  be  any  connection  beXwccn  the  stomach,  of  which  he  com- 
plains so  much,  and  these  chDIs?  Tn  answer,  we  may  say.  t  think,  that 
unless  the  disease  has  extended  far  l>c>'ond  the  stomach  f.  g;  sub- 
phrenic abscess  from  iwrforatetl  jicplic  uker)  [hat  organ  is  incapable 
of  pioduring  such  a  dlnical  picture.  Phlegmonous  gastrilis-dial  \-erT 
rare  disease — produces  a  far  more  fulminating  and  virulent  tj^ic  of 
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infettion.    The  other  stomach  diseases  may  be  disr^;arded  in  our 
^orts  to  explain  the  chills. 

Since  the  edge  of  the  liver  is  felt,  it  is  proper  to  inquire  whether  any 
infection  in  or  near  that  organ  may  be  at  the  bottom  of  this  patient's 
troubles.  Provided  the  patient  has  no  leukocytosis  (a  point  on  which 
we  are  still  ignorant),  liver  infections,  whether  rising  from  the  gall- 
bladder, from  the  intestine,  or  otherwise — are  improbable.  The  upper 
border  of  the  organ,  especially  in  the  axilla  and  back,  is  almost  always 
raised,  as  percussion  will  demonstrate,  if  there  is  any  infection  in  or 
near  the  liver.  In  doubtful  cases  the  x-ray  examination  may  help  us 
to  determine  the  outline  and  portion  of  the  organ. 

The  pubnonaiy  signs  do  not  seem  at  first  examination  to  be  of  any 
special  significance.  Many  patients  of  sixty-eight  present  similar 
abnormaUties,  off  and  on,  without  complaining  of  anything  in  particular. 
In  the  present  case,  however,  their  persistence  and  the  absence  of  any 
other  important  lesions  discoverable  by  physical  examination  lead  us 
to  focus  attention  upon  the  lungs.  Apparently  the  conditions,  whatever 
their  nature,  are  steadily  getting  worse. 

In  patients  of  this  age  we  are  rather  apt  to  forget  the  frequency 
and  impOTtance  of  tuberculosis.  Statistics  show  that,  contrary  to 
the  impression  current,  both  among  the  laity  and  among  medical  men, 
tuberculoses  is  just  as  prone  to  occur  in  the  latter  decades  of  life  as  in 
the  earlier.  In  this  case  we  are  tempted  still  further  away  from  the 
track  of  the  truth  because  the  patient  says  practically  nothing  about 
«x)ugh — indeed,  denies  that  he  has  had  any  previous  to  the  first  of 
Tebruaiy.  In  all  probability  this  is  a  mistake,  and  in  view  of  the  steady 
increase  in  the  lung-signs  during  the  three  weeks'  period  of  observaticm, 
tuberculous  seems  the  most  reasonable  diagnosis. 

Outcome. — On  the  eighteenth  a  small  accumulation  of  free  fluid 
appeared  in  the  peritoneal  cavity.  There  was  no  circulator)-  weakness 
to  account  for  it.  The  patient  was  very  fussy  and  hard  to  please,  de- 
claring that  he  had  no  saliva  and  no  secretion  from  his  stomach.  On 
the  twenty-first  he  became  much  discouraged  and  insisted  upon  going 
home.  Tubercle  bacilli  were  never  found  in  his  sputa  during  the  three 
weeks  of  his  stay  in  the  hospital. 
Diagnosis. — Phthias  (?). 

Case  252 

An  Irish  laborer  fifty-four  years  old  lost  his  father  of  consumption 
and  one  sister  of  the  same  disease.  His  wife  and  one  daughter  are 
now  ack  with  "colds."    He  was  first  seen  February  13,  1907. 
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Thirt}'-dght  years  ago  he  was  seven  wcvlcs  m  bed  with  "rheuma- 
tism," and  liad  »tifT  and  painful  joinu  for  three  yean  thiTeaftcr.  Thir- 
teen ycarsago  he  had  a  right-^adcd  "pleurisy,"  but  was  well  in  a  few  dayft. 
He  denies  \xncrcal  disca^'.  but  for  ten  years  has  l>ven  unable  to  boM 
his  urine  for  any  considerable  length  of  lime  in  the  day,  though  he 
puMS  it  only  twice  at  night.  As  u  rule,  be  docs  not  drink  liquor 
lo  excess,  but  a  week  ago  he  got  dnmk  and  !ita>'ed  so  for  two  days. 

Two  weeks  ago  he  began  to  have  chills  bc^eral  occurring  during 
one  night,  accompiuiicd  by  cough  and  a  thi<.'k  white  s]mtum.  He  wu 
luiable  to  lie  down  on  account  of  the  distr»s  across  thv  upiicr  abdomen. 

Two  days  later  he  had  a  xharp  [»in  in  the 
lower  part  of  both  chests,  increased  by  cough  or 
breathing.  I'ain  ceased  t^^-o  days  ago  in  the 
left  chesi,  but  [>crsistcd  in  the  righL  He  has 
been  in  l)cd  for  the  [UiiU  three  days,  oom]>laitt> 
ing  of  pain,  rough,  and  weakness. 

The  course  of  the  temixxature  is  seen  in  the 
aocom{anying  chart. 

Physical  emmination  sliowed  no  enlargement 
of  the  heart  and  no  murmurs,  though  the  heart- 
sounds  %-crc  irregular  in  force  and  rhythm.  The 
brachials  were  very  tonuous  ami  show  ed  a  latenl 
exertion,  v,ith  apparently  an  increased  tensioiu  I 
There  was  slight  diilnoM  in  the  lower  jxirt  of 
both  backs  and  at  the  right  liasc  in  front,  u\xx 
which  area  tliere  are  a  feu'  crackles,  while  bdow 
the  right  nip{ile  there  was  heard  an  lodistincl 
friction-rub,  which  on  the  »c\-enteenth  liad  become 
rougher  And  more  eaitily  audible. 
DlBcussioQ.  —The  common  causes  of  obscure  chills,  such  as  malaria, 
decp-seatod  suppuration*,  acute  endocarditis,  luWmilosis,  and  nervous- 
ness, must  all  be  canvas^xl  in  a  case  of  this  kind.  Inii  tliere  is  very 
little  to  sutistantiate  our  belief  in  any  one  of  tliem.  A  numl>er  of  [lointm 
however,  not  fully  stated  in  the  printed  account  must  be  further  in- 
vestigaled. 

(a)  Nothing  is  said  about  the  urine.  In  men  of  this  age  in  old 
urethral  stricture,  with  or  without  prostatic  hypertrophy,  urinary  reten- 
tion and  chronic  cystitis,  often  leads,  through  an  ascending  infectian, 
to  pydoDcphritis.  and  thus  to  chills  like  lhui<«  here  described.  Investiga- 
tion of  the  urine,  however,  showed  no  evidence  of  any  such  disease. 
(b)  Nothing  is  said  about  the  sin:  of  the  li\-er.    P&in  in  the  upper 
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portion  of  the  abdomen,  associated  with  chills,  should  always  make  us 
look  for  evidence  of  liver  abscess,  gall-stone  disease,  or  subphrenic  suppu- 
ration. We  should  expect  a  leukocytosis  in  connection  with  any  of  these 
types  of  infection.  Nothing  is  said  about  the  leukocyte  count  in  the  his- 
tory printed  above.  As  a  matter  of  fact,  however,  both  the  blood  and 
the  size  of  the  liver  appeared  to  be  normal. 

(c)  It  is  well  known  that  alcoholism  is  often  associated  with  night- 
sweats  and  sometimes  with  chills.  So  far  as  I  kno\v,  however,  both  of 
these  phenomena  are  of  ner\-ous  or  vasomotor  origin,  and  do  not  depend 
upon  any  variations  of  temperature,  such  as  are  shown  in  the  chart. 

On  the  whole,  the  chest  signs  seem  the  most  significant,  now  that 
we  have  excluded  some  of  the  other  possibilities.  Evidently  there  has 
been  some  pleurisy  on  the  right  side,  possibly  on  both  sides,  though 
double  pleurisy  is  not  a  common  condition.  As  to  the  nature  of  this 
pleurisy,  it  is  hard  to  get  any  definite  information;  perhaps  only  the 
outcome  will  decide.  The  pleurisy  might  be  of  the  type  closely  asso- 
ciated with  lobar  pneumonia,  although  we  have  no  signs  of  that  disease. 
Many  cases  of  obscure  septic  infection  by  pyogenic  organisms  affect 
all  the  serous  membranes  and  joint  surfaces  to  a  greater  or  less  extent, 
pasang  rapidly  from  one  to  another.  Some  such  infection  may  well 
have  been  present  here.  Tuberculous  pleurisy  is  also  a  possibility 
regarding  which  we  can  obtain  decisive  information  only  by  following 
the  case  for  a  long  time. 

Outcome. — On  the  fifteenth  a  fine  friction-rub  was  also  heard  in  the 
left  lower  axilla,  and  this  persisted  until  the  twentieth. 

The  patient  was  given  a  tight  swathe  for  four  hours  and  a  teaspoon- 
ful  of  a  mixture  consisting  of  phosphate  of  codein,  8  grains,  potassium 
citrate,  3  drams,  syrup  of  hydriodic  acid,  4  ounces.  This,  with  a  bitter 
tonic  for  his  appetite,  made  him  able  to  leave  the  hospital  on  the  twen^- 
fourth. 

Diagnosis. — ^Double  pleurisy  (septic?). 

Case  253 

A  court  officer  seventy-six  years  old,  of  good  family  history  and 
past  history,  entered  the  hospital  March  18,  1908.  His  habits  are  good. 
He  has  had  chills  occasionally  ever  since  the  Civil  War, 

This  morning,  about  eight  o'clock,  while  on  the  train,  he  was  seized 
with  a  violent  chill,  not  followed  by  sweating.  Since  then  he  has  felt 
very  sick  and  is  still  chilly,  but  has  no  pain  anywhere.  About  noon  he 
vomited  four  times. 

At  DO  tiiiie  has  there  been  any  cough. 


476 


DirrERENTIAL  DIAGNOSIS 


Physical  examination  showed  in  the  left  back,  below  tlw  M^  ot 

the  scapula,  itiight  dulncss  distant  hmncho\Ysicular  rcs{nration.  in- 
creased fremitus  and  inedium-szcd  crackling  rSIes,  There  were  ■ 
few  elc\'ated  red  paiclws  the  siw  of  almonds,  co\-crcd  with  crusts,  alxnit 
the  left  anldc  and  shin.  The  white  cells  were  i8,gco;  urine  wu  nomul. 
The  icmpcnilure  was  as  seen  in  the  accompan>ing  chart  (FIr.  117). 

There  was  a  fine  trembling  all  nwr 
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whenc\'cr  the  nun  mo\-cd.     Tkfrt 
wat  no  tough  and  mt  sputa. 

Discussion.— 'The  (innl  which 
1  wish  to  insist  upon  in  this  case 
i»  that  the  histor;-  and  the  symp- 
toms ^vc  no  indication  of  the  diag- 
nosis. 

With  a  careful  physical  ex- 
aminalion  it  liecomes  tolerably 
obvious  that  wc  are  dcalinf;  with 
a  lobar  pncuiiKinia  <,ullli(>u)(h  the 
signs  are-  not  ver^-  marked),  but  the  ■ 
diagno>4S  must  rv«t  wholly  on  siKna, 
as  tlicre  is  no  cough,  rusty  sputa, 
or  pain  in  the  side.  The  chlU  was 
conlidcntly  attributed  by  the  pa- 
tient to  the  malaria  which  he  ac- 
quired in  the  C'i\'il  War. 
Although  I  haw  referred  to  the  disease  here  present  as  "lobar 
pneumonia."  it  is  more  than  prolmble  that  tlie  infection  is  not  so 
definitely  localized  and  involves  only  local  congestion  with  jtleurisy  and 
perha^is  some  bronchopneumonia.  The  main  bulk  of  the  infection 
works  free  in  the  blood-^lmim.  J 

The  old  skin  lesions  about  the  left  ankle  have  no  relation  to  the 
6ym]rtom6  complained  uf  in  ihi&caxe.  They  probably  represent  a  chronic 
ccxem.  ■ 

Ootcomt. — On  the  twenty-first  the  white  cells  were  17.400.  and  on 
the  twenty  ;<ixth,   37.000.    That  nif^ht  the  iem|>cniturc  fell  by  crisia  _ 
and  he  convalesced  without  incident.  J 

The  treatment  cooMsted  of  strychnin.  A  grain,  three  times  a  day, 
whisky,  t  ouiKe,  every  four  hours.  The  bowd*  were  moved  by  |^)-cerin 
enema  ta. 

Diagnosis. — Pneumonia. 


I 


CHILLS 


477 


Case  254 


A  cook,  fony-ftix  years  old,  was  seen  May  i,  1907.  She  has  one 
child  MvinR  and  well ;  one  died  in  infancy.  She  has  had  two  miscarriages. 
Her  family  hi^nry  is  excdienl. 

Three  years  a^o  the  patient  had  a  severe  sore  throat  which  had  to 
be  lanced  fifteen  or  twenty  times.  Since  that  time  her  vmce  lias  been 
thick. 

Seven  weeks  ago  she  be^an  to  have  chills  and  sweating  every  day  or 
two,  accompanied  by  persistent  nausea  and  vomiting.  For  the  past 
three  weeks  she  has  been  Iroiiblwl  chiefly  with  cough,  thoracic  and 
epigastric  pain.  Throughout  her  illness  she  has  had  moderate  irregular 
(ever  and  ciiigastric  tenderness.  Her  icnipcnt- 
turc  is  seen  in  the  accompanying  chart  (Fig.  iiS). 

The  patient  was  obese,  pale,  incoherent,  and 
almost  comatose.  There  was  marked  photo- 
phobia, so  that  the  pupillary  reactions  could  not 
be  obtained.  Through  the  soft  [mlate  there  was 
a  median  perforation  the  size  of  a  quarter  of  a 
dollar.  Behind  it  broad  white  bands,  probably 
old  adhesions  could  be  seen.  The  heart-sounds 
were  faint  and  valvular  in  quality.  No  murmurs 
were  heard  and  no  enlargement  found;  the  lungs 
showed  nothing  abnormal.     Blood-pressure,  no. 

In  the  abdomen  there  was  general  tenderness, 
CspcciHtly  miirked  in  the  cpijfastrium.  where  vague 
resistance  was  felt  behind  the  spastic  muscles. 
The  rc6excs  were  normal.  The  white  count  was 
t6,ooo;  polynucJeais,  70  jxir  cent.  There  were  no 
malarial  parasites.  The  urine  averaged  20  ounces 
m  twenty-four  hours,  1013  in  specitic  gniNity; 
albumin,  0.1  per  cent.,  a  few  coarse  granular  and  epithelial  casts.  The 
'  Widal  reaction  was  negative. 

Discussion. — This  patient  had  been  working  very  hard  for  a  number 
of  years  without  vacation,  and  the  diiignosis  of  her  attending  physician 
was  genera!  cxhau.stion.  But  the  condition  of  the  urine  made  it  at  once 
evident  that  something  more  serious  was  going  on.  Although  the 
patient  is  febrile,  the  condition  of  the  urine  cannot  be  explained  thereby, 
as  its  characteristics  are  not  those  ordinarily  associated  with  fe\'cr.  On 
the  other  hand,  it  does  not  seem  like  any  of  the  more  familiar  l)'pes  of 
1  nephritis.    It  has  not  the  concentration  and  bloody  sediment  seen  in 
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RH»t  tases  nf  actite  nephritis,  while  again^^t  chronic  nephritis  is  the 
absence  of  any  cardiuc  cnlaiii^mcnt  or  hy]jcrtenKion. 

L«uvin^  for  the  time  undecided  the  problem  of  the  renal  conrlitinn, 
we  may  start  from  one  of  the  most  certain  and  reliable  physical  signs 
present  in  the  case,  vlk.,  the  i>cjforation  of  the  soft  jiaklc  and  the  adhe- 
gons  between  it  and  the  posterior  phann^teal  n'all.  This  condition 
(pnclicaUy  patho^omonic  of  s}i']>hili.s  unle^  there  is  a  history  of  the  J 
patient's  haWng  swallowed  some  caustic),  the  long-standinK  hoarsenna  ^ 
of  the  voice,  the  chronic  sore  throat,  and  the  miscaniage*  may  wdl  !« 
accounted  for  in  the  ^me  way. 

Experience  shows  it  a  fairly  safe  nilc  to  assume  that  any  acuU 
Tnantfestations  occurring  in  a  patient  with  unmistakable  lesions  of  a 
past  ^rphilis,  arc  [art  and  pored  of  the  same  infection.  I'here  arc,  of 
course,  exceptions  to  this  rule,  but  they  arc  not  numerous..  If  noK  we  re- 
turn to  the  atterofit  to  cx))lain  the  condition  of  the  kidneys  we  notice 
that  the  urine  shows  the  cliantclrristics  traditionally  asisociatcd  with  a 
syphilitic  type  of  ne|)hritis  invol\-ing  amyloid  change.  In  this  kind  of 
disease  cardiac  hyiwrtrophy  usually  docs  not  occur,  though  the  uiioe 
has  the  main  features  of  chronic  ne^ihritis. 

We  gel  no  hint  as  to  the  cause  of  the  chilb  unlew  it  be  the  epigastric 
tenderness  which  might  be  associated  *vilh  hepatic  sj^pbilis.  I  have 
knovm  this  disease  to  produce  chills  as  well  as  fever,  and  in  the  ul>scnc« 
of  any  more  obuous  cause  we  may  conjecture  that  something  of  the  kind 
is  going  on  here.  It  Js  quite  possible,  however,  that  some  acute  pyogenic 
infection  may  have  supervened. 

Outcome. — The  white  count  steadily  rose  during  the  week  of  her 
iUncss,  reaching  35,000  on  the  fourth  of  May;  30,800  on  the  sxth; 
37,500  00  the  eighth,  The  urine  became  smoky  or  bloody,  the  albumin 
rising  to  &8  per  cent,  despite  llie  swcuting  and  purging. 

In  the  last  two  days  the  pupils  ceased  to  react  and  the  lungs  filled 
v,-ith  coarse  crackles.    The  juitient  died  on  the  ninth;  iM  autopsy. 

Diagnosis.— Visceral  syphilis. 
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Case  255 

An  Irish  housemaid  of  thirty-six,  whose  father  died  of  cancer, 
seen  August  30,  1907.    She  has  had  no  previous  illness.    Thccatamer^ 
ait  usuaDy  painful  in  the  first  three  days,  but  not  otherwise  abnormal. 

.She  has  called  hersdf  perfectly  well  until  a  week  ago,  when  she 
awoke  with  a  stiff  neck,  fever,  and  jnin  in  her  neck,  back  and  hips. 
She  worked  that  day,  but  the  next  day  had  to  go  to  l>cd,  and  hasb«en 
growing  worse  since.    She  has  )>een  seen  four  times  by  her  ph\'siciaa, 
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who  thought  at  first  that  she  bad  malaria,  as  she  had  frctiucnt  chills 
during  the  tir^I  three  duys.  More  recently  he  thought  it  miji^ht  be 
pncumofiia. 

The  bowels  have  nioxed  only  three  time*  in  the  past  week.  I^st 
night  she  had  a  chill  wane  than  any  of  her  previous  ones.  She  vomited 
•.great  deal  and  blept  veiy  litUe. 

(For  the  course  of  the  temperature  sec  the  accompanjnng  chart, 
Fig.  119O 

The  patient's  hair  is  nearly  all  white.  The  left  pupil  is  larigcr  than 
th«  right,  both  reading  normally.  She  has  marked  Rtgg^'  disease. 
The  throat  is  red,  the  tonsils  some\»'hat  enlarged.    The  chest  shows 


Fig.  119. — 0>^n  ol  CMC  1$$. 

aotfung  abnomuJ.  The  abdomen  is  rather  full  below  the  umbilicus 
«nd  slightly  tender  throughout.  The  spleen  is  not  pal|>ablc.  The 
most  distressing  smptom  is  headache.  Her  head  can  be  bent  only  a 
short  distance  fonvard  or  sidewisie,  and  tlien  with  evident  |min. 

There  is  also  considerable  stiffness  of  the  spine  and  Kemig's  reac- 
tion b  present  on  both  sides. 

Lumbar  puncture  was  done,  and  3a  on.  of  clear  fluid  withdrawn. 
No  cells  or  organisms  were  found  in  the  sediment.  The  white  cells  at 
entrance  were  16,300.  On  September  ad  lliey  were  9600;  on  the  sixth, 
13,500;  on  the  eighth,  12,600. 

I1ie  fundus  oculi  was  normal. 
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On  the  azth  of  September  she  \M.taei  about  y> 
rectum.    The  icmpcralure  fdl,  aad  she  became  ver>' 


ounces  of  blood  by 
thirsty  and  pcr- 


sfrircd  profusely. 

The  next  day  her  extremities  were  cold  and  her  pulse  of  very  poor 
cpjality,  but  she  had  no  further  hcmonhagi:.  und  did  vcr}'  well  after 
the  sixteenth.  (See  accompanying  chart — Rg,  119 — of  tlic  tempera- 
ture.) 

Ditcuuion.— Meninr^itis  is  v-er^'  strongly  suggested,  and  cannot 
be  positively  excluded,  but  the  charactcriiilici  of  the  tluid  obtained  hf 
lumbar  puncture  arc  stron^y  against  every  tyfie  of  meningitis  except 
that  due  tn  tubcrci]ln».4,  and  not  characteristic  even  of  that. 

The  intestinal  ht-murrhagc  is  like  that  ociurnng  in  typhoid  fc^'cr. 
and  the  meningeal  symptoms  might  I>e  explained  as  meningismuSi,  1,  f„ 
irritation  of  ihc  mcrninges  from  congestion,  toxemia,  or  i-dcnu,  without 
actual  inllammation.  Uncompliciklc^i  tjjthoid  practically  never  pro- 
duces such  a  leukocytosis  as  is  hc-rc  present,  and  the  Wldol  reaction 
ia  absent,  although  this  fact  is  not  so  signiAcant  in  a  case  tike  tliis  seen 
caily  in  the  course  of  the  disease,  as  it  would  be  in  the  later  weeks  of 
the  fe^'cr.  I'hc  description  of  the  utxiomen  h  <juite  consistent  with  the 
signs  usually  present  in  tuberculous  pcritunitiK,  wt  the  clinical  picture, 
seen  as  a  whole,  i»  ver)'  difTcrenl  from  that  of  [leritoncnl  tulwrciUosis, 
In  the  latter  disease  Ihc  sj'mptoms  and  signs  arc  confmcd  almost  wholly 
to  the  abdomen  itself,  white  in  (his  case  there  is  much  to  call  our  attca- 
tion  eiscvrhere. 

A  rigid  search  was,  of  course,  made  for  any  local  infection  which 
might  cause  the  chills.  All  the  familiar  situalions  in  which  deep- 
seated  supimration  conceals  itself  (the  ean,  tlw  deeper  poniona  of  the 
axilla,  the  perirectal  tis^uc*^,  the  hepatic  region,  the  urinary  tract,  the 
pericardium)  were  examined,  with  negative  results. 

Finding  no  other  satisfactorj'  diagnosis,  wc  naturally  return  to 
typhoid  with  some  complication  producing  chills.  What  can  that 
compli4»tion  be?  In  the  re|iorts  of  tlic  Johns  Hopkins  Ilosptial  <vdI. 
V,  p,  445)  is  a  study  of  chilU  occurring  in  typhoid  fever.  Ttie  following 
cauAcs  are  discttMcd: 

(«)  Cfaitls  at  the  onset  of  the  disease. 

(6)  Chilk  at  the  onset  of  a  relapse. 

(c)  Chills  at  Ihc  onset  of  complications  (phlebitis,  cholecystitis, 
pleurisy,  pneumonia,  otitis,  periostitis). 

(J)  ChilU  as  a  result  of  treutment  (antipyretics,  antityphoid  vaccina- 
tion, and  intravenous  saline  infusion). 

(c)  Chills  due  to  concurrent  malaria. 
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(/)  Chills  due  to  unknown  cause  (sepas?)  in  protracted  cases. 

In  the  present  case  we  must  classify  the  chills  under  the  last  heading 

Outcome. — On  the  sixteenth  of  September  the  Widal  reaction  be- 
came positive.  On  the  twenty-fifth  of  September  it  was  noticed  that 
for  a  number  of  days  she  had  been  pasang  only  from  one-third  to  one- 
fifth  as  much  fluid  by  the  urethra  as  she  took  in  by  mouth,  although 
there  was  no  conaderable  amount  of  sweating  and  the  bowels  were 
normal.  This  remarkable  retention  of  fluid  was,  doubtless,  necessary 
in  order  to  make  up  for  the  losses  suffered  both  by  hemorrhage  and  as 
a  result  of  the  fever  itself.  She  continued  to  improve  steadily  and  went 
home  perfectly  well  on  the  third  of  November. 

Diagnosis. — Typhoid. 

Case  256 

A  gla^er  of  twenty-four,  whose  father  died  of  consumption,  was  seen 
November  13,  1906.  He  has  been  perfecdy  well  ail  his  life,  but  takes 
two  or  three  glasses  of  whisky  and  three  or  four  of  beer  every  day. 

The  temperature  curve  is  seen  in  the  following  four-hourly  chart: 
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Fig.  lio, — Chart  of  case  J56. 

Ten  days  ago  he  had  a  chill,  followed  by  sweating  and  weakness. 
These  chills  have  recurred  ever  since  that  time,  usually  between  7  and 
8  P.  M.     The  chills  are  accompanied  by  pain  in  the  left   ade   of  the 
31 
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chest  and  in  the  back.  They  usually  last  an  hour  and  are  accompanied 
by  vomiting.    He  has  been  in  bed  two  days, 

Phyacal  examination  was  entirely  negative.  White  cells,  700a 
Hemoglobin,  75  per  cent. 

Malarial  parasites  were  repeatedly  sought  for,  but  never  found. 
The  poljTiucIear  cells  made  up  88  per  cent,  of  the  leukocyte  percentage. 
Widal's  reaction  was  always  negative.  The  patient  looked  ack  and 
toxic.     No  diagnoas  was  made. 

On  the  seventeenth  of  No\ember,  in  the  course  of  a  routine  examina- 
tion of  all  parts  of  the  body,  an  area  of  reddening  and  brawny  induration 
was  found  in  the  left  buttock,  extending  along  the  perineum  and  up  to 
the  groin.  The  patient  had  made  no  complaint  of  pain  in  this  regi<»i. 
The  white  cells  were  now  17,000, 

Discussion. — In  cases  characterized  by  chills  and  fever,  when 
malaria  and  neurasthenia  can  be  excluded,  the  only  proper  course  for 
the  physician  is  to  keep  on  looking,  day  after  day,  by  repeated  and 
searching  phyacal  examinations,  for  some  local  cause.  Typhoid 
fever  is,  of  course,  a  possibility  in  a  case  of  this  kind,  but  the  high  per- 
centage of  polynuclear  cells  and  the  continued  absence  of  a  Wldal 
reaction,  after  a  period  of  at  least  two  weeks  from  the  beginning  of 
the  illness,  makes  this  unlikely. 

The  left  chest  was  repeatedly  examined  for  evidence  of  pleurisy 
or  empyema,  but  at  no  time  were  there  any  physical  signs  of  disease 
discoverable  there. 

Tuberculosis  and  meningitis  were  considered,  but  could  not  be 
verified. 

The  point  at  which  the  suppuration  was  finally  found  is,  I  think, 
a  rather  frequent  one  in  cases  of  this  kind.  Sometimes  we  fail  to  find 
it  because  the  patient's  modesty  and  our  own  too  limited  physical 
examination  gives  us  no  hint.  In  other  cases  I  belie\e  that  the  sup- 
puration actually  causes  no  pain  or  recognizable  physical  sign  until 
it  reaches  the  surface  of  the  body,  or,  at  any  rate,  the  subcutaneous 
tissues.  .Another  possibilitj-,  which  the  more  frequent  use  of  blood 
cultures  of  late  years  has  brought  to  our  attention,  is  that  the  chills 
were  produced  by  a  non-localized  bacteremia  which  later  manifests  itself 
as  an  abscess. 

Outcome. — Operation,  November  i8th,  liberated  nearly  a  pint  of 
pus.  The  temperature  fell  at  once,  and  the  patient  went  home  well 
three  weeks  later. 

Diagnosis. — Ischiorectal  abscess. 
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Case  257 

An  old  lady  of  seventy-one  was  first  seen  September  28,  1909.  Twenty 
years  ago,  following  the  menopause,  she  had  two  or  three  chills  at  inter- 
vals of  forty-eight  hours.  No  other  symptoms.  Since  that  time  she  has 
had  one  or  more  »milar  attacks  every  year  without  known  cause  or 
relation  to  seasons.  Quinin  has  often  been  given  her,  but  has  no  appre- 
ciable effect. 

No  other  symptoms  occurred  until  five  weeks  ago,  when  she  had 
an  attack  of  what  she  called  "ordinary  old-fashioned  stomach  trouble," 
i.  c,  an  epigastric  pain  which  "cut  its  way  through  the  right  side  to 
the  back."    There  was  vomiting  with  this.     These 
attacks  have  recurred  every  second  day  ever  since. 
The    pain  is  usually  controlled    by  drugs.    Her 
appetite  has  been  failing  for  five  weeks.     Her  stools 
have  never  been  light  colored,  and  she  has  never 
been  jaundiced.     Now  she  feels  well  and  strong. 
(See  Figs.  121  and  122.) 

Discussion. — The  patient  was  an  exceedingly 
intelligent  and  frisky  old  lady  who  said  what  she 
meant  and  meant  what  she  said,  so  that  I  believe 
that  she  really  had  had  chills  off  and  on  for 
twenty  years — a  remarkably  interesting  history. 

In  a  woman  of  a  different  type  one  might 
suspect  that  these  chills  were  of  the  ner\-ous 
\-ariety,  but  no  one  who  conversed  for  any  length 
of  time  with  this  patient  could  entertain  such  a 
supposition. 

There  was  absolutely  nothing  in  the  physical 
examination  to  suggest  any  source  or  cause  for 
the  chills.  She  had  ne\er  been  in  a  tropical 
country  where  she  could  have  acquired  relapsing  fever.  She  had  no 
sign  whatever  of  Hodgkin's  disease.  There  is  but  one  other  common 
cause  for  a  relapsing  or  recurring  type  of  fever,  such  as  we  may  assume 
to  have  accompanied  this  patient's  chills,  viz.,  gall-stones. 

This  latter  possibility — gall-stone  disease — is  borne  out  by  the  at- 
tack of  so-called  stomach  trouble,  for  many  gall-stone  pains  are  referred, 
as  in  this  case,  to  the  epigastrium.  The  most  surprising  feature,  however, 
of  the  case  and  the  greatest  difficulty  with  our  diagnosis  of  gall-stones 
is  the  entire  absence  of  jaundice.  It  is  true,  of  course,  that  many — 
perhaps  most — cases  of  gall-stone  run  their  course  without  jaundice. 
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DIFPERENTIAI.  DUCNOSIS 


but  tbc  larticulM  t>-[>e  of  trouble  which  is  prone  to  produce  recurrent 
attacks  of  fever  with  chills— conunon  duct  stone  with  infection— almost 
always  causes  jaundice. 

Outcome. --.Vs  the  patient  rcfiLscd  D|)craUon  and  won  left  the  hoiipttal 
n-ith  a  rather  low  opinian  of  the  nuxlem  medical  profession,  we  have 
no  absolute  proof  that  our  diagnosis  of  gall-stones  is  correct,  but  I  feel 

00  coniddcrable  doubt  of  it,  for  we  learned  later  that  in  a  jHevious  attack 
one  of  her  physicians  had  found  yellowing  of  the  conjunctivae  and  htte 

the  urine. 
Diagnosis.— Gall-stones. 

Case  258 

A  married  woman  nf  thirty-one  was  seen  October  7.  1909.  She 
has  been  working  excessively  hanl  for  six  weeks,  eating  lor  four  chiUlrcn 
al  home  and  working  to  support  them  during  the  illness  of  her  husband. 

Has  been  very  short  of  food  and  sleep. 

One  week  iigo  she  had  a  sudden  tevcra 
chill  and  vomiting.  Three  days  ago  befpm 
to  cougb,  raising  considerabJe  ydlow  or 
browiudi  sputa.  No  pain,  no  headache,  no 
chill,  or  vomiting,  after  the  first  day.  Now 
suffers  from  great  exiiatistion,  anorexia,  a>n> 
stipatioa,  aiKl  racking  cough  which  disturlis 
sleep. 

KxaminatioH.—iSte  Rg.  133.) 
Marked  her[>es  labialis.    Chc»t  and  \ttUy 
negative.     Urine  and  sputa  negative.     I^euko- 
cytcs October 8, 1 1.500;  October  ijlh,  19.000. 
No  localizing  evidence. 

Discussion. — Since  wc  were  unable  to 
dnd  any  evidence  nf  lobar  |»ieunM)nia  or 
of  bronchopneumonia,  wc  began  to  think 
that  the  case  must  be  one  of  those  uncharted, 
unnamed  Infectious  disea.'cs  ordinarily  called 
"grip."     There  was  not    a    particle  of  evidence  (lointing  lo  any  part 

01  the  body  as  the  seal  of  an  abscess  or  innammation.  I  rather 
think  this  was  due.  in  pan,  to  the  fact  that  we  luid  not  in  mind  aajr 
ti5I  of  the  "likdy  i)Iacc»"  where  «xi)cricncc  has  shown  that  obscure 
suppurations  arc  prone  to  occur,  .^mong  these  we  slHwld  ha%-e  rfmeni- 
bered  a  deep  axillary  abscess. 

NcvcTthdess.  in  new  of  the  sttDptonu  with  which  the  disease  bcgu 
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— the  cough,  sputa,  herpes,  and  vomiting — I  do  not  believe  that  the 
inflammation  was  localized  from  the  start  in  the  axillary  region.  In 
other  words,  when  we  were  looking  most  fruitlessly  for  a  local  source 
of  infection,  there  was  no  such  local  source.  That  was  a  later  chapter. 
Perhaps  in  the  earlier  stages  of  the  disease  a  blood  culture  would  have 
revealed  the  actual  nature  of  the  trouble. 

Outcome. — October  14th  a  swollen,  tender  mass  was  found  in  the 
left  axilla.  On  the  surface  of  the  indurated  tissues  a  few  small  glands 
could  be  felt;  underneath,  a  deep  fluctuation  (?)  was  detected.  Incision 
released  several  ounces  of  very  foul  pus  and  revealed  a  ca'wty  extending 
far  back  under  the  scapula.  The  temperature  fell  after  the  establish- 
ment of  the  drainage,  and  in  ten  days  the  patient  was  well. 

Diagnosis. — Deep  axillary  abscess. 


TABLE   XII.— Chills.     S^t  and  Symptoms. 


Chuh*. 


Fevtr. 


Blood. 


'  NervonwieM  " 


PyDfVDLC  Kpui 


Phthiu. 


PibenmoiiU 


GiJt.«sn 


N«^tiv«, 


RvftiJlirDI.       J        LebkocylAlb. 


r™u™,,         ^;^l^_ 


Conunved. 


Remittent. 


Malulft 


TyphoM  fever  (onaet)   ,  . 


leukocyloHL 


Not  chumcterutH:. 


Local  lEsni. 


Al  loutce  of  inTec- 
lioD,  «"  in  hcHTt. 


LungL     Sputa, 


Lungt^    Spuu. 


Colic. 

T«undicQ  (T). 

Ejibjaed  nil- 

bidder  (?). 


Intermittept,  i^S^";*,         [     Enl.rged.pl™ 


ReHef. 


DJACipltne. 


AbioTptLoa  or 
dniiiHge. 


Hygienic  mtauRi. 


By  progrew  of 


jr  progre* 
diKHfte^ 


Horphin.     Op«a- 

tiDD.    Pfiuagv  of 

■tone. 


Quiala. 


I         L^ukopeniji. 
Coniinucd.  Wldnl  ten- 

j    Buiilli  by  culture. 


Rose  Apfrii.  '       By  prDgF«H  of 

Etila^ed  ipltn.     i 
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EXAHINATIOTJ  OF  COMATOSE  OR  CCWVULSIVE  PATIENTS 
L  CERTAIN  HOARY  ERRORS  TO  BE  AVOIDED 

1.  Make  no  diai^ostic  inference  from  sguinls  or  infquaHlits  of  Ike 
ftupih.  and  be  cautious  in  all  conclusions  dmwn  from  pupilki^'  cun- 
iractures  or  diLktations.  In  the  majority  of  coinutM^c  cashes  itu:  •.lute  i>f 
the  i)U[>ils  Rivcs  us  no  \-aluaUc  Enfomiiitinn.  I^tk  of  rir!>i)onse  Ki  light 
b  proportional  to  the  de|>th  of  the  coma,  and  in  h)-5tcric  stales  the 
responses  are  usually  normal. 

2.  CpHJUKotf  drviatioH  of  the  head  and  eyes  ha-s  at  prenent  no  di- 
af{n<istic  value.  I  have  M.-cn  it  in  sunstroke  and  in  uremia  ivhen  the 
ButofMy  showed  no  local  lesions  wlwitever. 

y  Strrtaraus  brralhing   (often   mere  snoring)    means  simply  rf'^/j 
coma  from  any  (*tiUf.    It  is  not  chaiacteristk  of  apoplen'  or  of  any 
other  disease; 

4.  Albumin  or  sugar  in  urine  wiik  or  withtnil  easts  Ivive  usually  no 
signitkance.  'ITiey  are  far  more  often  seen  in  non-urcmic  than  in 
uremic  cases,  for  they  may  occur  in  deep  coma  from  any  of  its  numerous 
cauics.  In  uremic  cases  we  tiave  the  history,  the  condition  of  the  heart 
and  funiius  oltiIi.  and  usually  the  evidences  of  dropsy  to  f;uide  us, 

5.  Hrmorr hip  from  Ihr  tar  often  accompanies  a  coma  doe  to  fr»c- 
turc  of  the  base,  but  it  is  b)-  no  menns  [athognomonic  of  this  condition, 
as  injuries  to  the  tymfionum  or  exiemai  auditory  meatus  may  also  cause 
bleeding. 

6.  Hrmififgia,  aphasia,  and  Jaebumian  epiUpsy  may  occur  in  coma 
due  to  uremia  or  other  non-localixed  brain  irritation.  They  arc  not 
proof  of  focal  disease. 


tl.  CAUSES  OF  COMA  AND  CONVULSI(»<S 

These  two  manifestations  of  cerebrospinal  disturbance  cannot  well 
be  studied  separately,  since  ptacttcally  all  aiwws  of  coma  arc  uIm) 
causes  of  conv-ulsions  oimI  vice  versfi. 

«M 


Causes  of  Coma 


1.  ALCOHOUKM 

2.  "SYNCOPE" 

3.  "APOPLEXY"' 

4.  POSTEPILEPTIC  1    ^^^^^^^^^^^^^^^^^^^^^_  ^, 

EXHAUSTION    /  ^^^^^^^^^^^^^^^^^^^^^^^^ 

e.  UREMIA  .^^^^^^^^BB  211 

6.  MENINQITIS  ^^K^^^^M  172 

7.  DEMENTIA  1       ^^  „ 

PARALYTICA  /      ^^ 

8.  BRAIN  TUMOR         ■  19 

■  Although  we  have  treated  at  the  Massachusetts  Hospital  only  62  cases  for  coma  due 
to  apoplexjr  during  the  six  years  coTered  by  this  report,  Ihe  slalistics  of  Tnortality  from 
apoplexy  convince  me  that  this  disease  must  be  among  the  commonest  causes  for  coma. 
The  patients  arc  tienied  at  home. 
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The  following  exceptions  may  be  noted: 

(fl)  Opium  and  sunstroke  cause  coma,  but  verj"  rarely  convulsions, 
(fr)  Strychnin  and  tetanus  cause  convulaons,  but  rarely  coma. 
Otherwise  the  whole  list  of  diseases  shown  in  the  table  below  are 
causes  of  both  symptoms. 


CAUSES  OF  COMA  AND  CONVULSIONS 


Dueas 


L  Brain  injuriel  or  dtjtcls: 

1.  Concusson  and  tmunuUk  edetna  * 

».  Compression  and  laceration  (with  or  with- 
out hemorrhage) 

3.  CoDgenital  defects,'  with  or  without  hydm- 

cephaluK,  hemiplegia,  or  idiocy 

n.  Brain  diseasti: 

(a)  Meninplis  (all  lipea)  . . . 
(6)  Apoplexy  ^ 

(c)  Tumor  and  abscess 

(d)  Sclerosis          (dementia 
paiBlylica) 

\e)   Syphilis 

3.  With  microscopic  lesioru:  Epilepsy 


I.  With  gross 

Icnons: 


m.  Infedious  iistasa  {e.  g.,  tetanus,  typhoid,  ty- 
phus, pyDgeaic  sepsis,  pneumonia,  tiypano- 
soinia^,  malaria,  etc.): 
rV.  Pouofu.- 

I.  Alcohol 

z.  Illuminaling  gas 

3.  Lewi 

4.  Opium 

5.  Strychnin 

6.  Uretnia 

7.  Edampsa  (puerpciat) 

8.  Hepatic  toxemia 

9.  Diabetic  addons,  cachexia  of  cancer,  and 

pernidous   anemia 

V.  Syncope  and  cardiac  vxakness: 

I.  "Kmple  fwnting" 

3.  Stokes-Adams'  disease 

3.  Valvular  or  myocardial  disease.   

4.  Pleural  irritation  (as  during  irrigation) . . . . 

VI.  Sunitroie 

Vn.  Digeaive  and  injeclious  disorders  oj  infancy. . . 

Yin.  Hysleria  and  malingering 


CcokB. 


Often 

Often 

Occasionally 

Often 
Often 
Often 

Occasionally 

Often 

Post-con  vu  Isive, 

or  in  status  epi- 

lepticus 

Late 


Often 
Often 

Rare 
Often 

Rare 
Often 
Often 
Often 

Often 

Often 
Often 
Often 

Occasionally 
Often 
Often 
Often 


CoOTuUco*. 


Occaaonalljr 

Cccaaonally 

Often 

OccasionBlly 
Ocrasiooally 
Occasionally 

Often 

Occaaonally 

Invariable 


Early  (in  children 

and  in  tetanus) 


Occasionally 
Occasionally 

Rare 
Very  rare 

Often 

Otien 

Often 

CKlen 

Rate 

Occa^nally 

Occaaotmlly 

Rare 
OccasoTially 
45  P«  cent. 

Often 

Often 


*  Also  called  "seious  menin^piis."  '  Including  triith  palsies  and  accidents, 

'including  cerebral  hemorrhage,  ihiombosis,  embolism,  and  softening. 
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In  the  ^iisl  majorily  of  adults  Ihe  cauw  of  any  coma  or  convukiun 
[will  be  found  to  be: 

(d)  A  bmin  dif«aM.  injury,  or  defect. 
(b)  An  infection. 
(()  A  poison. 

(rf)  A  form  of  taniiac  insufficiency. 

The  dftails  included  in  these  four  headings,  toftelher  wilh  three  other 
and  lew  coniraoo  types,  arc  sho»-n  in  tlic  tabic  on  p.  489. 

m.  VALUABLE  CLUES 

I.  The  History. — II  is  ulna}*^  of  the  f^rcalcitt  imporlance  to  quciition 
carefully  any  available  rclativci  or  friends;  indeed,  It  is  usually  more 
valuable  than  the  ])hysical  cmmlnalion.  Most  of  the  mistaken  dtagnowa 
in  comatfHc  or  con\'ul»\'e  i^tales  are  due,  in  my  experience,  to  the  lack 
of  u  good  history. 

(a)  In  comatose  patients  with  krcd  mjuria  it  is  c&^ntial,  though 
often  impowiblc.  to  ascertain  whether  the  injurj-  caused  the  coma  or 
the  coma  the  injur)-.  A  man  falla  from  a  scatloldinfc  and  strikes  hjs  head. 
Did  he  fall  because  be  waf.  already  unconscious— jvcrhaps  from  cerebral 
hemorrhage?  His  comrades  may  be  able  to  tdl  us.  Another  useful 
datum  in  "head  cases"  is  the  order  of  s)-mptoms.  and  their  relation 
to  the  time  of  the  injury.  In  concus^on  and  Imuinutic  nlema  the 
coma  is  immediate  and  any  focal  symptoms  (paralysis,  aphasia.  elc.)i 
cnme  later.  In  traumatic  cerebral  hemorrhage  there  is  often  on  intervnl 
of  hours  or  days  bctvfeen  the  injury  (*■ .  g.,  a  tx>xcr's  blow)  aitd  tlic  ftKa] 
p8rBi)'SS  which  next  makes  its  appearance.    Coma  comes  later  still. 

(b)  A  cleu  histor>-  of  syphilis  is  obvlousJy  an  important  clue. 

it)  The  mental  and  motor  changes  of  dtmnttia  paralyti<a  should 
always  be  carefully  imiuired  into  when  an  "e|Mlepsy"  or  a  "fainlinf* 
spell"  api)ears  for  the  first  time  after  the  fortieth  .vear.  Faintinft  and 
epilepsy  almost  never  begin  after  forty. 

((/)  CaH;>  of  poiunitKg  by  alcohol,  opium,  lead,  or  gas  are  umully 
seen  tmdcr  conditions  which  make  the  histor}'  (and,  tltercfore.  the 
diafUiosi>)  clear.  But  in  jiolice  stations,  when-  the  Saturday-night 
"drunks"  arc  gathered  in,  the  <]uestion.  "I>nmk  or  dying?"  not  Infrc- 
i|uently  arises.  Ca<c»  of  alcoholic  |incumonia— more  or  less  comatose 
and  delirious— are  treated  and  die  as  "common  drunks"  because  the 
lem|)eraturt:  and  the  lung  mk"!^  are  not  investigated.  Cerebral  hemor- 
rhage may  occur  during  a  drinking  bout,  and  the  ob\ious  odor  of  alcohol 
may  then  pre\-eD(  our  n-aking  any  diatincttoo  between  the  drunk  and  the 
diing. 
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(e)  Uremia,  without  any  previous  historj-  of  the  ordinarj'  symptoms 
of  nephritis,  is,  I  believe,  a.  very  rare  occurrence,  when  the  physical 
examinatioQ  leads  to  the  diagnosis  of  uremia  and  the  histor)'  does  not 
support  such  a  diagnosis. 

2.  The  Physical  Examination. — {a)  The  temperature  is  most  apt 
to  throw  light  upon  the  case  if  a  nonnal  reading  is  found,  for  thereby 
we  can  usually  exclude  the  acute  infections  as  causes  of  coma  or  con\-ul- 
aons.  Very  high  temperatures  (107°,  110",  115°  F.)  are  strongly  sug- 
^tive  of  sunstroke  if  the  weather  gives  any  countenance  to  the  idea. 

(i)  A  sltm.'  pulse  occurs  especially  with  tumors,  injuries,  and  infections 
of  the  brain;  less  often  in  opium-poisoning. 

(c)  Evidence  of  cardiac  hypertrophy  and  vascular  hypertension  are 
of  importance  as  suggesting  that  the  brain  or  the  kidney  is  the  source 
■of  the  trouble. 

((f)  The  presence  of  a  Uad  line  and  of  basophilic  stippling  in  the 
red  corpuscles  is  occadonaUy  of  the  greatest  importance,  and  should 
always  be  sought  for  in  doubtful  cases. 

(«)  Evidences  of  hemiplegia  (unilateral  increase  of  knee-jerk, 
Babinski's  reaction,  increased  or  diminished  muscular  tonicity  on  one 
ade  of  the  body,  unilateral  analgesia)  point  toward  the  brain,  but  not 
necessarily  toward  any  gross  lesion  therein,  since  hemiplegia  may  occur 
without  any  such  lesion  in  uremia  and  in  epidemic  meningitis. 

(/)  Lesions  suggesting  syphilis  are  sometimes  discoverable  in  the 
bones,  glands,  skin,  or  nasopharynx.  The  presence  of  such  lesions 
gives  us  ground  for  suspecting  that  similar  disease  of  the  brain  may  be 
responsible  for  the  coma  or  convulsions  which  we  are  studying. 

(g)  Spinal  puncture  may  give  us  information  of  hfe-saving  value, 
as,  for  example,  in  epidemic  meningitis.  More  often  it  may  help  us  to 
identify  a  syphilitic  or  metasyphilitic  lesion. 

3.  The  Recognition  of  Hysteric  States. — There  is  only  one  way 
of  being  comatose,  and,  save  for  the  peculiarities  of  individuals,  there 
are  no  distinguishing  marks  or  qualities  in  any  of  the  varieties  of  coma 
above  referred  to.  Their  causes  are  distinguished  by  the  accompany- 
ing physical  signs  or  by  the  history,  not  by  the  characteristics  of  the 
coma  itself. 

Hysteric  states  are  rarely  true  coma,  and  the  distinction,  which  may 
be  of  considerable  importance,  rests  mainly  upon  the  following  points: 

(a)  By  appropriate  stimulus  the  patient  can  be  roused.  This 
stimulus  may  be  a  pail  of  water  or  a  well-chosen  remark.  The  patient 
may,  however,  be  quite  insensible  to  pain,  and  apparently  so  to  noise 
or  light 
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(A)  The  motions  or  altitudes  during  il)c  apparfnlly  unconscious 
period  are  usually  semivoluntsr)*  or  purfxwiw.  Grasping  movement* 
and  effosis  at  rvsi<iancc,  as  when,  far  rxam{)lc,  thv  nose  and  mouth  are 
covered,  are  especially  cIiaradiTiBtic.  Tho  donic  spasms  wliich  so 
often  occur  in  coma  arc  not  seen  in  hj'steria.  Hy|)ertonicily  and  opis- 
lliotonos  are  frequently  seea. 

(c)  Tremor  or  flickering  of  the  eyelids  and  rolling  up  of  the  cyc- 
bftDs  are  vi-n-  common. 

(tt)  In  falling,  the  pticnts  almost  never  hurl  themselves,  and  during 
the  convulsions  there  is  rarely  any  biting  of  the  tongue  or  relaxation  of  the 
&|>liincieRs    Often  there  is  confused  talk  or  screaming. 

I  will  now  exemplify  a  few  of  the  causes  of  coma ;  many  others  will 
be  fmind  in  the  chapter  on  Convulaons,  because  the  sfiusm  was  more 
striking  than  the  coma  in  these  cases. 


Case  2S9 

A  Rusrfan  houjcwifc  of  forty-eight,  whose  father  died  of  &  "cold  in 
his  foot,"  '  had  t%'phoid  fever  in  childhood,  but  lias  otlierwisc  been  well 
all  her  life.    She  passed  the  mcno|xiuse  three  years  ago. 

For  three  or  four  months  she  has  compbined  of  "rheumatic"  pains 
In  her  limits,  with  headache,  cons^ti|xtlian,  and  loss  of  api^etite.  For 
two  or  three  days  she  has  had  distress  about  the  prccordia.  To-day 
at  I  P.  H.  this  distress  increased  until  she  was  fonred  to  lie  down,  follow- 
ing which  she  became  comatose.  After  two  or  tlirce  minutes  she  regained 
consdoufiiess  and  !<crcnmed  violently  for  se\'eml  minutes  on  account 
of  preconlLi]  piiin,  which  apparently  did  not  radiate  at  all. 

These  attacks  recurred  c^-ery  ten  lo  fiftoen  minutes  until  seven  in 
ihc  evening.  She  vomited  six  or  seven  times  during  the  afternoon,  and 
when  seen  at  1 1  P.  IL,  complained  of  palpitation  and  a  sense  of  vrcakneas 
about  her  heart  ■ 

A  physician  who  saw  her  in  one  of  her  "fainting  attacks"  previous 
to  her  entering  the  hos|»tal  said  that  she  was  practically  pulseless  during 
the  |>criod  of  imconsciousncsa. 

Subsequently  it  was  learned  that  she  had  1)ccii  subject  to  fainting  at- 
tacks for  over  thirty  years,  and  had  had  a  coitcr  for  the  same  length  of  lime. 

Physical  examinatioR  revealed  the  turner  alx>\-e  rcfcnrrd  to,  which 
wag  about  (he  slxe  of  a  hen's  egg,  situated  in  the  median  line,  smooth, 
rounded,  not  lender,  moving  with  the  larynx  on  swallowing. 

L'pon   imi>ection  the  heart's  impulse  was  wry  diffuse,  apparmtljrj 
extending  a  half  inch  outside  the  nipple  in  the  fifth  space.    There  wc 
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DO  munnurs,  and  physical  examination  was  otherwise  negative;  blood 
and  urine  normal. 

The  patient  presented  chiefly  the  picture  of  exhaustion.  She  com- 
plained of  various  pains  in  her  arms  and  legs.  The  pulse  during  most 
of  her  stay  in  the  hospital  was  very  irregular,  but  there  was  no  repetition 
of  the  attacks  of  syncope. 

On  February  7th,  when  the  pulse  was  no,  there  was  noticed  a  pulsa- 
ticm  in  the  jugular  veins,  filling  from  below  at  exactly  twice  the  rate  of 
the  arterial  pulse.  On  the  eighth  there  were  three  beats  in  the  neck  for 
every  one  at  the  wrist. 

Discussion. — Fainting  attacks  often  repeated  usually  turn  out  to 
be  due  to  some  important  underlying  disease.  One  should  always 
look  with  great  suspicion  upon  any  attack  so  designated  if  it  is  known 
to  have  occurred  frequently.  Hysteria  is  perhaps  the  disease  which 
turns  out  most  frequently  to  be  the  cause  of  attacks  of  this  nature, 
but  I  have  known  also  cases  of  nephritis,  of  cerebral  tumor,  and  of 
epilepsy  which  have  been  called  "fainting  attacks"  for  months  or  years 
before  the  real  cause  was  recognized. 

In  the  present  case,  since  physical  examination  is  so  nearly  negative, 
the  most  important  diagnostic  feature  is  the  report  by  the  physician 
who  watched  her  in  one  of  these  fainting  attacks  and  noticed  that  she 
was  practically  pulseless.  In  the  absence  of  any  obvious  valvular 
disease,  this  observation  should  lead  us  to  suspect  disease  of  the  myo- 
cardium and  to  study  very  carefully  the  condition  of  the  neck  veins 
during  attack. 

Outcome. — February  7th  it  was  noticed  that  the  jugular  veins 
filled  from  below  and  pulsated  at  exactly  twice  the  rate  of  the  arterial 
pulse.  After  two  weeks'  rest  in  bed  and  the  administration  of  iodid  of 
potash  the  patient  seemed  much  benefited.  She  was  seen  two  years  later 
and  stated  that  she  had  had  no  recurrence  of  the  "fainting  fits,"  although 
from  once  a  month  to  once  in  three  months  she  had  had  severe  attacks 
of  precordial  pain  relieved  by  rest  and  applications  of  heat.  She  now 
passes  water  two  or  three  times  each  night,  and  has  had  various  attacks 
of  infectious  arthritis  and  one  of  erysipelas.  The  goiter  remains  un- 
changed. 

DiagDOsifi. — Stokes-Adams'  disease. 

Case  260 

An  unmarried  Russian  seamstress  of  twenty,  whose  mother  died  of 
diabetes,  lost  her  father  and  one  sister  of  tuberculosis.  Three  brothers 
and  one  sister  are  well. 
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The  jKitivnt  herself  became  mucli  run  down  li%'e  }-ais  ago  and 
was  sent  into  the  countr}*,  apparently  (or  suspected  ttclicrculosts,  though 
her  cough  was  not  vcrj'  pcrsiiileiit,  and  her  sputa  was  never  examined. 
She  WIS  first  wen  April  14,  190S. 

Pour  d)i>-s  ago  she  became  excited  and  fell  unconscious,  lliere 
were  no  convuUion  and  no  [)aral>>>i».  but  she  was  wmewhat  rigid  diirinR 
the  atUick,  and  ^tie  has  since  then  been  in  bed  and  has  \-omited  c\xr\- 
thin);  that  she  has  taken  by  mouth.  Constant  vertigo  and  |)alpJtation, 
with  epiguKiric  |Kiin,  \m\t  been  her  complaints. 

On  exaniiniition,  the  heart's  >i\KX  w&» 
found  one  inch  outside  the  middavkulnr 
line  in  the  fifth  sjKice.  There  w*as  a  pre* 
.systolic  thrill  and  murmur  al  the  apex.  The 
sounds  wtrre  M-r>'  inrgular,  and  at  times 
amounted  to  delirium  cordis.  The  pul- 
monic second  sound  was  shaqily  accentu- 
ated. At  times  a  s>'stolic  murmur  tn* 
heard,  following  the  ^'Cfy  sharp  first  sound 
at  the  apex.  As  is  shown  in  lh«  itccom- 
panring  chart  (Fig.  124)  miiny  heiirt-1>cat» 
failed  tH  reach  the  wrisi.'  Tlicrc  were  tine 
crarlcling  riles  at  the  base  of  l>oth  luDg% 
especially  on  the  left  side. 

The  alxlomen  was  lender  and  rieid  tn 
the  right  hypochondrium,  ami  dulncss  ex- 
tended two  inches  below  the  costal  margin; 
no  edge  was  felu  Blood  and  urine  nor- 
mal. 
Despite  the  extreme  rapidit)-  and  irrcgularit}-  of  the  fwart,  there  wns 
no  c>'anoas  or  orthopnea. 

DiKnsaion.— The  essential  features  here  are  the  tuljcrculous  fiimlly 
history,  the  "fainting  fit,"  and  the  present  condition  of  the  heart. 

The  latter  shows  all  the  evidences  of  mitral  stmo^s  mther  poorfy 
compensated.  Probably  she  has  to  thank  this  heart  trouble  for  her 
fn.t.'dom  from  tuI>crculosis. 

To  what  should  we  attribute  the  attack  of  coma?  In  many  respects 
it  resembles  an  hysteric  attack.  Taticnts  who  faint  very  seldom  do 
90  as  the  result  of  \'ulvular  heart  disease,  altlmugh  there  is  no  symptora 
except  "pain  about  the  bearl."  which  h>  often  alarms  u  patient  alwul 

'  In  ihii  dum  tbc  line  iinBir<Uu«t;r  *1»k  Uhi  npttvmiliig  ibt  pulw  Mandt  lot  ilw 
OMbn  ei  be«n4Nau  maUcd  al  ItK  ft*. 
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his  cardiac  ccsiditioQ.  Of  the  numerous  patients  who  have  consulted 
me  believing  that  they  had  heart  trouble  because  of  the  occurrence  of 
"fainting  fits,"  I  have  never  found  heart  disease  in  a  single  case.  The 
sufferings  of  this  patient  are,  therefore,  all  the  more  interesting.  Care- 
ful inquiry  into  her  previous  history  showed  that  she  had  had  ^milar 
attacks  in  childhood,  and  had  always  had  a  decided  tendency  toward 
hysteria.  In  view  of  this  it  is  probably  true  to  say  that  her  heart  disease 
was  only  a  contributing  cause  of  her  "fainting  fits." 

It  must  not  be  forgotten,  however,  that  in  cases  of  mitral  stenosis  a 
thrranbus  often  forms  in  one  of  the  left  auricular  appendages,  whence 

a  bit  is  detached  and  carried  to  the  brain,  producing  embolic  hemiplegia. 

Possibly  a  minute  embolus  or  a  group  of  such  emboli  might  produce  a 

"faintii^  fit"  without  paralysis,  but  this  conjecture  is  so  far  wholly 

unsupported. 

Outcome. — The  patient  was  gjven  J  grain  of  moiphin  subcutane- 

ously  and  fed  on  milk  and  lime-water  in  small  amounts.    The  bowels 

were  moved  by  small  doses  of  calomel,  followed  by  a  suds  enema. 
On  the  fourteenth  of  May  the  heart-beats  all  reached  the  wrist. 

On  the  twenty-third  she  was  able  to  walk  about,  and  had  no  complaints. 
DiagnoBis.— Mitral  disease  (and  hysteria?). 

Case  261 

A  club  waiter  forty  years  <Ad  has  been  at  work  as  usual  during  the  last 
five  days,  as  is  learned  from  the  manager  of  the  club  where  he  was 
employed.  He  was  first  seen  August  7,  1907.  He  has  done  no  heaiy 
work,  and  nothing  is  known  of  his  pre\ious  history.  It  has  been  noticed 
that  his  color  is  poor,  and  he  has  expressed  a  fear  that  he  might  have  a 
breakdown.  Night  before  last  he  bad  an  attack  of  dyspnea,  from 
which  he  recovered,  however,  without  medical  attendance.  The  next 
day  he  did  his  work  as  usual,  but  seemed  irritable  and  rude,  so  that  he 
was  warned  by  the  manager.  This  morning  at  5  o'clock  he  was  found 
lyii^  on  the  grass  outade  the  club.  He  said  that  he  went  out  there  to 
get  the  air.  He  seemed  very  short  of  breath,  but  walked  to  the  porch 
and  sat  down.  On  his  way  thence  to  the  hospital  he  became  unconscious, 
and  at  the  time  of  his  entrance  was  almost  moribund. 

His  nutrition  was  excellent,  his  color  dusky.  The  heart's  apex  was 
in  the  anterior  axillary  line,  in  the  sixth  space.  The  sounds  were  very 
insular  in  force  and  rhythm;  no  murmurs  were  heard,  TYacheal 
r&les  were  so  loud  as  to  make  examination  of  the  heart  and  lungs  very 
difficult.  Respiration  was  very  rapid  and  irregular.  The  liva*  seemed 
to  be  slightly  enlarged. 
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Outcome. — The  patient  died  within  a  few  hours.  Autopsy  sfaowed 
chronic  endocarditis  of  the  mitral  valve,  with  mitral  stenosis;  general 
arteriosclerosis;  hypertrophy  and  dilatation  of  the  heart;  hydrothorax; 
hydropericardium;  cicatrices  in  the  hver. 

Discussion. — Why  was  this  patient's  death  so  sudden?  The  vast 
majority  of  cardiac  cases  die  in  their  beds  after  prolonged  periods  of 
dropsy  and  dyspnea.  Now  and  then  a  case  either  of  the  val\-ular  type 
(chronic  endocarditis),  of  the  arteriosclerotic,  or  of  the  syphilitic  types 
dies  suddenly. 

In  a  number  of  such  cases  no  coronary  disease,  no  pulmonary  em- 
bolism, and  no  other  sul^cient  cause  for  sudden  death  can  be  found  post- 
mortem. I  have  st'cn  so  many  fruitless  examinations  of  this  sort  that  I 
no  longer  count  on  the  pathologist  to  explain  by  mechanical  causes  the 
sudden  death  in  cardiac  cases. 

Some  ultramechanical.  |)erhaps  some  chemical,  explanation  miist  lie 
soupht. 

Diagnosis. — Chronic  valvular  disease.  Sudden  heart  (allure  from 
unknown  cause. 

Case  262 

.\n  Irish  housemaid  of  twenty-fne  was  seen  November  30,  1909. 
The  pn:\i()us  morning  she  had  seemed  perfectly  well  and  in  good  spirits. 
.M  (;  p.  M.,  November  29th,  she  suddenly  became  unconscious  and  fell 
to  the  floor,  though  her  brother  caught  her,  so  that  her  head  did  not 
^trike.  .\ftor  this  she  vomited  several  times  without  regaining  con- 
st iousncs-. 

This  morning  she  roused  enough  to  moan  and  complain  of  severe 
headxiche,  but  soon  lapsed  into  coma  again. 

Exantiiuilion.—'l'em\xr,iture,  101.6°  F.;    pulse,  no;  resj)iration,  2a. 

BhHMl-pressuFL'.  245  mm.  Hg.  Leukocytes,  28,000.  Urine  clear. 
acid,  io2c;  vm' large  trace  of  albumin;  no  sugar.  Sediment  negative. 
Lift  pupil  >iightly  larger  than  right.  Both  react  sluggishly  to  light. 
Left  ami  and  leg  moved  but  little  on  sensory  stimulation.  Babinski's 
reactii>n  on  the  left.     Knee-jerks  and  .\chilles  jerks  absent. 

I'bysical  examination  was  otherwise  negative. 

l.umlxir  puncture  was  done,  and  blood-tinged  serous  fluid  spurted 
nearly  a  foot  through  the  needle.  The  sediment  of  this  fluid  showed 
no  excess  of  leukocytes  and  no  organisms  in  co\cr-slip  or  culture.  \'ene- 
secli<in  gavL-  no  relief. 

Fundus  examination  showed  double  optic  neuritis. 

Discussion. — Coma,    leukocytosis,    fever,    and    hypertension  with 
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pupillary  inequality  and  apparently  a  left  hemiplegia  are  the  essentials 
of  this  case. 

The  n^ative  character  of  the  spinal  fluid  is  sufficient  to  exclude 
meningitis. 

Diagnoses  of  uremia  made  under  these  conditions  always  tum  out 
wrong.     The  reasons  for  this  I  have  discussed  more  fully  on  p.  509. 

The  content  of  the  spinal  fluid  makes  syphilis  unlikely,  especially 
in  a  girl  with  no  previous  history  or  lesion  suggesting  that  disease. 

Apoplexy,  using  this  old  term  to  include  cerebral  hemorrhage, 
thrombo^s,  or  embolism,  with  or  without  softening,  is  practically  un- 
known in  a  girl  of  this  age  so  long  as  the  heart  is  negative. 

The  double  optic  neuritis  with  the  very  high  blood-pressure  and 
the  normal  heart  points  strongly  toward  cerebral  tumor. 

Outcome. — The  patient  died  suddenly  of  respiratory  failure  De- 
cember 2d,  The  temperature,  pulse,  respiration,  and  leukocyte  count 
remained  practically  as  at  entrance.  After  lumbar  puncture  she  moved 
all  parts  of  her  body  freely,  complained  of  headache,  and  answered  a 
few  questions  clearly  and  with  comprehension. 

It  was  learned  later  that  she  had  had  several  attacks  of  vomiting 
during  the  past  summer,  and  that  her  eye-sight  had  not  been  good. 

Diagnosis. — Cerebral  tumor  (?). 

32 


498 


DIFFERENTIAL  DIAGNOSIS 


1 

in 

111 

a 

•  ill 

3  - 

a 

tfl 

0 

h 

y 

1^ 

li 

i  * 


!| 


3        &" 


EJ 


I. 


& 
z 


Si 


111 


1 


5-c 


I  i'^  ¥ 


?i 


u 


Hi 


^■'||1 


4  J 

Er 


.Sffl 


■3;       gxH       -ri: 

3^    s-s    - 


.5  1 


3    - 


i^i 


2      xf 


I'. 


Causes  of  Convulsions 


1.  ECLAMPSIA  (PUERPERAL) 

2.  INFANTrLE  SPASM 

3.  ALCOHOLISM 

EPILEPSY  ^^^^^Hi^H^^^^^^^^^^^^^^^^B  &44 

UREMIA  ■■^^^^^^^^■^^H 

S.  HVSTERIA  ^^^^m  108 

7.  MENINGITIS  Hi  28 


6W 


CHAPTER  XVI 


CONVULSIONS 


Case  263 

An  Irish  longshoreman  of  fifty  entered  the  hospital  November  17, 
1907.  He  has  been  a  steady,  hard  drinker  for  many  years,  but  denies 
venereal  disease,  and  has  been  otherwise  well.  Four  years  ago,  he 
says,  he  had  a  fit,  which  lasted  twenty  minutes;  nothing  of  the  sort 
has  occurred  since.  All  last  week  he  drank  hard.  He  spent  Saturday 
night  at  the  Salvation  Army  rooms.  On  Sunday, 
November  17th,  while  attending  a  Salvation  Army 
meeting,  he  became  unconscious. 

When  examined  at  5:25  p,  ji.,  November  17th, 
he  was  stitl  unconscious  and  in  convulaons,  at  times 
confined  to  the  right  ade,  later  general,  and  succeed- 
ing each  other  without  intermission. 

There  was  a  deep,  bleeding  cut  on  the  chin,  and  a 
shifting  strabismus  of  the  eyes.  Marked  hyperreson- 
ance  of  the  lungs  made  it  impossible  accurately  to 
estimate  the  size  of  the  heart.  Its  sounds  were  also 
obscured  by  snoring  riles,  but  the  arteries  showed  no 
evidence  of  degeneration,  and  physical  examination  was 
generally  negative.  For  temperature,  see  the  accom- 
panying chart  (Fig.  125).  The  blood  showed  nothing 
abnormal. 

The  urine  was  pale,  T021  in  specific  gravity,  with 
the  slightest  possible  trace  of  albumin.  One  finely 
granular  cast  was  found  in  the  sediment 

Blood-pressure  was  125  mm.  Hg. 

Discussion. — In  the  absence  of  any  obvious  localizing  brain  symp- 
toms or  signs,  epilepsy  is  naturally  our  first  thought,  especially  as  we 
know  that  an  attack  of  epilepsy  is  apt  to  be  precipitated  by  acute 
alcoholism.  But  if  we  are  to  take  the  history  on  its  face  value  and 
understand  that  there  has  been  but  one  attack  previously,  it  seems 
unlikely  that  a  man  of  this  age  would  become  epileptic  so  recendy. 
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In  the  urinary  examination  quoted  nothing  is  said  about  sugar,  but 
even  if  it  were  known  to  be  present,  its  quantitj'  cannot  be  large  in  new 
of  the  specific  gravity  of  the  urine,  and  it  may  be  further  stated  that, 
although  diabetes  may  produce  convulsions,  it  practically  never  does 
so  "out  of  a  clear  sky" — that  is,  in  patients  who  ha\'e  not  prerioudy 
known  themselves  to  be  ill  or  suffered  any  of  the  cardinal  symptoms  of 
diabetes. 

Meningitis  might  begin  in  this  way,  and  the  chart  is  consistent  there- 
with, but  a  knowledge  of  the  results  of  lumbar  puncture  would  be  neces- 
sary  before  any  such  diagnosis  could  be  made,  since  we  have  none  of 
the  ordinary  manifestations  of  meningitis  (cenical  rigidity,  Kemig's 
sign,  squints  and  pupillary  changes,  headache,  vomiting,  and  delirium). 

Of  lead-poisoning,  of  dementia  paralytica,  brain  tumor,  or  abscess 
— all  of  which  might  cause  similar  con\'ulsions — we  have  no  eridence 
either  in  the  history  or  in  the  physical  examination.  Hysteria  and 
trauma  need  not  be  con^dered. 

With  the  exclusion  of  these  alternatives  the  most  reastmable  hypothesis 
remaining  is  that  the  alcohol  is  the  source  of  the  trouble.  Frton  con- 
versations with  physicians  who  attend  the  Saturday-night  drunks  in  city 
prisons  my  own  more  limited  experience  of  "rum  fits"  is  fortified  in 
making  the  ftJlowing  division  into  three  groups: 

(a)  An  alcoholic  debauch  may  make  a  person  hysteric  and  so  pre- 
cipitate hysteric  con\uIsionB, 

(b)  Alcohol  may  bring  on  one  of  the  regular  epileptic  attacks  in  a 
l^aticnt  already  suiTcring  from  that  disease. 

(c)  A  true  "rum  tit"  may  be  produced  by  alcohol  in  a  j)erson  not 
epileptic  or  hysteric.  These  fits  are  presumably  due  to  the  cerebral 
changes  ("wet  brain,"  vascular  crises)  produced  by  alcohol. 

The  present  case  seems  to  belong  to  the  third  group. 

Outcome.— The  jxiticnt  was  bled  about  20  ounces,  and  an  equal 
amount  of  s;ilinc  solution  was  injected.  About  10  p.  u.  he  regaine<! 
consciousness  and  remained  thereafter  practically  normal.  Later  he 
admitted  that  his  present  trouble  l>egan  on  the  second  night  of  his  last 
sprt-e.  The  bystanders  saj'  that  there  was  no  cr>'  at  the  time  he  fell 
and  the  sphincters  were  not  relaxed.  He  was  discharged  well  on  the 
twenty  second. 

Diagnosis. — Alcoholism. 

Case  264 

A  hou.semaid  of  twenty,  of  good  family  history  and  past  history, 
entered  the  hospital  February  la,  1908.    She  has  been  ine^lar  in  her 
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menstruation  for  the  past  ax  years,  and  has  been  subject,  during  that 
period,  to  frequent  severe  left-sided  headaches  and  to  attacks  of  uncon- 
sciousness. These  attacks  are  apt  to  occur  on  the  first  day  of  menstrua- 
tion, but  they  may  come  in  the  middle  of  the  intermenstrual  period. 
She  has  considerable  pain  in  the  lower  abdomen  during  the  first  two 
days  of  menstruation,  otherwise  the  function  is  not  abnormal.  During 
her  attacks  of  unconsciousness  she  falls,  but  sometimes  can  get  up  and 
steady  herself  by  taking  hold  of  something.  She  is  then  apt  to  become 
%iolent,  going  out  of  her  head,  frothing  at  the  mouth,  often  gripping 
her  throat  with  her  hands,  sometimes  bleeding  from  the  mouth  and 
nose.  She  has  never  injured  herself  nor  passed  urine  during  an  attack. 
The  attacks  last  from  a  few  minutes  to  a  few  hours. 

Her  last  menstruation  ceased  five  days  ago.  Two  days  ago,  while 
sweeping,  she  felt  dizzy,  fell  down,  and  says  she  remembers  no  more 
until  she  was  seen  at  the  hospital.  From  her  friends  it  was  learned 
that  after  her  fall  she  was  put  to  bed,  wthere  she  threw  herself  about 
and  talked  incoherently  all  day.  At  7  in  the  evening  she  apparently 
came  to,  and  was  taken  home  from  her  place  of  work  at  ti  p.  u.  She 
again  became  unconscious  and  lay  still  in  bed  with  limbs  rigid. 

Yesterday  she  awoke  and  said  she  felt  well.  She  went  to  work 
at  8  o'clock  in  the  morning,  but  an  hour  later  again  fell  unconscious 
and  rigid  and  remained  so  until  this  morning  at  6,  when  she  was  partially 
aroused  by  an  enema  of  soapsuds,  but  became  again  unconscious  after 
twenty  minutes.  She  has  taken  no  food  for  four  days,  according  to 
her  own  statement.  She  has  been  very  constipated  for  years.  During 
these  attacks  she  says  her  feet  are  apt  to  swell,  but  at  other  times  they 
are  never  swollen. 

Physical  examination  showed  a  well-nourished  girl,  herpes  on  her 
Bps,  dozing  most  of  the  time,  apparently  rational  when  aroused,  but 
apathetic  and  complaining  of  headache  and  abdominal  pain. 


Fig.  ij6. — Diagramitulic  representation  of  upper  median  incisors  in  case  164-     Tbey 
are  set  far  apart  and  are  malfonncd,  curving  toward  each  other  at  the  ends. 

The  upper  and  median  incisor  teeth  are  malformed.  The  other 
teeth  are  in  fair  condition.  (See  Fig.  126.)  The  pupils  are  dilated 
and  react  slugpshly  to  light  and  distance.  The  vault  of  the  palate 
is  very  high  and  narrow.  She  is  a  mouth-breather.  The  heart's  apex 
is  in  the  fourth  interspace,  one-half  inch  outside  the  midclavicular  line. 
The  sounds  are  of  good  quality.    At  the  apex  there  is  a  loud  systolic 
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munnur,  beard  cleariy  id  the  axilla,  faintly  in  the  piUmonan'  area. 
ThU  munnur,  or  a  similar  one,  is  heard  in  the  tricuspid  ares,  and  there 
it  seems  to  be  of  a  higher  pilch  and  diffcrcnl  quulily.  In  the  tricuspid 
area  the  fir^t  sound  is  much  louder  and  sliar|)cr  than  in  the  mitral  area. 
The  pulmonic  second  sound  is  sliKhtly  acccDtuaied.  There  ii  a  sy&toUc 
%-cnous  pulse  in  the  neck.  The  radial  pulses  are  not  in  any  way  remark- 
able. The  abdomen  and  rcilcxcs  arc  not  abnomuU.  Sensation  b 
apparently  normal. 

During  the  first  night  after  her  arri\'a]  the  |iaticnt  complained  of 
headache  and  severe  abdominal  pain.  Half  an  hour  later  she  bef^n 
to  grow  rigid  and  clutched  the  blankets  linnly.  She  then  became 
apparently  unconscious.  Her  pulse  was  76,  res]»ration  44.  \Micn 
the  lighted  lamp  waa  held  in  front  of  her  she  closed  her  c^'cs  mwc  tightly. 
When  they  were  forcibly  opened,  the  balls  were  found  to  be  rolled  up, 
and  she  turned  her  head  a«  if  to  avoid  the  light.  Tht  rigidity  of  the 
arms  could  be  overcome,  though  with  difficult)'.  It  seemed  to  be 
jartially  vnluntar)',  .^  pin  could  l>e  passed  through  a  fold  of  the  skin 
without  causing  any  change  of  expression  or  any  motion. 

After  half  an  hour  of  this  nudity  the  jKitient  became  ^;ain  sciuitix-c 
to  pain  and  would  reply  to  questions. 

On  the  iwcnty-lij^  she  complained  of  a  severe  headache,  which 
immediately  disappeared  under  the  ethyl  chlorid  spray,  llie  attention 
then  became  concentrated  on  the  alidaminal  pain.  After  tliat  the 
headikcbc  did  not  return  and  she  said  the  treatment  cured  her. 

DiscuitioD.  —The  symptoms  in  tJiis  case  and  the  description  of  the 
attack  remind  ua  very  Ktrangly  of  h}-steria.  Two  other  posnbilitics, 
however,  must  first  be  considered. 

Can  the  malformation  of  the  incisor  teeth  he  intcrT>rcted  as  a  lesion 
of  congenital  syphilis  and  the  coii\"ulKions  be  also  due  to  that  disease? 
Tlus  is  very  improliable,  for  a$Jdc  from  tliese  attacks  there  is  nothing 
in  the  patient's  condition  or  history  lo  suggest  syphilis,  a  di-seaw  which. 
In  Its  congenita!  form,  almost  alu-ays  appears  cariicr  than  in  the  twentieth 
year.  The  nature  of  the  attack,  moreo^Tr,  is  not  at  all  chamctcristic 
of  ccrebnil  syphilis,  of  which  more  anon.  The  malformed  teeth  arc 
tK)t  of  the  Huidiinsonian  tyix;. 

Can  the  tricuspid  regurgitation,  evidenced  by  systolic  xxnous  pulsa- 
tion in  the  neck,  tlie  swollen  feet,  and  the  murmur  in  the  tricusjjid  area, 
account  for  the  attack?  In  answering  this  question  it  mu«  first  be 
nodccd  that  the  tricuspid  regurgitation  must  be  slight  if.  indeed,  it 
cxuls  at  all  in  any  pathologic  sense.  Many  obttenTrs  liclie^'C  that  a 
aii^t  degree  of  tricus[)id  regut^tation  is  physiologic.    As  a  result  of 
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various  strains  or  accidents  we  may  conceive  that  this  physiologic 
refiux  is  more  or  less  exaggerated,  but  one  can  hardly  believe  that  its 
effects  would  be  so  disproportionately  concentrated  upon  the  brain 
as  to  produce  convulsions  without  bringing  about  any  more  obvious 
staas  in  the  other  internal  organs. 

With  the  exclusion  of  these  two  possibilities  we  may  conclude  that 
the  attack  was  due  to  hysteria.  The  present  case  exemplifies  many  of 
the  characteristic  signs  by  which  hysteric  convulaons  have  traditionally 
been  diSerentiated  from  those  due  to  the  other  causes  discussed  in  this 
chapter.  Such  characteristics  are: 
.  (a)  The  absence  of  deep  coma. 

(b)  The  semivoluntary  and  semiconscious  nature  of  the  motions 
(e.  g.,  such  as  to  prevent  her  hurting  herself  in  falling,  grasping  motions, 
talking,  re^stance  of  efforts  to  open  the  eyelids). 

(c)  The  absence  of  any  biting  of  the  tongue,  any  relaxation  of  the 
sphincters,  prespasmic  cry,  or  aura. 

These  characteristics  hold  good  in  probably  the  large  majority  of 
hyst^c  cases,  but  it  must  be  realized  that  these  and  all  the  other  signs 
by  which  we  have  sought  to  differentiate  hysteric  jrom  epileptic  convul- 
sions may /ail  us.  Attacks  which,  on  the  whole,  must  be  judged  hysteric 
may  occur  in  the  night  during  ^eep,  may  be  accompanied  by  biting  of 
the  tongue  and  all  the  ordinary  evidences  of  an  epileptic  fit.  I  have 
recently  known  such  a  case  in  which  the  cause  of  the  spasms  was  found 
to  reade  in  a  partly  subconscious  knot  of  morbid  ideas,  acquired  in 
childhood,  reenforced  by  the  abnormal  conditions  of  a  girls'  boarding- 
school,  and  finally  removed  as  a  result  of  psycho-analysis  and  Freud's 
cathartic  method.  Attacks  which  can  be  thus  abolished  must  be 
recognized,  I  suppose,  as  belonging  to  the  hysteric  group. 

The  reasonable  conclusion  is  that,  in  doubtful  cases,  we  cannot  rely 
upon  the  precise  nature  of  the  movements  or  on  individual  features  of 
attacks  to  differentiate  hysteria  and  epilepsy.  Only  by  a  study  of  the 
possible  causes  in  the  patient's  mental  life  and  by  the  therapeutic  test 
(i.  e.,  the  attempt  to  remove  these  causes)  can  the  nature  of  the  malady 
be  determined.    This  is  in  line  with  Babinski's  conception  of  hysteria. 

Diagnosis. — ^Hysteria. 

Case  265 

A  married  woman  forty-eight  years  old  entered  the  hospital  January 
1,  1908.  Her  last  menstrual  period  was  in  the  preceding  September, 
and  she  has  apparently  reached  the  menopause.  She  has  had  nervous 
prostration  three  times,  the  last  time  two  years  ago.     Five  days  ago 
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she  was  Uikcn  with  influenza  and  confined  lo  Iwd.  She  wu  itnt  *rcn 
by  her  |>h)*siciu)  three  days  ago,  when  she  stiddenly  cxiUapeed  from 
"acute  heart  failure"  and  pain  in  the  buck. 

Tlie  doctor  found  her  much  txhau^Ied,  pole,  vct^-  d>-»]»)dc,  and 
(artially  slupoixnis.  At  frecjuent  intcrvab,  three  times  within  an  hour, 
the  iwiin  in  her  lack  became  very  severe;  tl»e  muscles  of  tlw  trunk  were 
rigid  and  all  the  muscles  of  the  body  twitched  convulsively.  Nitro- 
glycerin afforded  much  relief.  The  next  day  tlte  paroxysms  of  imui 
continued  and  she  lost  the  use  of  her  limbs.  For  twenty-four  hours 
^he  had  retention  of  urine,  and  40  ounces  were  linaliy  drawn  by  catheter. 
Within  Ihc  last  twenty-four  hours  the  use  of  her  limbs  has  in  part. re- 
turned, but  the  pain  in  bcr  bock  continues  and  is  sharp  when  she  trie:^ 
to  move.  The  attacks  of  jnin  are  still  accompanied  at  times  by  muscular 
twitchin;;. 

When  first  s^en,  her  lemperattire  was  103.3°  F.  During  the  first  day 
in  the  hospital  it  was  100°  F. 

Visceral  examination  was  negative,  as  were  reflexes,  the  urine,  and 
the  btood.  Blood-pressure,  135  to  140.  I'he  phar)TU(.  larynx,  and 
trachea  were  markedly  injected,  and  there  was  herpes  on  the  lipsi. 

By  the  fifth  of  Januar>-  she  was  much  better  and  able  to  be  up,  but 
was  very  unwilling,  cna  on  tlic  thirteenth,  to  leave  the  hospital.  (>n 
the  thirtieth  she  was  able  to  do  so. 

Diicussion.—Therc  are  some  indications  of  an  acute  infection 
here,  o[>ecially  the  red  throul  and  Ihc  herpi-s  on  the  lips.  It  is  a  very 
familiar  fact  that  in  children  the  onset  of  acute  infectkuLi  diseases  often 
produces  a  t)'pical  epileptiform  convulsion.  It  seems  possible  that  the 
lirewnt  attack  may  be  the  equivalent  of  such  a  conuiWon,  modified 
by  the  age  of  the  |»ticnt,  although  the  precise  nature  of  the  infection  is 
unknown  ("influenza"). 

Some  facts  in  the  case,  howe^'er,  suftgcst  a  difTerent  type  of  convul- 
sion, fbc  intense  fain  in  the  liack,  the  rigidity  of  the  trunk  mu>cles. 
the  temporary  loss  of  power  in  the  limbs,  the  reltntion  of  the  urine,  are 
all  of  them  symjitoma  consistent  vrith  some  tygie  of  offjanic  diaeaic  of  the 
Hfiinal  cord  or  its  membranes.  The  difficulty  with  this  idea  is  that 
closer  scrutiny  of  the  symptoms  fails  lo  itnd  any  arrungcmcnt  amon^ 
them  corrcspondinK  to  any  known  disease,  while  their  outcome  seems 
to  show  that  no  (lermanent  leaoo  has  occuntd  in  the  central  ntrvotts 
^stem. 

By  the  results  of  phj'^cal  examination  it  is  possible  to  exclude 
or]ganic  brain  disease,  such  as  meningitis,  dementia  imralytica,  abscess 
or  tumor,  and  apoplex>-.    There  is  no  evidence  of  ]X)isoning  by  lead 
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nor  of  any  organic  disease  of  the  heart  and  kidney.  There  has  appar- 
ently been  no  previous  attack  resembling  the  present  one,  and  an  epilejjsy 
beginning  at  forty-eight  is  always  an  improbable  diagnosis. 

In  view,  therefore,  of  the  negative  result  of  physical  examination 
directed  to  reveal  the  ordinary  organic  causes  of  convulsions  we  may 
conclude  that  this  attack  is  of  functional  type,  ordinarily,  though  some- 
what loosely,  designated  as  "hysteria."  This  diagno^s,  however,  does 
not  end  our  study  of  the  actual  nature  of  this  attack. 

Two  points  are  of  especial  interest  in  relation  to  this  particular 
example  of  the  vague  type  of  spasms  known  as  "hysteric"  or  "func- 
tional." We  have,  in  the  first  place,  to  consider  the  possible  influence 
of  the  psychic  elements  which  may  have  been  introduced  quite  uncon- 
sciously by  her  physician  and  friends.  It  will  be  noted  that  she  is  said  to 
have  suddenly  "collapsed"  as  a  result  of  "acute  heart  failure."  Now 
these  phrases  have  a  very  great  effect  upon  the  mind  of  a  patient  and 
thereby  upon  his  symptoms.  We  often  see  what  a  great  benefit  may 
be  produced  in  a  patient  when  we  persuade  him  that  his  headache  is 
not  in  "the  base  of  his  brain,"  but  merely  in  the  nape  of  his  neck,  or 
that  the  pain  in  the  left  side  of  his  chest  is  not  "around  the  heart," 
but  mnvly  in  the  stomach  or  in  the  ribs. 

A  corresponding  a^ravation  of  symptoms  is  pretty  sure  to  follow 
if,  by  chance,  such  phrases  as  "collapse"  or  "acute  heart  failure"  are 
let  loose  in  the  patient's  vicinity,  whether  they  are  from  the  patient's 
own  lips  and  merely  corroborated  by  the  phyacian,  or  whether  the 
patient  overhears  them  in  the  conversation  of  relatives  or  bystanders. 
Particularly  in  their  early  stages,  functional  attacks  may  be  greatly 
relieved  if  we  call  a  spade  a  spade,  rather  than  an  agricultural  instru- 
ment. To  make  light  of  symptoms  which  our  physical  examination 
assures  us  are  not  of  serious  importance  may  shorten  by  many  days  the 
patient's  illness,  while,  on  the  other  hand,  suggestions  conveyed  by  a 
grave  and  serious  expression  reflected  from  the  doctor's  face  to  the 
family,  by  the  terminology  used  or  permilted  by  the  doctor,  or  by  the 
nature  of  the  remedies  employed,  may  greatly  aggravate  and  prolong 
the  patient's  sufferings.  For  example,  I  remember  a  case  of  post- 
operative pleurisy  in  which  the  patient,  who  was  high  strung  and  pretty 
well  tired  out  previous  to  the  operation,  began  to  breathe  very  rapidly, 
so  that  the  nurse  in  chaise  brought  in  a  can  of  oxygen  and  administered 
it  at  regular  intervals.  The  patient  took  for  granted  that  this  was 
done  by  the  doctor's  orders.  But  his  previous  hospital  experience,  in 
connection  with  an  appendix  operation,  had  led  him  to  associate  the 
arrival  of  the  oxygen  can  with  the  most  serious  and  even  terminal  stages 
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of  disease.    He  had  noticed  that  pretty  soon  after  the  oxygen  can 
carried  into  a  patient's  room  the  pMlicnt  himself  uiis  carried  out  dead. 

As  a  result  of  puitinR  two  and  two  more  or  !css  unconsciously  togetho* 
in  this  way,  my  |>atient  became  t;reatly  ularmtd  aix>ut  himself,  was 
hardly  able  to  breathe,  and  totally  unable  to  sleep.  Soon  after,  bin 
physician  came  in,  u-as  greatly  surprised  at  the  sight  of  the  oxygen  can, 
promptly  ordered  it  out,  and  irritably  asked  the  nurse,  in  the  patient's 
hcitring,  what  on  earth  she  "had  brought  that  thing  in  fur  when  there 
was  not  the  slightest  need  for  il."  1'he  patient  soon  afterward  went 
to  sleep,  and  awoke  next  morning  much  impro%i-d.  He  afterward 
confessed  to  the  writer  how  the  sight  of  the  ox>-gen  can  had  atlected 
htm,  and  how  profoundly  its  removal  had  relieved  him. 

The  other  fxiint  of  interest  in  this  case  is  the  relief  by  nitroglycerin. 
In  Fal's  book  on  \'a5cular  Crises,  to  which  I  have  already  refcmd,  he 
shows  that  any  ty|>c  of  vascular  s|>asm,  cerebral,  cardiac,  pulmonar>'. 
abdominal,  or  peripheral,  may  be  relieved  by  the  administration  of 
nitroglycerin,  and  uses  the  fad  of  such  relief  as  corrolK>niilive  evidence 
of  the  nature  of  the  attack.  Now  this  patient  is  apitarcnlly  at  the  meno- 
pause, a  period  in  which  distuibaoces  of  vasomotor  balance  arc  notori- 
ously frequent,  manifold,  and  anno>-ing.  Is  it  not  pos^ble  that  thi* 
attack  «-as  of  the  nature  of  a  \^scular  crisis  induced  by  the  onset  of  on 
acute  infection  at  an  es{)ecially  sensitive  period  of  life?  In  the  present 
iitate  of  our  knowledge  no  deliniie  answer  can  be  given  to  this  question. 

Diagnosis.— H\-steriu. 


Case  2M 

An  unmarried  woman,  thirty-eight  years  old,  wa.<>  seen  in  consutuT 
tion  at  8  A.  M.,  .September  26.  rtjOQ. 

She  had  suffered  all  her  life  from  |M.-riodic  headache?  occurring 
ever}'  two  to  four  weeks,  more  especially  at  the  lime  of  menstruation. 
Aside  from  these  attacks,  she  had  never  been  sick,  and  seemed  to  be 
vigorous  in  cver>'  respect.  On  the  nineteenth  of  May  she  went  to  bed 
with  one  of  her  regular  headaches,  so  it  seemed.  During  the  day  she 
had  seemed  as  well  as  usual,  .\bout  i  o'clock  in  the  morning  her  sister, 
who  slept  in  the  same  room  with  her,  was  aroused  by  tome  curious 
sound,  and  found  the  [atient  unconscious  and  in  a  convulsion.  When 
seen  in  consultation  at  8  o'clock  A.  v..  she  was  conscious,  but  very 
drowsy  antl  heavy.  Between  i  a.  m.  and  8  a.  y.  she  had  had  six  geitenl 
tunic  clonic  con^-ulsions,  live  o(  them  accompanied  by  complete  \om 
of  consciousness,  each  lasting  atmut  a  minute,  atul  fc^lovi-ed  by  profound 
rebxation  with  deep  rclaxc<l  breathing. 


I 

I 
I 

1 


I 


CONVULSIONS  509 

Physical  examination  of  the  chest  and  abdomen  was  negative.  The 
reflexes  were  all  somewhat  exaggerated,  especially  on  the  left  side,  and 
at  times  Babinski's  reaction  could  be  elicited  on  the  left.  The  pupils 
were  moderately  dilated,  the  left  larger  than  the  right,  and  responded 
rather  sluggishly  to  light  stimulus.  When  conscious,  she  was  aware 
of  no  pain,  and  although  she  had  been  more  or  less  nauseated,  there 
had  been  no  vomiting.  The  urine  drawn  by  catheter  showed  specific 
gravity  of  1014,  0.125  P^*"  <^^^^-  "f  albumin,  a  moderate  number  of 
hyaline  casts,  some  with  granules  or  cells  adherent.  There  was  no 
edema  anywhere.    The  blood-pressure  was  138  mm,  Hg. 

The  convulsioDS  were  usually  preceded  by  some  shaking  of  the  left 
hand,  extending  thence  to  the  foot  and  leg,  and  then  becoming  general. 
The  eye-grounds  were  not  examined.  The  temperature  was  101.3°  F,; 
pulse,  100  between  convulsions,  becoming  rapid  and  feeble  during  and 
after  them. 

The  blood  showed  16,000  while  cells,  81  per  cent,  of  which  were 
polynuclear. 

The  bowels  were  moved  by  enema,  and  showed  nothing  of  impor- 
tance in  the  intestinal  evacuation. 

Discussion. — When  I  saw  this  patient,  a  diagnosis  of  uremia  had 
already  been  made  by  the  attending  physician.  Against  this  I  imme- 
diately rebelled  in  my  own  mind,  even  in  advance  of  accurate  phy^cal 
examination.  For  this  prejudice  I  had  two  reasons:  First,  I  had 
recently  heard  one  of  the  wisest  and  most  experienced  clinicians  in  the 
world  say  that  he  had  never  known  a  diagnosis  of  uremia,  made  when 
the  patient  was  seen  for  the  first  time  in  coma,  to  turn  out  correct.  By 
this  be  meant  that  the  correct  diagnoses  of  uremia  are  those  made  in 
chronic  cases,  not  those  made  in  patients  who,  out  of  a  clear  sky,  with- 
out any  previous  complaints,  have  suddenly  fallen  in  coma  or  con\'ul- 
sons. 

My  second  reason  was  that  in  the  study  of  1500  postmortem  examina- 
tions made  at  the  Massachusetts  General  Hospital  within  the  last  ten 
years  I  have  been  unable  to  find  a  single  case  in  which  the  diagnosis 
of  "acute  uremia"  had  been  confirmed  at  autopsy.  I  found  many  in 
which  this  diagnosis  was  shown  to  be  erroneous. 

This  mistake  results,  no  doubt,  because  nearly  all  cases  in  which 
coma  or  convulsions  suddenly  supervene,  show  albuminuria  and  casts, 
sometimes  in  great  abundance.  This  is  true  whatever  the  cause  of  the 
seisure. 

Nocturnal  epilepsy  with  status  epiUpticus  seemed  very  improbable 
because  the  patient's  sister  had  been  in  the  habit  of  sleeping  in  the  same 
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room  with  her  (or  some  ycare,  and  ha<)  never  known  of  any  amiUr 
attack,  nocturnal  or  diuntal. 

'Ilic  ab<«ncc  of  any  (trcvious  cardiox'ascutar  or  renal  diMOiie,  ihr 
normal  condition  of  the  heart  and  blood -pressure,  the  absence  of  any 
history  or  present  exidencc  of  syphilis,  nuttle  a[x>|)lexy  and  vaiiculnr 
crises  somewhat  im|>ro)Kil>Ie. 

Cerebral  tumor  and  ab§cc5S  ha^i:  been  known  to  l>e^n  or  rather  to 
show  ibemscKxs  for  the  lirM  time  with  symptonis  like  those  here  de- 
scribed, and  there  is  nothing  by  which  we  can  positively  exclude  thew 
lesions^  Wc  should  expect,  however,  n  higher  blond -pressure.  Kundtis 
examination,  which  was  not  made  in  this  rase,  might  be  of  decided  asdat- 
ance.  since  the  vast  majority  of  cases  in  which  a  cerebral  liiniur  jtroduce 
convulsions  also  8ho«'  optic  neuriti:*  I'chokcd  disk). 

What  is  the  n^Acancc  of  the  leukocytosis  heiv  [xcscnt?  Exjicrience 
has  shown  me  that  the  leukocyte  count  is  |>racticnlly  valueless  as  a  souitc 
of  information  in  cases  invYilv-inj;  coma  or  convulsions.  Whatever  the 
cause  of  these  sym]>tom»,  leukocytosis  is  ]»actically  alway<)  present 
In  cerebral  hcmorrhaiic.  for  example,  it  is  almost  constant.  In  this 
case,  therefore,  as  in  others,  I  disregarded  it. 

Utterly  in  the  dark  as  to  the  diagnosis.'  it  seemed  to  mc  jmssiblc 
that  some  liftht  might  lie  shed  upon  it.  or  poti^Jbly  some  relief  ft}\xn  to 
the  jHitient's  symptoms,  by  lumbar  puivcture.    .\s  will  be  ^hown  by  the 
outcome,  this  puncture  turned  out  to  be  of  critical,  indeed,  I  think,  of  J 
life'Sa\ing.  import-ince.    It*  value  in  this  caw  was  Mich  lltat  I  lUiall   " 
in  future  never  be  content  unless  it  is  done  in  ever}'  doubtful  case  inv'ol*' 
ing  coma  and  convulsions. 

The  fc\'cr  here  recorded  has  as  little  diagnosiic  value  as  the  leuko- 
cytosis. It  is  in  nowise  indicative  of  an  infectious  process,  but  occurt 
with  eipial  frequency  in  all  types  of  coma  and  in  all  diseaiscs  producing 
convul»ons. 

Outcome.-  -A  needle  introduced  into  the  spina)  coni  drew  ,^7  c.c. 
of  dear,  transp.irent.  colorless  fluid.  Of  the  cells  contained  within  the 
sediment  of  this  llutd  sc\'cnty-eighl  per  cent,  were  pol>-ni>elcar,  and 
both  within  and  without  the  leukocytes  a  difilocorcus  was  seen  which 
co*Tcs(M»nded  w  ith  the  diplococcus  of  ejMdcmic  numingitis, 

Flexner's  antimeningitir  serum  was  injected  scvTial  times.  The 
patient  made  a  complete  mrov-erj-,  althouKh  for  a  few  hours  on  the  sixth 
<)ay  slie  l)eeamc  suddenly  and  completely  blind.  The  attack,  however, 
left  no  unlnuard  cffecLi  )>chind  it. 

Diagnoslf. — Epidemic  meningitis. 
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Case  267 

A  plumber  of  sirty-two,  one  of  whose  children  died  of  consumption, 
had  been  an  intennittent  hard  drinker  for  many  years,  taking  rather 
more  of  late — sometimes  a  quart  of  whisky  a  day.  He  entered  the 
hospital  January  29,  1908.  Every  night  for  two  or  three  years  he  has 
filled  a  chamber  vessel  with  pale  urine  and  has  been  seen  to  drink 
much  more  water  than  formerly.  He  has  had  no  headache,  no  cough, 
no  vomiting,  but  has  belched  a  good  deal  of  late.  His  eye-sight  has  been 
good. 

At  2  o'clock  on  January  29th  he  had  a  con\'ulsion  in  a  street  car, 
and  was  brought  at  once  to  the  hospital,  where  he  immediately  had  a 
second  convulsion,  after  which  he  was  very  restless, 
struggling  and  throwing  himself  about  on  the  table. 
At  first  he  said  nothing  and  did  not  answer  ques- 
tions, but  later  he  swore  profusely.  There  was  no 
odor  of  alcohol  or  of  acetone  on  the  breath.  The 
right  pupil  was  larger  than  the  left;  both  reacted 
well  to  light  and  accommodation.  The  tongue  was 
very  dry  and  red.  No  enlargement  of  the  heart  was 
made  out,  and  there  seemed  to  be  no  accentuation  of 
either  second  sound.  Blood-pressure  was  1 70  mm.  Hg. 
The  artery  walls  were  palpable  and  tortuous.  The 
lungs  were  hyperresonant  throughout.  Breath-sounds 
were  accompanied  by  many  medium,  crackling  r&les 
over  both  lungs.  The  abdomen  was  held  somewhat 
rigidly,  but  nothing  abnormal  was  detected. 

During  this  examination  he  had  a  third  convul- 
sion lasting  about  three  minutes,  quite  epileptifomi 
in  type,  with  coma.     The  course  of  the  temperature   ^»8- 
is  seen  in  the  accompanying  chart  (Fig.  127). 

White  cells  were  16,500;  hemoglobin,  80  per  cent. 

The  urine  was  of  high  gravity,  with  a  very  slight  trace  of  albumin, 
but  no  casts  at  all. 

Discussion. — In  such  a  hard  drinker  the  question  of  "rum  fits" 
must  be  entertained.  The  patient  has,  however,  no  odor  of  alcohol 
and  no  history  of  a  recent  increase  in  the  amount  of  alcohol  consumed. 
This  is  not  an  acute  debauch  of  the  Saturday-night  tj-pe,  such  as  makes 
"mm  fits"  so  common  in  our  police  stations.  It  is  a  long-standing 
habit,  which  would  probably  not  begin  to  produce  these  especial  effects 
at  the  age  of  ^xty-two. 
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The  condition  of  the  urine  is  not  characteristic,  but  lite  history  of 
occsrjvt  nocluria  and  the  high  blood-pKastllt  makes  us  sus.])ect  chroiuc 
DC[Aritis  as  the  ultimate  caxux  of  this  attack.  Ulien  the  lungs  are 
uni%-craUy  hyix-rrL-sonant,  it  is  vet}-  difBcult  to  make  out  ibe  size  of 
the  heart  Hence  tltere  may  well  have  been  a  cardiac  hypertrophy 
in  this  case,  although  none  was  discovered. 

Of  the  organic  diseases  invoI\-ing  the  l>rain  and  iu  membraocth  we 
have  no  definite  evidence.  This  docs  not  by  any  means  exclude  them. 
but  makes  il  impossible  for  us  to  move  uny  nearer  toward  a  di«gFinf*« 
of  any  one  of  them  until  further  signs  appear.  .\n  examination  of  the 
fundus  oculi  might  give  great  a^isislancc,  likewise  lumbar  puncture. 

My  reasons  for  ignoring  the  diagnosis  ordinaiily  made  under  thcx 
conditions— I.  e„  acute  uremia — have  already  been  gi^-cn  (see  p.  500), 
and  may  licre  be  simply  summarized  by  sajing  that  I  do  not  bvlic%x:  that 
any  such  condition  exists.     Uremia  is  a  chronic  afTair.  ■ 

.\s  a  working  diagnosis,  therefore,  sufTicient  to  jruide  Utatmcot  to 
the  emergency,  a  vascular  crisis  favored  by  tlic  undcrljing  nepbritb 
seems  reasonable. 

Crackling  riUcs  were  to  be  heard  throughout  both  lungs  in  this  caae. 
'I'hcir  sgni&cancc  descr^-cs  some  discussion.  .\ny  one  who  has  seen 
many  cases  of  stidden  conu,  with  or  without  convulsions,  must  have 
noticed  that  we  can  almost  always  hear  these  scattered  riles,  whatever 
the  nature  of  the  attack.  Their  number  and  the  extent  of  thor  distri- 
bution !icem  to  depend  upon  the  severity  of  the  attack  and  the  dc{iih 
of  tiic  coma,  rather  than  upon  its  cause.  I  haw  seen  them  in  sunstroke, 
alcoholic  and  narcotic  poisoning,  apoplexy,  brain  tumor,  |dumbiam, 
meningitis,  and  ^iirious  other  conditions  with  or  without  a  fatal  issue. 
I  am  not  now  referring  merely  to  the  tracheal  riles  or  snoring  sounds 
attributable  merely  to  the  coma  which  (ircvcnls  the  patient  from  clcarioK 
the  throat  or  doling  his  mouth,  but  rather  to  finer  sounds  audible 
with  a  stethoscope  over  the  backs  alone  in  milder  cases  and  over  the 
entire  chest  in  severer  ones. 

No  adequate  explanation  for  these  rfiles,  so  far  as  I  am  aware,  has 
ever  been  given,  but  the  rapiditj-  wilh  which  they  appear  and  disapiK«r 
seems  to  point  to  some  vascular  cwidltion  which  affects  the  lungs  directly. 
rather  than  through  any  change  in  the  heart's  action.  Ceruinly  they 
arc  not  always  assodatod  with  cardiac  lesions,  but  may  be  wiimitfd 
with  the  most  forcible  and  efTicicnt  action  of  thai  organ. 

Outcome. — The  patient  was  lightly  clhcri7.ed,  and  a  Kubpcctonl 
infusion  of  four  pints  of  rwrmal  saline  solution  was  ^\-en.  The  bowdt 
were  moved  by  rrugncsium  sulphate,  and  a  hot-air  bath  was  adroinurfemL 


I 


CONVULSIONS 


513 


He  had  to  be  partially  restrained,  owing  to  his  desire  to  get  up,  but  by 
Fdjruar^'  ad  he  was  entirely  rational,  and  the  restraint  was  removed. 

A'-ray  showed  cardiac  hypertrophy.  Hypertension  and  an  excess 
of  light-weight  urine  persisted. 

On  Februar}'  4th  he  was  allowed  to  go  home. 

Diagnosis. — Chronic  interstitial  nephritis;  iiiscular  crisis. 

Case  268 

A  shoemaker  of  twentj'-seven  entered  the  hospital  June  38,  1908. 
He  had  been  in  the  hospital  in  the  previous  December  for  an  attack 
amilar  to  the  present.  Four  weeks  ago  his  knee  became  swollen  and 
painful,  and  with  this  he  was  in  bed  for  two  weeks.  Since  then  he 
has  been  walking  with  crutches.  Yesterday  the  left  elbow  also  became 
swollen  and  painful.  This  afternoon  he  had  a  convulsion,  for  which 
he  was  brought  to  the  hospital.  He  had  similar  attacks  in  April  and 
in  FcbruuiT,-.  It  has  been  noticed  that  he  jiassed  an  increased  amount 
of  urine,  that  he  had  to  get  up  seven  or  eight  times  each  night  for  this 
purpose,  and  that  he  had  had  edema  of  the  legs  for  three  weeks  and 
almoiit  constant  headache.  He  has  vomited  four  or  Rve  times  a  week 
since  Januarj".     He  has  no  dyspnea. 

At  entrance  the  patient  held  the  left  arm  across  his  body  in  a  condition 
of  moderate  spasm.  He  could  move  it  butslightly.  Thelefl  eibowwas 
swollen  and  tender,  the  whole  arm  and  aadlla  also  slighUy  tender,  the 
dorsum  of  the  left  hand  swollen,  the  grip  very  weak.  There  was  no 
other  evidence  of  paralysis  or  weakness. 

The  heart's  apex  extended  \  inch  outside  the  nipple-line  in  the  fifth 
space,  the  right  hordcr  1^  inches  to  the  right  of  mid-stemal  line.  .'V 
systolic  murmur  was  audible  at  the  base,  faint  at  the  apex.  There  was 
no  accentuation  of  cither  second  sound.  The  right  pulse  was  somewhat 
larger  than  the  left.     Blood -pressure  was  140  mm.  Hg. 

During  the  nine  days  of  the  patient's  stay  in  the  hospital  the  urine 
varied  from  1006  to  1017  in  specific  gravity,  amounting  to  50  or  60 
ounces  in  twentj-four  hours.  /Ubumin,  from  0.7  per  cent,  to  3.4  per 
cent.;  there  were  no  casts.  There  were  depressed  scars  on  the  right 
tibia  from  the  knee  to  the  ankle,  also  one  an  inch  above  the  inner  condyle 
of  the  left  tibia.     The  blood  was  negative. 

Discussion. — The  age  of  the  patient  and  the  condition  of  the  heart 
and  urine  apjiarently  make  it  clear  that  we  are  dealing  with  a  case 
of  chronic  glomerular  nephritic.  {See  Appendix  C,  on  The  Classifica- 
tion of  the  Types  of  Nephritis.)     If  this  be  the  case,  the  arthritic  sj-mp- 
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toRis  *rt  probably  due  to  a  kw-gnidc  in/cclion,  fa\'orcd  by  the  weaken- 
ing  of  resistance  whicli  chronic  nepliritis  ustiaUy  entail:^ 

In  view  of  these  conclusions  it  would  seem  reasonable  to  intcrfirel 
the  Attack  as  uremic,  since  the  patient  has  hud  [>revicms  sympiotru  indi- 
cating renal  insufficiency,  viz.,  headache,  vxnniting.  ivocturu  and 
edema.  It  «cems  altof^'tbcr  probable  ibut  some  chemical  retention  wilt 
account  for  the  sudden  appeaniKc  of  tea^bnil  iiymfitoms  in  a  caiie  like 
tUs.    (For  fuller  discussion  of  this  mattvr  sec  p.  509,} 

The  scars  upon  the  shins  naturally  direct  our  search  toward  other 
evidences  of  syphilis,  but  as  none  such  are  forthcrmiing  (he  jxussiUlity 
mustt  be  left  open. 

Outcome.— There  was  no  repetition  of  the  conitdaons  while  in  the 
bospiul— from  June  38th  to  July  7th. 

The  treatment  consisted  of  hot-air  baths,  purgation,  and  diet. 

Diagnosis. — Chronic  intcrMitial  nephritis;  uremia. 

Case  269 

A  child  of  fourteen  months,  wito  hud  never  been  sick  ]ffc\'{otidy, 
entered  the  ho^tal  January  la,  1907.    .She  fell  down  two  days  ego 

in  a  con\-ulsi()n  and  has  aan  thca 
apixrarcd  to  be  vcr>-  sick,  crying  much 
of  the  time,  and  extremdy  thinly. 
Yesterday  she  had  the  "shi\xTs."  but 
no  con\'u]3Jon.  The  last  twenty-four 
hours  she  has  not  seemed  lo  recogniiie 
her  mother,  and  Iws  \-omited  occa- 
sionally. Whenever  she  is  touched 
anywl>erc,  she  cries  a&  if  hurt.  There 
is  no  disclmrKc  fn>m  either  car. 

On  exaininaliun,  numerous  while 
circular  scars  arc  scattered  ox-er  the 
body. 

l*hcre  is  convergent  strabismus, 
and  vision  is  apparently  impaired. 
Considerate  mucopurulent  aecr^ 
lion  can  Iw  seen  in  the  pharynx. 
There  is  no  mastoid  tendemes*.  no 
retraction  or  rigidity  of  the  neck; 
tfaciv  Is  a  slight  fulness  under  the  angle  of  the  left  lower  jav;  moderate 
rickety  rosary;  coarse  squeaks  and  bubbling  isounds  are  heard  through- 
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out  both  lui^.  Physical  examination,  including  the  reflexes,  is  other- 
wise negative. 

The  white  cells  are  18,300;  the  temperature  range  is  seen  in  the  ac- 
ctnnpanying  chart  (Fig.  128). 

DiscuEsion. — It  used  to  be  the  fashion  to  attribute  most  of  children's 
convulsions  to  teething  or  colic,  and  it  is  still  generally  believed  that 
digestive  upsets  may  be  sufficient  to  produce  convulsions  which  in  older 
individuals  would  have  a  much  more  serious  significance.  In  the 
present  case  there  is  no  evidence  that  the  teeth  or  any  part  of  the  diges- 
tive tract  are  connected  with  the  seizure. 

Rickets  has  been  made  responsible  for  almost  every  symptom  and 
ill  to  which  a  baby's  flesh  is  heir.  On  p.  406  I  have  already  referred 
to  a  case  of  fatal  urinary  infection  in  which,  owing  to  the  presence  of  a 
rickety  rosary  and  some  shght  errors  in  diet,  the  clinical  diagnosis  was 
rickets.  I  have  known  similar  mistakes  made  in  various  other  cases 
in  which  a  slight  epiphyseal  enlargement  was  present.  The  moral  seems 
to  me  to  be  that  one  should  not  explain  any  severe  illness  as  due  to 
rickets  unless  there  is  other  evidence  of  that  disease  beside  a  rosaiy. 

The  child  is  thirsty,  suggesting  fever,  has  a  leukocytosis,  and  a  good 
many  riles  in  its  lungs.  Riles  may  sometimes  be  the  only  auscultatory 
evidence  of  bronchopneumonia.  Might  not  this  case  be  one  of  infectious 
bronchopneumonia  with  convulsions  at  the  onset?  I  have  previously 
noted,  however,  that  rflles  of  this  t}'pe  generally  distributed  throughout 
the  lungs  are  present  in  practically  all  cases  of  coma.  This  child  is 
apparentiy  semicomatose,  and  might  easily,  therefore,  have  many  r41es 
of  this  type  without  the  existence  of  any  pneumonia.  Moreover,  the 
riUes  of  bronchopneumonia  are  only  distinctive  when  grouped  in  discrete 
patches  and  associated  with  a  good  deal  more  cyanosis  and  dyspnea 
than  are  present  in  this  case. 

In  an  adult,  meningitis  would  naturally  be  considered,  and  even  in 
a  baby  of  this  age  it  can  be  by  no  means  excluded.  Other  and  com- 
moner causes  for  convulsions  should,  however,  be  first  investigated. 

The  most  important  of  these  causes  is  olilis  media.  I  have  already 
referred  in  a  previous  case  to  the  fact  that  children  suffering  from  otitis 
do  not  usually  indicate  in  any  way  what  part  of  their  body  is  affected. 
It  is,  therefore,  all  the  more  important  that  we  should  write  upon  the 
tablets  of  our  memory,  in  such  a  form  that  it  will  never  be  for- 
gotten when  we  are  dealing  with  children,  the  motto;  "Remember  the 
ears:' 

Outcome. — Examination  of  the  ears  by  a  specialist  showed  otitis 
media  on  the  left.    Paracentesis  allowed  the  escape  of  a  littie  bloody 
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and  purulent  Huid,  after  which  the  child  was  much  more  comfotttUe, 
tbouf;h  there  was  still  some  deafness  In  the  kft  car. 

On  the  eighteenth  a  swelling,  apparently  a  gland,  appeared  at  the 
angle  of  the  left  jaw.  It  did  not  extend  up  in  front  of  the  car  and  was 
not  tender.  Ten  days  later  it  wa&  still  persistent,  although  ihe  baby 
•ecmed  othem-ise  entirely  ivell. 

Diagnosis.— Odiis  media. 

Case  270 

A  freight -handler  of  fort\'-sevcn  was  first   seen  on   June  7,  i< 

He  has  had  a  markedly  alcoholic  histor>' — five  or  six  whiskies  a  dt]^.! 

He  denies  venereal  disease.    He  has  been  well  up  to  six  months  itgp, 

when  he  began  to  complain  of  short- 
ness of  breath  and  cough,  with  a 
"rush  of  blood"  to  the  head.  Two 
months  ago  his  eye^ht  began  to  fail. 
and  glasses  seemed  to  do  him  00  good. 
\\'ithin  the  past  year  he  has  had 
pass  water  twice  each  night. 

Ten  days  ago  he  fdt  loo  sick  to  f^ 
to  work,  vertigo,  dyspnea,  weakness, 
und  nausea  being  his  chief  symptoms. 
This  continued  until  three  days  ago, 
when  he  fdt  better  and  went  out  for  a 
walk,  but  on  returning  be  had  a  coi»- 
Milsion  lasting  three  minutes. 

For  the  past  week  lie  has  been  for- 
getful and  iiKohercnl  at  limes.  At 
noon  to-day,  while  sitting  in  his  yard, 
he  went  into  a  convulsion,  with  cutxa 
and  snoring  breathing.     This  conv'ul- 

sion  recurred  Iteforc  4  o'clock,  when  he  was  brought  to  the  bo»pita], 

still  unconscious. 

Physical  examination  shownl  );ood  nutrition,  slight  enlargement  of 

the  ^ands  of  the  neck,  axill«,  and  groins,  nothing  abnormal  in  the  chest 

except  a  few  coarse  rStes  at  the  base  of  the  lungs, 

llie  alxlomen  and  extremities  were  not  remarkable;  reflexes  normal. 

(Sec  Rg.  119.) 

The  white  cells  were  37X>oo;  urine,  30  ounces  in  tn-cnty-four  boun; 

specific  graxity,  1033;   the  slightest  possible  trace  of  albumin;   a  few 
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hyaline  casts.  ExatninatJon  of  the  furdtis  oculi  showed  nothing  remark- 
able. 

The  patient  was  treated  with  milk  diet,  hot-air  baths,  and  niap;nesiuiii 
sulphate. 

By  June  7tli  he  was  fuirly  clear  in  mind,  and  by  the  dcventh  seemed 
perfectly  well.  I'hcrc  was  no  special  change  in  the  urine,  but  the  white 
cells  had  come  down  to  13,000. 

The  patient  was  seen  again  on  the  nghteenth  of  August,  1906.  He 
had  remained  in  good  health  and  had  no  trouble  with  his  eyes  until 
about  two  weeks  ago,  when  he  "began  to  feel  queer"  and  had  frequent 
attacks  of  vomiting.  Three  days  aiijo  he  had  two  convulaions,  and 
has  had  several  of  the  same  ance.  Between  them  he  has  been  drowsy 
and  remembers  nothing.  His  pupils  were  at  this  time  irregular,  the 
left  larger  than  the  right,  the  speech  thick.  He  was  unable  to  repeat 
his  alphabet  or  to  repeat  sentences  said  aloud  to  him.  His  blood- 
pressure  was  135  mm.  Kg. 

Physical  examination  otherwise  was  as  when  last  seen,  except  that 
the  white  cells  were  now  8000. 

Discussion. — In  all  cases  where  a  convulsion  is  the  presenting 
symptom  we  must  first  determine  tlic  question  of  epilepsy,  in  case  it 
seems  possible  lo  exclude  all  gross  organic  changes  or  chemical  poisons 
as  causes  for  the  con\'ulsion.  In  any  man  of  this  age,  however,  we 
should  alwa\-s  be  very  skeptical  of  a  diagnosis  of  epilepsy.  Why  should 
it  b^in  at  fortj'-seven,  when  it  is  well  known  thai  the  vast  majority 
of  cases  of  epilepsy  begin  in  youth  or  young  adult  life.  Only  if  no 
other  possible  eiplanalinn  can  be  found  Ls  such  a  diagnosis  justifiable 
In  a  patient  of  this  age. 

Although  the  patient  is  markedly  alcoholic,  there  seems  00  evidence 
of  any  unusual  indulgence,  such  as  might  determine  at  this  time  a  "mm 
fit."  ' 

As  there  seems  to  be  no  residual  paralysis  or  focal  symptom,  we  have 
no  right  to  conclude  that  hemorrhage  or  tumor  is  present.  The  normal 
condition  nf  the  fundus  and  the  absence  of  any  long-standing  headache, 
vomiting,  or  vertigo  strengthen  the  evidence  against  cerebral  tumor. 

The  study  of  the  blood  and  urine  reveals  no  evidence  of  plumbism, 
diabetes,  or  nephritis.  The  latter  disease  is  still  further  delMinx-d  from 
consideration  (in  its  chronic  form)  by  the  low  blood-pressure.  Acute 
inflammatory'  changes  (meningitis)  do  not  deserve  consideration,  even 
in  view  of  the  leukocytosis  present  at  the  lime  he  was  first  seen,  for 
leukocytods  occurs  in  all  acute  cerebral  seizures.  • 

Attacks  of  unexplained  convulsions  associated  with  marked  forfset- 
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fulness,  bcohcrcncr,  irregxilar  \tu\n\%  and  some  ttisturbtnce  of  speech 
should  always  leiid  us  to  investigate,  by  further  tests,  (he  possibility  of 
dementia  lumiMim.  Such  tests  are,  es{><xijilly,  the  condition  of  the 
hand-writing  x^  compared  with  previous  )'cars,  the  presence  or  absence 
of  sli}(ht  changes  in  manner  or  habits,  the  cellulttr  ron.<!tituents  of  the 
S|>inal  fluid,  and  ilie  W^asscrmann  reaction. 

Outcome.— August  34lh  he  t»as  extremely  co«iial  and  [xJitc.  c%-en 
elTusive,  but  some  of  his  words  were  slurred,  as  if  he  were  drunk,  and 
his  talk  was  decidedly  muddled.  He  say*  he  feels  excellenlly  well — 
better  th-in  for  ten  years. 

On  the  second  of  September  he  escaped  from  the  hosjntal  and  went  to 
early  mass,  clad  only  in  his  red  wTapiier  and  caqxl  sltpiwrs.  He 
returned  immediately  after  scr\icc  and  did  not  seem  to  realize  thai  he 
had  done  an^lhing  unusual.  Hie  Liter  cour^  of  the  case  conlirmcd  the 
diagnosis  of  dementia  paiahtica. 

DiagnoslB. — Genend  paralysiit. 

Case  271 

A  manufaclurrr  of  saxt>--two,  with  a  good  bmily  histor)'.  entered 
the  hos|Mtal  Janviarv'  2,  1008.  He  says  he  has  always  been  "tougher 
than  a  Itoiled  owl,"  though  he  had  diphtheria  when  a  child,  followed 
by  a  paralysU  of  both  legs.    His  habits  arc  excellent. 

Three  week^.  ago  he  had  the  "grip,"  and  when  nearly  over  it  eight 
days  ago  caught  a  fresh  cold,  and  Iicgan  to  have  [rain  in  both  wrists 
knees  and  the  left  sliouldcr,  the  pain  not  ?<^■e^c,  but  catching  him  when 
he  moves.    He  has  had  no  other  symptoms. 

On  the  morning  of  enlnince,  at  ^15,  he  had  a  scries  of  !^HHt  general 
epileptiform  convulsions,  lasting  from  five  to  ten  seconds.  During 
these  the  |>ul«  fdl  to  22  and  was  vcr>'  irregular.  There  were  ))crio<U 
of  fifteen  to  twenty  seconds  when  no  [mlse  could  be  felt  and  no  bcnrt- 
Iwat  heard;  following  this  cime  un  c|Mlcptifomi  ronviiIsJon  lasting  from 
three  to  tive  seconds,  then  (n>m  seven  to  icn  slow,  full  beats  of  the  heart; 
the  whole  cyde  would  then  be  repeated.  The  convulsions  were  accom- 
iwnied  by  nwmeniary  loss  of  congclousncss.  with  flushing  of  the  fBce; 
there  was  no  cyanosis,  orthopnea,  drooling,  or  incontinence.  The 
breathing  throughout  was  deep  and  regular.  The  conviilsions  la.<ttcd 
all  day  and  until  after  midnight,  when  they  became  less  frc<|uent,  occur- 
ring at  I  A.  H.  and  5  A.  u. 

Phj'sical  examination  showed  a  powerfd,  obese  man.  without 
l^dular  enlargement,  with  pupils  altogether  normal,  and  dry,  brown 
tongue.     The  heart-sounds  were  almost  inatidible.    The  heart's  impulse 
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was  neither  visible  nor  palpable;  by  percussion  there  was  no  evidence 
of  cardiac  enlargement.    The  belly  was  negative. 

The  blood-pressure  was  only  95  mm.  Hg.  and  the  arteries  were  barely 
palpable.  The  lungs  were  hyperresonant  everywhere,  and  contained 
many  scattered  rAles.  The  knee-jerks  were  not  obtained,  even  with 
reinforcement;  the  Achilles  jerk  was  likewise  absent. 

The  joints  of  the  left  shoulder,  knee,  ankle,  and  the  right  wrist  were 
^ghtly  red,  swollen,  tender,  and  very  painful  on  motion. 

The  course  of  the  temperature  is  seen  in  the  accompan;-ing  chart 

(Fig-  130)- 

The  white  cells  were  15,000  at  entrance;  18,500  two  days  later.  The 
joint  symptoms  rapidly  improved  under  sodium  salicylate,' 10  grains 
every  hour,  and  a  dram  of  potassium 
citrate  every  four  hours,  with  mild  laxa- 
tives. 

Discuseion. — The  striking  point 
about  this  convulsion  is  its  associa- 
tion with  a  very  slow  pulse  and  periods 
of  pulselessness.  Almost  any  variety 
of  convulsion  may  be  associated  or  fol- 
lowed by  slow  pulse,  that  is,  by  a  re- 
duction in  the  number  of  beats  to  60 
or  even  30  a  minute,  but  a  pulse  of  22, 
such  as  that  here  recorded,  has  a  very 
special  significance,  particularly  when 
the  general  condition  of  the  patient, 
both  before  and  after  the  convulsion, 
shows  no  evidence  of  heart  failure. 
Stokes-Adams'  disease  is  always  the 
first  working  hypothesis  to  be  con- 
sidered. 

Confirmation  of  this  diagnosis  can  be  obtained  only  by  the  study  of 
the  venous  pulse  in  the  neck,  which  was  not  undertaken  in  this  case,  so 
that  no  certainty  can  be  arrived  at.  Nevertheless,  it  is  altt^ether 
probable  that  if  such  a  study  had  been  undertaken,  evidence  that  the 
auricle  beat  more  frequently  than  the  ventricle  would  have  been  found. 

Two  other  points  in  the  case  are  of  interest:  the  joint  symptoms 
and  the  absence  of  deep  reflexes.  The  latter  is  probably  to  be  explained 
as  a  result  of  the  diphtheric  neuritis  of  his  childhood.  The  normal 
condition  of  his  pupils,  the  good  control  of  the  sphincters,  the  absence 
of  characteristic  sensory  symptoms  are  sufficient  to  exclude  tabes. 


Fig.  130. — Chart  of  ease  271, 
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The  occuTTcnce  of  multiple  anhritis,  accompAiued  by  fever  and 
IcukocytiHis,  and  jironiiitly  disappearing  during  (he  administralicn  of 
salicylate,  is  cf  interest  to  me  because  I  haix;  several  times  obsened  such 
an  attack  smultancously  with  a  parox\'Sjn  o(  ^toke;*- Adams'  disease 
The  Eact  may  be  a  mere  coincidence,  though  one  may  also  conjecture 
that  the  blood  changes  accompanying  infection  may  interfere  with  the 
uan^mission  of  impulses  through  a  previously  diseased  bundle  of  His. 

Outcome. — The  patient  slept  a  great  deal  during  the  first  len  days 
of  his  stay  in  the  hofti»tal.  After  that  be  gradually  rrgaincd  his  appetite 
and  strength  until,  by  tbe  eighteenth,  he  seemed  altogether  normal  and 
was  allowed  to  go  home. 

Diagnosis. — Stokes-Adams.'  disease  <  ?). 

Case  272 

A  cook,  sixty-eight  years  old,  was  first  seen  September  9,  1907. 

Six  brothers  and  three  sisters  died  of  uDkno»a  causes.    Three  sisivn 

and  two  brothers  arc  well. 

For  eighteen  ycari  he  has  had  fits  witlKHit  known  cause.     In  them 

he  (alls  suddenly  and  us.ually  without  warning.    Occa»ooall>'  he  bites 

his  tongue,  sometimes  he  "shakes," 

TI1C  attacks  last  from  a  few  minutes 
to  an  hour,  and  are  usually  aocom- 
panicd  by  coma.  They  may  come  from 
once  a  week  to  oncv  in  three  months; 
the  last  attack  was  two  months  ago. 
He  denies  venereal  disease.  He  drinks 
two  or  three  glasses  of  ale  a  day.  Eight 
weeks  ago  he  began  to  ha%-c  swclUnt;  of 
his  legs  ami  abdomen,  and  this  has 
steadily  increased  ever  since.  He  has 
passcti  urine  once  or  twice  at  nJchl  fr»r 
twenty  jxars.  He  worked  until  >-e^cr- 
day. 

The  patient  was  ill -nourished,  pale, 
w>-ith  normal  pupils  and  a  heart  extend- 
ing f  inch  outside  the  left  nipple  and 
5)  inches  from  the  median  line;  sounds 
ref^uUr,  slow, and  forciWe.     .\  moderate 

systolic  murmur  was  heard  all  o\Tr  (he  prccunlia,  Imxiest  at  the  apex; 

blood-presAure  163  mm.  Hg.    T|)e  arteries  n'ere  palpable  and  tortuous 

above  the  elbow.    In  the  left  back  there  was  dulness  up  to  the  eighth 
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rib  in  Riid^tla,  and  to  the  seventh  rib  on  the  right.  Over  the  diill  area 
breath  sounds  und  crackling  tides  were  heard;  fremitus  was  feeble. 
There  was  dulncss  in  the  flanks,  shifting  with  change  of  po:dtion.  marked 
soft  cdenuL  of  the  legs  and  lower  eyelids.  By  tapping,  four  quarts  of 
straw-colored  scrum  with  a  specific  gravity  of  1009  were  withdrawn 
from  the  abdomen.  In  the  sediment  of  this  fluid  lymphocytes  made  up 
82  per  cent. 

About  2  A.  u.  on  the  13th  of  Sc(>tcmber  the  patient  l>ecanie  uncon- 
scious, and  had  general  epileptiform  convulsions,  lasting  about  ten 
minutes.  There  was  no  incontinence  or  biting  of  the  tongue.  W^ithin 
tilt  next  two  days  he  had  six  more  such  attacks.  Each  began  with 
groaning  respiration,  which  in  a  short  time  altogether  ceased,  so  that 
the  patient  became  almost  black  in.  the  face,  the  pulseH  ceasing,  the 
heart-sounds  injtudible,  the  tongue  protruded.  Soon  he  breathed 
again;  the  heart-beat  rose  rapidly  to  80  in  a  minute,  then  again  fell  to 
about  35.  A  short  time  after  ihc  beginning  of  the  attack  the  muscles 
of  the  face  moved  con\-uIsivcIy,  the  whole  Ijody  l>ecame  rigid  and  thcp 
shook.  Tlie  urine  and  feces  were  ]msscd  involuntarily.  The  whole 
attack  lasted  from  half  a  minute  to  two  minutes,  and  was  followed  by 
unconsciousness  lasting  some  hoiu:^.  In  one  of  these  attacks  the  breath- 
ing ceased  for  over  two  minuter  by  actual  obser%'ation.  The  heart  and 
pulse  began  again  before  the  respiration. 

Discussion. — This  patient  had  been  seen  by  several  physicians  on 
account  of  the  convulsions  from  which  he  had  suffered  so  long,  and  it 
had  l>een  so  far  assumed  that  the  diagnosis  was  eiMlepsy,  I  have  already 
called  attention  to  the  rarity  of  epilepsy  beginning  after  die  attainment 
of  middle  age.  This  patient's  fits,  it  will  be  noticed,  Iwgan  when  he 
was  fifty.     Presumably,  therefore,  some  cause  for  them  can  be  found. 

The  evidences  of  arterial  degeneration  at  the  periphciab  the  moderate 
elevation  of  blood -pressure,  and  the  age  of  the  patient  make  it  proper 
to  consider  cerebral  arteriosclerosis  or  general  artcriosclcroas  with 
%'a9cular  crises  as  possible  cause  for  these  attacks.  Their  long  duration, 
however,  is  against  this  supi)ositioii,  and  the  fact  that  there  Is  sto^s, 
evidenced  by  the  signs  in  the  lungs,  the  abdomen,  and  the  legs,  points 
also  against  vascular  crisis,  since  such  crises  usually  cease  when  stasis 

Dementia  paiah-tica  rarely  produces  attacks  extending  through 
annhiog  like  so  long  a  period  of  ye.irs.  It  is  true  that  the  disease  n»y 
run  a  long  course,  but  a  duration  of  eighteen  years  after  tlic  appearance 
of  convulsions  and  without  any  more  marked  mental  or  motor  symptoms 
than  are  here  recorded  is  contrary  to  all  experience.  ■ 
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Tbe  inoM  imfiortant  (act  Tor  the  dilTcTcDtial  diagooMS  ts  the  ccskii- 
tion  of  the  puLsc-beat  obftencd  during  the  attacks  which  occurred  in  the 
hospital.  This  is  vcn'  5UKHL-sti\  c  of  Stokes-Adams'  discaM;,  but  nccd&. 
of  coune,  the  confirmution  obbiinaUc  )>}'  tlie  »tudy  of  the  \'cnous  pulic 
in  the  neck. 

Outcome. — Between  attacks  it  ^vas  noticed  that  the  pulu  in  the 
veins  of  the  neck  was  to  ihc  radial  pulse  as  3  is  to  i.  or  as  3  is  to  2.  Syn- 
chronous tracings  confirmed  this. 

'ITie  urine  averaged  ao  ounces  in  twenty-four  hours,  specific  graWtjr 
loio,  the  slightest  possible  trace  of  albun^in,  many  hyaline,  gnuiuUr, 
and  e)iithelia]  casts;  leukocytes.  8000.  By  tluoiwicopic  cxsminalion 
the  auricular  beat  was  counted  at  63,  while  the  pulse  was  35.  1'hc  thtld 
in  the  nlKlomcn  ra;>id]y  rtuccumulated.  and  had  to  be  tap[>ed  several 
times  l>eforc  the  patient's  death,  Dcccmlx-r  15.  .Autopsy  showed  cir- 
rhosis of  the  liver  and  a  calcareous  ridge  in  the  region  of  the  bundle  of  His- 

Diagnosis. — Stokes*  Adams'  disease.' 
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Case  273 

A  child  of  thrve  years,  of  good  family  history,  was  first  seen  May 
13,  i(>oS.  She  ha»  alwa>'3  been  subject  to  colds,  but  was  otherwise 
well  until  yesterday  afternoon,  when  she  had  a  convulsion,  more  or  less 
rdic^ed  by  a  musUrd  I)ath.  Later  she  vomited  twice  and  was  some- 
what feverish,  '{"his  morning  siv  l>egRi]  to  cough  and  to  timthc 
rapidly.  The  course  of  the  temperature  is  seen  in  the  accompan^nng 
chart  (Fig.  133). 

Tbe  tonsils  arc  large  and  covered  with  a  whitish  exudate.  Tlmr 
arc  small  lender  glands  on  each  side  of  the  neck.  The  neck  musdes 
art  not  at  all  rii^id.  The  heart  shows  no  cnlargcn>cni  in  any  direction. 
In  the  |>ulmonary  area  a  very  loud  systolic  murmur  is  heanl.  com|*letdy 
replacing  the  first  sound,  and  transmitted  to  all  parts  of  the  cheA. 
llieie  i&  no  thrill.  The  (lulmonlc  Mcond  sound  appears  to  Iw  much 
accentuated  and  reduplicated. 

Physical  elimination  was  othenvisc  nef|;alive;  the  wliiie  celts,  10.700. 

Discussion. —  Bcades  the  convulsion,  the  essential  symptoms  seem 
to  i>c  cough  and  dys|)nca,  associated  with  all  the  evidences  of  an  acute 
tonsillitis  and  a  cardiac  murmur. 

Before  concluding  that  the  convulsion  merely  exjiresscs  a  reaction  on 
the  pan  of  the  symptom  against  the  onset  of  the  infectious  tonsiUiti*. 

'  TU*  «uc  w  tcporUd  I?  Dr.  II.  F-  \'iclu-ry  t»  lh«  DoMuii  MmUiaI  MhI  .Suf|^ 
jMmuU,  Oct.  I,  i9ollt  and  b  RtMDdacrd  hcrr  I7  Liad  ixmUMtoa  nf  the  donor  at4 
ifefffounuU. 
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Fit;.  tji». — Catcjiiroii*  rjilitc  involving  (he  tiuaille  of  tlU  !n  *  cue  of  Slolcm-AdAms' 
diiciu*.  The  atruw  )>oiiii«  iii  ilic  ttilitc.  A  l>lt  hA«  Iwm  ciit  out  (m  micruKOiiic  eximl- 
tuition.  I  I'hoi.igiaph  (ly  I.«:«fi»  A,  Bixjwn.  Usitl  l>j-  kind  (icrmivaon  ol  Dr.  H.  F. 
Mckrty  Jtivl  ihi*  Ii>Aliiii  Mnlkcal  and  SurxinI  Jnurnal.t 
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we  must  exclude  the  other  and  more  serious  j>os^bililie«.  Meningitis 
is  one  of  these,  but  there  aecm.s  to  be  nothing  delinitc  except  the  con- 
vulsion itself  to  support  this  idea.  Children  are  ven"  prone  to  show 
ccniciil  ri^ditj,  with  a  retraction  of  the  heud,  strabismus,  and  KcmiK's 
sajni,  c\'cn  when  mcninfiitis  is  not  present;  but  the  absence  of  all  lhe« 
CTmploms  is  strongly  against  meningitis. 

Can  we  connect  the  cardiac  abnormalities,  hinted  at  by  the  murmur, 
with  the  convulsions?  Such  a  connection  nuKhl  be  made  out  in  case 
there  were  c\idencc  of  embolism  of  the  brain  or  lung,  of 
marked  cerebnd  anemia,  or  of  a  broken  compensation 
ui\'olv-ing  the  accumulation  of  t'O,  in  the  cerebral  cir- 
culation. But  we  have  no  reason  to  believe  that  any 
of  these  conditions  exist,  and  I  can  think  of  no  other 
way  to  connetl  the  cerebral  and  cardiac  sjinploms. 

The  ears  were  examined  without  showing  anything 
abnomial.  The  urine  showed  only  the  ordinary  results 
of  fe\'er.  It  seemed  probable,  therefore,  that  our  original 
supposition  was  correct,  and  that  the  onset  of  the  ton- 
sillitis was  in  itself  sufficient  to  explain  the  convulsions. 

WTiat  is  to  be  said  of  the  heart  murmur  ?  \'ery  loud 
murmurs  in  the  pulmonarv'  area  are  usually  the  result 
of  congenital  heart  disease.  This  is  probably  the  best 
diagnosis  to  make  in  the  present  caw.  although  one 
would  feel  much  surer  nf  it  if  any  cyanosis  and  thrill 
were  observ'ablc.  It  is  usually  unwise  to  attempt  any 
further  or  finer  description  of  the  anatomic  cor)ditions 
in  congenital  heart  disease.  Autopsy  seldom  confirms 
the  details  of  our  diagnosis.  Those  wht>  have  seen  most 
cases  are  generally  least  willing  to  commit  themselves  regarding  a  par- 
ticular lesion  or  combination  of  lesions  which  is  r>roducing  the  trouble. 

Outcome. — There  was  no  rejtetitinn  of  the  conv-ulsion.  and  within  a 
week  the  child  seemed  to  be  [perfectly  well,  though  the  oirdiac  murmur 
persisted  unchanged. 

Diagnosis. — Tonsillitis  and  congenital  heart  disease. 
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Case  274 

A  married  woman  of  thirty-four  with  three  healthy  children  was  seen 
September  8,  i()oq, 

She  has  had  no  miscarriage.  Her  husband  denies  syphilis.  Fi\'e 
years  ago  began  to  have  convulsions — typical  "cpileiisy."  Considerable 
headache  in  this  time,  and  occasional  diplopia. 
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Cureted  for  dysmcDoTThca  live  years  ago  with  relief  to  the  dy&racoar' 
rhcK,  but  none  to  the  fits.  Had  tried  many  doctors  without  relief.  For 
p«9t  six  months  no  general  camruhions,  but  attacks  of  twitching  of  the 
right  hand  and  wrisl,  apjarcntly  provoked  by  excesMve  uac. 

Examinaiwn. — Choked  (Uses.    L'rine  and  bhxid-prcssurt  normal. 

Lumbar  puncture  yivcs  dear,  non-cellular  fluid  under  pressure.     Viscera 

normal.     I^ler  sJje  devdopcd  jianily^s  of  external  rectus  and  ptosis  on 

the  left,  with  contracted  pupil.     WasGcimann  test 

and  blood  negative. 

Died  September  9. 

Discussion. — Hiis  patient  is  at  the  age  when 
ordinar}-  cjulcpsy  is  common.  The  most  DotaUe 
feature  in  the  case,  howe^tr,  and  ihc  most  imixntant 
from  the  diagnostic  point  of  view,  is  the  change  In 
the  nature  of  the  spa^n  wiiliin  Ilie  iNtst  six  monthft. 
The  attacks  from  which  she  now  sufTcrs  have  been 
diajicno^'il  as  "wrilcr's  cramp,"  for  *lic  is  of  a  ver^' 
nervous  tyiie,  and  has  done  a  gnat  deal  of  wnttiig 
and  sewing  of  late.  ■ 

M  soon  as  we  had  obsen-ed  one  of  ihe  attack:!, 
however,  it  became  obvious  that  it  had  nothing  to  do 
nith"writcT'8cramp,"thatit  v.-us  wholly  involimtarr, 
and  possessed  all  the  characteristics  of  Jacksonian 
e[Hlepsy.  Locali7.ed  sjiasns  of  lhi»  type  are  often 
seen  immediately  preceding  an  attack  of  ordinary  gen- 
eralized epilepsy;  in  fact,  pretty  much  all  cjiUcplic  ■ 
attacks  begin  in  some  single  group  of  muscles.  It  » 
only  when  the  convulrion  fails  to  spread  beyond  the  original  group 
that  we  attribute  localizing  significance  to  it,  and  begin  seriously  to 
coosider  a  dmunscribcd  Icaon,  such  as  tumor,  cyst,  meningeal  adhc* 
sions,  abscess,  or  softening. 

The  jiresciKC  of  choked  di!«s,  with  a  normal  urine  and  blood- 
pnmire  and  normal  cerebral  spinal  fluid  obtained  by  lumbar  puncture, 
points  strongly  lowanl  brain  tumor.  Were  cerebrospinal  syjAilis,  tabes 
or  paresis  present,  the  spinal  fluid  would  in  all  probability  show  an 
excess  of  ccUs.  The  negative  Wassermann  reaction  is  also  of  mme 
signiricance,  although  in  this,  as  in  so  many  other  fields,  negative  evidence  J 
is  far  Ie*s  \-aIuabIe  than  positive. 

Meningiii<,  docs  not  give  rise,  so  far  as  I  am  aware,  to  Jackaonian 
epilepsy,  and  Ihc  content  of  the  spinal  fluid  suffices  to  exclude  it. 

There  t<cm<  to  be  nothing  left  but  cerebral  tumor,  and  no  important 
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evidence  against  it.  At  first  sight  the  long  duration  of  her  illnesa — 
the  fi«  >*ears  of  typical  "epilepsy"— seems  confusing,  but  there  are 
now  on  record  a  considerable  number  of  cases  in  which  cerebral  tumor 
has  been  dcmonslratcd  at  autopsy  after  a  number  of  years  of  headache 
and  convulsive  attack!),  like  those  here  described. 
Diagnosis. — Cerebral  tumor. 

Case  275 

A  physician  of  fiitv  was  seen  October  38,  1908.  He  has  always  been 
weJl  until  eight  years  ago,  when  he  had  a  good  deal  of  pain  in  his  lumbar 
r^on  and  down  the  back  of  his  right  leg.  For  this  he  consulted  Dr. 
J.  E,  Goldthwait,  who  put  him  into  a  plaster  jacket,  with  marked 
relief. 

After  this  he  was  well  until  three  yeais  ago,  when  he  had  "some 
kind  of  a  spasm,"  the  nature  of  which  cannot  be  more  accurately  learned. 
In  July,  1907,  he  was  seized  with  <*ome  sort  of  an  attack  during  the  night 
while  in  his  bath-room,  lie  found  himst-If  on  the  floor,  and  was  unable 
to  get  to  his  feet,  but  crawled  back  to  bed.  Kver  since  that  time  it 
has  been  noticed  that  his  gait  is  somc\vhat  shuffling  or  shambling, 
especially  when  he  i-i  much  fatigued. 

In  September,  190;,  he  had  an  attack  of  catarrhal  jaundice,  A  con- 
sultant saw  him  at  that  time  and  considered  it  a  case  of  "brain-fag." 
ifuscular  power,  sensation,  and  the  pupils  were  then  examined  and 
found  lo  be  normal.  During  the  next  six  months,  however,  he  liad  a 
number  of  attacks  of  vomiting  without  obvious  cause  and  without 
relation  to  meals.  Tliey  did  not,  however,  prevent  his  carrying  on  a 
vcn'  active  practice,  in  which  he  has  been  engaged  up  to  the  present 
time. 

In  September,  190S,  he  had  a  bad  nose-bleed,  and  next  day  seemed 
very  weak,  with  profuse  sweating  and  marked  pallor.  To  these  nose- 
bleeds he  saj's  he  1i;ls  been  subject  all  liis  life.  Many  other  members 
of  his  family  have  a  similar  tendency. 

October  37,  1908,  the  day  before  the  one  on  which  I  saw  him,  he 
was  seized  almut  6  p.  m.  with  a  general  epileptiform  convulsion,  and 
within  the  next  twenty-four  hours  he  had  nine  similar  attacks.  The 
first  convulsion  followed  immediately  upon  the  eating  of  a  vcrj-  hca^7 
meal,  .\fter  it  he  was  comatose,  .^nd  between  the  subsequent  convul- 
sions he  did  not  fully  regain  consciousness  until  about  three  hours  before 
the  time  at  yhich  I  saw  him. 

On  examination  he  was  normally  conscious,  intelligent,  and  cheerful. 
There  was  no  paralysis  anywhere,  and  the  tendon  reticles  were  normal. 
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I'hc  pupils  immobile.  The  heart,  lungs,  suid  alxlomlnal  viscera  sliowert 
nothmg  u-ortliy  of  note  except  that  the  aortic  second  sound  was  sharp 
and  ringing,  and  the  puUc  of  high  tension.  As  lie  spukc  to  me  in  answg- 
lu  questions  I  noticed  an  occasional  stumbling,  and  now  and  then  the 
elision  of  a  syllable.  lie  said  he  felt  quite  vrdi,  and  wanted  to  make 
jome  medical  calls  that  nfternoon. 

On  subsequent  inquin*  it  was  Icamcd  that  his  urine  had  l)een  ex- 
amined several  limes  in  the  i>ast  eighteen  months  and  always  found 
to  contain  a  trace  of  albimiin.  He  had  sometimes  had  a  little  trouble 
in  urinutitm.  and  once  last  summer  in^'oluntarj'  dofecalion  took  place. 

Discussion. — ICvery  phj-sician  sees  many  cases  of  this  tyjtv,  if  ooe 
omits  the  history  of  the  convulsion.  In  the  absence  of  such  convul- 
sions as  were  here  described  the  diagnosis  of  neurasthenia  is  very  fre- 
quently made.  Such  a  diagnosis,  in  my  opinion,  h  never  jaitified 
when  the  patient's  s)'mptoms  tiist  ap[>car  at  or  alter  middle  life.  Xervoiu 
weakness  under  tbe<c  conditiun£  means  organic  diseuM.'  with  nemxia 
manifestations.  The  underiying  trouble  is  most  often  cardiox'ascuUr 
disease,  witli  or  without  a  demonstrable  arlerioetlcrosis.  The  per- 
sistent de%'ation  of  the  blood-presiture,  which  is  almost  always  to  be 
found,  should  put  us  on  our  guard  against  the  mistake  of  supposng  the 
]Niticnt  to  l»e  "merely  nervous." 

In  all  such  cases,  however, — and  more'  especially  when  a  con^'^llsion 
has  occurred, — we  should  make  such  in([uirics  as  would  serve  to  de- 
termine whether  any  evidence  of  lieginntng  dementia  )}aral>-tica  is 
present.  In  a  |>hy^cian  carrv-ing  on  an  active  and  bucccssfu]  practice 
tl  may  seem  hardly  justifiable  to  consider  so  serious  a  disease,  but  in 
the  present  patient  inquiry  brought  out  the  folltiwing  points: 

(.j)  Hi*  hand-writing,  always  indistinct,  had  now  Itecome  so  illcKiMc 
that  apothecaries  were  frc<(uently  unable  to  decipher  his  prescriptions. 
(I  fear  this  hapgiens  to  many  not  demonstrably  the  victims  of  dementia 
paralytica.) 

(b)  His  wife  had  noticed  that  he  liad  recently  become  entirely  in- 
capable of  making  up  his  accounts  or  doing  even  simple  sutns  in 
arithmetic. 

(c)  Despite  the  i-agueness  and  inaccxiracy  of  his  arcmint  Ixmka,  he 
was  vtry  cheerful,  if  not  optimistic,  upon  money  matters,  though  hi* 
wife  dcciarti]  with  tears  ihiit  he  hud  little  ground  lor  such  optimism. 

((/)  He  has  fallen  into  the  habit  of  dmpping  aslee))  while  at  work, 
or  even  in  the  midst  of  a  convcrsatiiMt,  and  his  attention  at  all  timci  is 
sbort'livcd  and  waiKlcring.  (This  is  true,  also,  of  many  other  memberx 
of  his  family,  and.  indeed,  of  the  human  family.) 


(e)  His  memory  and  decisiveness  of  action  have  been  gnidiuill> 
foiling  for  many  months. 

[f)  It  bus  been  noticed  that  he  drops  things  very  frequently,  and 
complains  that  he  has  no  feeling  in  his  iingers. 

In  view  of  these  mental  and  psychomotor  changes  the  diagnosis  of 
dementia  paralytica  seemed  to  me  clear. 

Outcome. — The  patient  went  away  for  a  few  weeks  on  a  \^cation 
soon  after  I  saw  him.  He  then  returned  to  Boston  and  tried  to  rcgiune 
pTuctice,  aided  by  a  verj'  old  friend,  a  physician,  who,  for  friends-hip's 
sake,  was  willing  to  go  everywhere  with  him  and  make  good  his  mis- 
takes. 

On  Februar)'  13,  1909,  he  had  another  convulsion,  and  March  loth 
a  general  tonic  clonic  spasm,  without  loss  of  consciousness.  .After  Iliis 
he  gradually  improved  in  strength,  gait,  and  ability  to  write,  but  his 
personal  habits — previously  most  correct— became  somewhat  untidy. 
May  35*^1  he  went  to  his  old  home  on  a  Maine  farm,  where  he  passed 
the  summer  in  reasonable  comfort.  October  3.  iqoq.  he  seemed  in 
unusually  good  spirits,  but  at  midnight  he  had  a  series  of  convulsions 
and  died  within  a  few  hours. 

Diagnosis. — Dementia  paraljlica. 

Case  276 

July  9,  1906,  I  was  called  tn  a  small  town  in  the  southern  part  of 
Massachusetts,  on  the  outskirts  of  which  lived  a  farmer  whose  wife  I 
was  asked  to  .see  for  the  relief  of  convulsions  of  unknown  origin.  She 
was  a  woman  of  twenty-eight,  of  cxcellenl  family  history-,  and  had 
al"'aj"s  up  to  this  time  been  well  and  strong.  Nine  weeks  previously 
the  had  borne  her  first  child,  parturition  and  the  convalescence  from  it 
being  normal. 

Three  weeks  before  I  saw  her  she  consulted  her  physician  on  account 
of  persistent  headache,  an  entirely  new  sj-mptom  for  her,  A  week 
later  she  was  noticed  to  be  distinctly  pale.  Iron  was  prescribed,  and  she 
seemed  to  be  doing  well  until  eight  da>'S  ago,  when  she  had  an  attack 
of  vomiting  without  any  known  reason.  Such  attacks  have  recurred 
ever.'  day  or  two  ancc  that  time. 

Five  days  ago  she  had  her  first  epileptiform  con\-ulsion,  which  was 
followed  within  twelve  hours  by  a  second  convulsion  involving  only 
the  muscles  of  the  right  half  of  the  body.  Four  days  ago  a  similar 
unilateral  conMilsIon  occurred.  Yesterday  she  had  a  generalized 
convulsion  without  loss  of  consciousness.  The  urine  has  been  sevxral 
times  examined.    It  is  always  rather  scanty,  but  has  never  shown  any 
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albumin.  The  gravity  ha^  averaged  1024,  the  color  rather  darker  thaa 
normal.     She  has  voided  27  ounces  in  the  past  twenty-four  hours. 

Between  tiie  convul±dve  altackti  sihc  seenu  prctt)'  weU,  though 
rather  weak.    There  has  been  no  ]uiin  at  any  tJnie  and  no  paralysis. 

Phy^cal  examination  of  the  chest  and  abdomen  vras  entirely  Dcpi- 
tive.  The  rellcxcs  and  pupils  were  normal;  ihc  hcmoKloljin,  50  [icT 
cent;  the  urine  free  from  albumin,  and  otherwise  as  abo\-e  dcscn)>ed. 

Discussion.— Naturally,  our  fir&t  attempt  in  such  a  case  is  to  relate 
the  convulsions  in  M>me  way  to  the  recent  childbirtl),  but  this  wems, 
on  reflection,  rather  far  fetched,  as  tlte  woman  was  in  perfect  health 
for  the  six  weeks  following;  parturition. 

Uremia  seems  to  be  cxcJuded  by  the  absence  of  any  oudJac  hypcr- 
tro])hy  or  urinury  changes.  Unfortunately,  llie  blood  iireaure  wan 
not  measured.  To  the  polpatLog  linger  the  arterial  tension  seemed 
unusually  low. 

Without  an  examination  of  the  fumlus  xuti  one  cannot  speak  with 
conljdcncc  against  the  possibility  of  bruin  liunor;  but  there  U  really 
little  to  Miggcst  it,  local  symptoms  l>cing  entirely  absent,  the  headache 
being  very  modGjatc  and  unaccomjianicd  by  verti^. 

In  ihe  physical  examination  and  in  the  reawning  pnicesB  abov* 
re^>rodttced  one  essential  ste])  hii.s  Itecn  omitted  primarily,  because 
in  the  first  fifteen  minutes  of  my  study  of  this  case  it  was  altOf;cther 
forgotten,  also  because  it  never  occurred  to  the  mind  of  the  attending 
physician.  Both  of  us  forgot  to  consider  lead- poisoning,  .\fter  my 
first  uttsati:ifactory  and  fruitlciw  review  of  the  ca»  I  began  again  and 
went  over  the  patient  systematically  frt«n  head  to  foot.  On  the  gums 
I  found  this  time  a  typical  lead-line,  which  I  had  prcv-iousjy  omitted  to 
look  for,  because  lead-potsoning  is  a.^^ociatcd  in  my  mind  cliiclly  with 
those  who  work  in  some  trade  involving  the  use  of  lead.  A  }*oung 
woman  living  b  the  depths  of  the  countr>-  and  dwng  no  work  fnitakfe 
bcr  own  house  does  not  necessarily  suggest  the  possibility  of  kad- 
poEsonlng. 

After  finding  the  endcncc  of  lead  m  her  gums  I  began  to  wonder 
where  she  could  have  acquired  the  metal.  Could  it  Ite  fn»n  drinking 
water?  If  «>,  other  members  of  the  family  should  be  alTectcd.  I 
lumnl  itt  onoe  to  the  husband,  standing  at  the  foot  of  his  wife's  bed, 
and  evtmiiicd  his  gums.  They  also  showed  a  t)'pical  lead-tine,  though 
he  had  had  no  symptcHUs.  I'htrc  wa.i  no  one  dse  in  ttie  l»nuw  but  Ihc 
baby,  who  had  taken  no  water  and  seemed  to  be  quite  healthy. 

The  family  then  recollected  that  the  water  had  tasted  queer  lunce 
the  previous  winter,  but  they  bad  been  using  the  same  well-water  (or 
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the  past  three  years.  About  100  feet  of  lead-pipe  intervened  between 
the  well  and  the  house. 

The  patient  was  ordered  to  drink  no  mwe  of  this  water,  to  take 
5  grains  of  potassium  iodid  three  times  a  day,  and  a  purge  of  tnagnedum 
sulphate  every  morning.  The  convulsions  ceased  at  once,  and  the 
patient  made  a  rapid  and  lasting  recovery. 

DiagnosiB. — Lead-poisonii^. 

Case  277 

In  July,  1893,  a  gentleman  of  forty-nine  entered  the  hospital  with 
the  diagnosis  of  astasia  abasia,  made  by  a  neurologist  three  weeks 
previously.  He  remained  in  the  hospital  for  three  months,  during 
most  of  which  time  he  had  partial  paraly^s  of  the  \eg,  relaxed  sphincters, 
and  a  great  number  of  complaints  referred  to  different  parts  of  his 
body.  The  reflexes  were  never  markedly  abnormal,  and  visceral 
examination  was  always  negative.  He  gradually  improved  until  he 
was  able  to  walk  with  a  cane,  left  the  hospital,  and  was  not  seen  again 
until  1903. 

During  most  of  the  intervening  decade  he  lived  in  India  or  in  Egypt, 
painted  a  good  many  pictiu^s,  and  enjoyed  himself  thoroughly.  In 
1900  he  had  an  indolent  abscess  on  his  forehead,  which  did  not  hea! 
after  it  had  been  opened,  and  showed  no  conaderable  improvement 
for  six  weeks.  After  that  he  was  given  some  medicine  "with  a  salty 
taste,"  and  the  abscess  promptly  healed. 

Since  1897  he  has  been  troubled  with  attacks  diagnosed  as  "petit 
mal."  These  occur  every  two  to  five  days,  and  last  about  half  a  minute. 
A  typical  attack  begins  with  slight  nausea  and  a  bad  taste  in  the  mouth; 
next  he  begins  to  notice  a  sudden  change  in  the  behavior  of  the  people 
around  him.  They  seem  to  he  walking  so  as  not  to  disturb  him,  or 
creeping  toward  him.  After  this,  comes  a  tremor  or  thrill  down  the 
left  arm  and  an  involtuitary  closing  of  the  left  thumb  and  index-finger, 
with  some  shaking  of  the  whole  hand,  so  that  he  may  almost  drop 
his  newspaper  if  he  is  reading  one  at  the  time.  All  the  colors  of  the 
objects  around  him  become  intensified.  He  does  not  think  that  any 
one  about  him  notices  what  is  going  on.  Between  these  attacks  he 
feels  pretty  well,  but  occasionally  wets  his  bed  at  night,  and  always 
passes  water  five  or  six  times  after  he  gets  to  bed.  Occasionally  he  has 
noticed  that  his  linen  is  stained,  owing  to  relaxation  of  the  rectal  sphinc- 
ter. 

In  1904  he  went  abroad  and  enjoyed  himself  very  much.      Various 

English  doctors  told  him  that  his  troubles  were  all  due  to  gout.     Occa- 
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sionally  his  left  ankle  ^ves  vray  under  bun,  but,  as  a  rule,  he  walks 
veiy  wdl.  November  7,  1904,  he  fell  unconscious  in  a  watcr-ckwet, 
and  for  half  an  hour  afterward  wa^  drowsy  and  drooled  sali^'a.  January 
2ti  1905.  after  four  days  of  cxcdicni  nptrit!'  and  entire  ab^mcc  of  the 
attacks  of  "petit  mal,"  be  woke  up  in  the  night  with  severe  pain  acrasa 
his  forehead,  a  very  sore  ton};ue,  and  much  bcnsitin-ncsK  of  his  tnuKlcs 
especially  acros  the  loins.  For  the  whole  day  foll(n\'ing  thi&  he  nns 
very  sleepy  and  stu^rid. 

Kcbruary  20lh  he  started  to  dine  with  a  friend  in  Cambridge.  The 
next  thing  that  he  knew  he  found  that  the  electric  car  in  which  he  was 
had  come  to  the  end  of  its  route,  in  surrounding»  which  he  did  not  at 
■II  recognize.  How  he  got  there  he  had  no  idea.  About  three-quarters 
of  an  hour  had  elapsed  since  he  took  the  cur  for  Cambridge.  Next  day 
he  noticed  that  his  left  foot  dragged  a  little  in  walking. 

In  1906  he  bc^^an  to  have  trouble  with  his  rectum,  and  a  tumor  waa 
felt  high  up  upon  the  right.  Opcia.tion  showed  an  apparently  Lnnpcni- 
ble  tumor  mass  invol\-ing  a  large  ;>ortinn  of  the  rcrmm  and  lower  sigmoid. 
An  anifidaJ  anus  was  made,  after  which  he  was  grcady  Ijetlcr.  Four 
years  later  there  had  been  no  increase  of  s>7nploms.  The  artiftcial 
anus  was  working  cxcellcndy  well.  Occasional  attacks  of  uncon- 
sciouHiess,  with  or  without  generalized  con\-ulsion9,  and  very  many  o( 
the  seizures  called  "petit  mal,"  still  troubled  him. 

DUcuuioo.— Twice  this  fiatient  was  given  up  to  die — the  first  time 
In  i8qj.  the  second  lime  in  iS<)7 ;  yet  he  is  alive  and  healthy  ( igio>.  The 
most  important  diagnostic  and  thcrajumtic  indication  in  his  case  was 
to  my  mind  the  so-called  absoess  on  the  forehead,  whkb  resisted  al) 
onlinatii-  treatment  and  then  healed  so  promptly  after  the  administra- 
tion of  a  medicine  which  had  the  taste  of  [x>las^imi  iodid.  The  {latient 
had  no  knowledge  of  any  s^-philitic  infection,  but  had  ti^'ed  the  t)^^  of 
life  in  which  such  infections  are  acquired.  T  sec  no  reason  lo  doubt 
that  all  his  sym))toms  were  due  to  syphilis  in  one  form  or  another. 
Fust  the  s|)inal  cord,  later  the  brain,  and  linally  the  perirectal  tiasuct 
were  involved. 

The  question  of  operation  for  the  relief  of  his  attacks  of  "petit  mal" 
was  often  and  seriously  considered,  hut  in  view  of  h\n  previous  history 
it  seemed  probsMc  that  the  disca<«  was  so  widely  diUused  that  little 
could  be  expected  from  operati\e  interference. 

Diagnosit.— Syphilid. 
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CHAPTER  XVn 

WEAKNESS 

So  many  patients  consult  a.  physician  comptaimng  prinurily  of 
weakness  that  I  have  thought  it  best  to  discuss  it  and  to  iUuslntiu  it  by 
cases,  although  so  little  is  known  rcganling  llic  manner  of  its  prnducliao 
in  the  KTcat  majority  of  imlients.  We  must  make  at  the  outset  a  db> 
tinction  which  is  often  not  noticed  by  jjatJcn's  tliemaelve»,  the  distinctton* 
namely,  Iwtwcen: 

(a)  Parals-sis  due  to  organic  lesions  of  ihc  t>nin,  Dinl,  or  perii>henU 
nerve. 

(6)  Itj-stcric  and  psychasthenic  "forKctfuhww"  (Janet),  wheftby 
a  patient  loses  control  of  his  motor  tract. 

(0  Weakness  in  the  narrower  sense,  excluding  (d)  and  {b},  and  due 
to  a  K'<-'at  \ariety  of  defects  in  nutrition,  excretion,  or  blood-supply. 

fH  this  latter  tj'pc  of  functional  insufficiency  wc  really  ha^-c  very 
little  knowledge.  It  is  often  said  tliat  oHemia  is  directly  and  in  ittelf 
the  cause  of  many  weakened  states,  >■<!*  f  had  under  my  care  for  three 
jrcars  a  patient  with  )>emicious  anemia  who  was  in  the  halnl  of  taking 
a  daily  swim  of  about  a  mile  in  the  Charles  River,  when  his  red  cells 
numbered  less  than  1,500,000  i>er  c.mm,  He  also  walked  to  and  from 
his  work, — a  distance  of  alwut  two  mites  each  way, — and  was  very 
actively  engaged  as  a  salesman  in  the  basement  of  a  department  store 
for  nearly  twelve  hours  in  evary  twenty-four.  In  vitnt  of  diis  and 
smilar  cases  it  is  difficult  to  bdicvc  that  anemia  is  in  itself  the  alt- 
imixirtant  cause  of  weakness  such  as  we  shoukl  often  be  led  to  suppose. 

It  is  also  well  known  that  the  si7.e  of  muscles  and  their  firmness  have 
only  a  rough  and  general  relation  to  their  strength.  Some  of  the  roost 
lemarkable  athletes  have  small  and  apparently  soft  muscles. 

In  a  large  group  of  cases  weakness  appears  us  the  result  of  cardiac 
Insufficiency,  but  even  here  it  is  difGcuJt  to  fix  the  blame,  since  dyspnea 
is  so  intimately  related  to  the  disabilities  of  which  the  patient  com- 
plains. 

Kcver  is  likewi;<c  associated  in  our  minds,  and  apparendy,  in  bet, 
vrith  many  cases  of  weakness,  yet,  on  the  other  hand,  we  have  all  of 
us  dealt  with  [ntients  who  feci  much  brighter  and  lictter  when  their 
temperature  is  dc^-atcd  than  when  it  is  normal, 
ut 
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Despite  all  these  limitations  of  our  knowledge  it  is  doubtless  true 
thftt  anemia,  lack  of  muscular  development,  cardiac  insufficiency, 
malnutrition,  and  fex-er  are  in  some  way  connected  with  the  weakness 
of  which  our  patii-nts  complain.  Clinically,  such  compluintb  are  most 
often  associated  with  the  following  conditions: 

I.  Neimisthcnia  and  other  psychoncuroses. 

3.  Tuberculosis. 

3.  Anemia. 

4.  Bad  hygiene. 
$.  Nephritis. 

6.  Valvular  heart  disease. 

7.  Convalescence  from  acute  respiratory  infections  ("influenza"). 

8.  Diabetes. 

9.  H)*pcrth>Toidism. 

In  the  latter  two  diseases  we  have  the  striking  phenomenon  of  loss 
of  weight  and  strength  despite  good  appetite.  Besides  those  above 
listed,  one  sees  now  and  then  a  patient  complaining  only  of  weakness, 
yet  proving,  on  examlnalion,  to  have  typhoid  fever.  The  same  is  true 
of  myxedema  and  not  infrequently  of  obesity. 

Case  278 

An  expressman,  thirty  years  old,  of  good  family  history  and  good 
habits,  had  pneumonia  seventeen  years  ago,  and  again  seven  years 
ago.  Six  years  ago  he  passed  a  life-insurance  examination  and  was 
told  that  his  lungs  ivere  sound.     He  was  first  seen  October  29,  1906. 

He  has  been  feeling  entirely  well  until  about  two  years  ago,  when 
he  began  to  get  weak,  lost  his  apixrtitc,  and  fell  some  nausea  and  faint- 
ness.  He  kept  at  work,  however,  until  October,  1905,  when  he  went 
to  his  father's  home  in  New  York  State,  was  out-of-doors  hunting, 
and  felt  much  stronger  and  better,  but  still  was  not  cured. 

Some  time  after  this  he  had  jaundice.  He  was  treated  with  calomel, 
but  did  not  impro\'e.  He  went  hack  to  work  in  February,  iqo6,  but 
in  May  broke  down  again,  and  since  then  has  newr  been  able  to  work 
more  than  three  weeks  at  a  time  on  account  of  weakness. 

At  no  time  has  he  had  any  pain,  but  his  weakness  gradually  became 
so  troublesome  that  six  weeks  ago  he  gave  up  work  for  good. 

His  appetite  has  been  poor  throughout  this  ilUiess,  but  for  the  past 
three  weeks  he  lias  eaten  almost  nothing  because  he  cannot  bear  the 
sight  of  food.  He  has  had  no  vomiting,  no  pain  anywhere,  and  his 
bo^vels  have  moved  regularly  once  a  day. 

For  the  past  two  weeks  he  has  been  very  sleepy,  and  found  it  difficult 
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to  keep  awakf  in  the  (Uy-tiine.  For  the  past  two  weeks  he  h&»  taken 
ijcef'juicc  in  tcaspoooful  doses,  but  no  other  food.  He  has  luid  no 
drugs  except  sodium  phosphate.  Of  this,  he  sav'»  he  has  used  hoJf  a 
buahd-haskct  full  of  buttles. 

A  year  ago  be  weighed  135  pounds,  now  be  weighs  loj. 
On  examination  the  patient  a  emaciated.    His  lirvath  shoKs  an 
odor  like  acetone.    His  skin  is  of  a  dark  yetlotv  hue. 

Hm  heail  'is,  negative,  except  that  the  sounds  are  verjr  bint  His 
pulse  is  of  very  low  tension;  his  blood-pressure,  50  mm.  Kg. 

Tbe  edge  of  the  liver  is  just  paljahle  Ijclow  the  ribs  on  full  inspira- 
tion.   The  knee-jerks  are  absent. 

There  is  no  edema.    The  urine  is  negative. 

IIk  iem|jcrature  Li  as  seen  in  the  aocomputy^ 
ing  chart. 

Red  celb  are  5,040,000;  white  cdls,  17,200; 
hemoglobin.  85  per  cent.;  69.5  )icr  cent,  of  the 
leukocytes  jKilynuclear,  the  remainder  tyniphi>- 
cjlcs,  the  majorit)'  of  which  are  very  Uigc.  llie 
blood  ia  otherwise  novmal,  repealed  setrch  for 
malarial  paimsitcs  l>cing  fniillcss. 

The  stooU  showed  nothing  abnormal  except 
adight  reaction  with  the  guaiac  test.  The  \-omilu3 
shou-ed  no  hj-drochloric  acid;  nolliinf;  else  of 
intere&t. 

Extreme  weakness  was  practically  his  only 
symptom. 

Discuuion.^The  marked  ga.<iliic  Vftapbam 
complitiiiitl  of  by  this  {latient  direct  OUT  midl 
fii^  lowiud  some  cau-se  in  the  gastio-intcstinal 
tract. 

{o)  Antm-xia  wnvM  often  produces  ■  coodi^ 
tion  even  more  serious  than  the  one  now  ui 
discussion.    Indeed.  U  U  not  infrequently  fatal.     But  in  a  penoa  of 
this  age,  sex.  and  manner  of  life  it  is.  so  far  as  I  know,  unknown. 

(6)  Cancrr  0/  the  stamaeh  may  occur  at  this  age  or  even  eariier* 
though  such  an  occurrence  is  vcr.-  rare.  One  of  its  eariiest  8)-mptom5 
is  often  a  complete  los.<>  of  iippetttc,  such  as  this  patient  suffered.  The 
absence  of  hydrochloric  acid  in  the  vomitus  would  seem  to  support  this 
hyjvothcsis.  On  the  other  hand,  in  a  patient  »o  markedly  emaciated 
we  should  certainly  expect  to  feel  a  ttunor,  especially  as  the  symplonu 
seem  to  have  lasted  two  years.     Other  gastric  symptom* — such  ai 
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stasis  and  vomiting— would  certainly  have  appeared  by  this  lime  in 
the  great  majority  of  cases  of  gastric  cancer. 

(e)  The  enormous  amount  of  sodium  plwspkate  which  this  patient 
hud  taken  might  cause  us  to  conjectun;  that  he  has  poisoned  himself 
mtfa  the  drug  tvere  there  any  evidence  that  it  is  capable  of  producing 
toxic  s\Tnptom6;  but  so  far  as  I  know  there  is  no  such  lAidcncc. 

The  patient's  yellow  pallor  reminded  me  strongly  of  some  of  the 
cases  of  chronic  malariiil  poisoning  which  I  had  seen  in  soldiers  return- 
ing from  the  Cuban  war,  but  the  results  of  blood  examination  absolutely 
excluded  malaria. 

As  there  was  no  discoloration  of  the  coojuncti\'.'s  and  no  bile  in  the 
uiinc,  we  did  not  consider  a  chronic  hemolytic  jattndicc.  The  low 
blood- pressure  and  Ihe  great  emaciation  were  such  as  one  oflen  sees 
in  the  latest  stages  of  some  form  of  tuberculosis.  There  were  no  lesions, 
however,  discov-erable  by  physical  examination,  and  no  fc^er. 

The  absence  of  knee-jerks  was  not  cxjJainabIc  by  any  of  the  diag- 
noses which  wc  considered.  There  ^^as  no  siifficieni  reason  to  con- 
sadcr  tabes,  as  there  were  no  sensorj',  pupillary,  or  sphincteric  changes 
and  no  pain.  Very  possibly  he  may  have  passed  through  an  attack 
of  ))eriphcral  neuritis  at  some  previous  time,  but  there  was  no  reason 
to  connect  it  with  the  present  sNinptoms. 

.Addison's  disease  jtroduces  the  lowest  blood- pressure  that  has  been 
observed,  so  far  as  I  know,  in  any  disease  previous  to  the  moribund  state. 
It  is  often  associated  with  f;iisiric  symptoms  like  those  from  which  this 
patient  has  sutTered.  The  discoloration  of  the  skin  !■■  usually  more 
marked  than  that  here  described,  but  as  it  is  wdl  known  that  Addison's 
disease  ain  occur  without  any  pigmentation  at  all,  it  is  well  always 
to  remember  the  disease  in  any  differential  diagnosis  of  cases  charactcr- 
i2cd  by  extreme  weakness  of  obscure  origin. 

Outcome. — The  face  and  hands  were  a  good  deal  darker  colored 
than  the  rest  of  the  body;  there  was  no  increase  at  die  Ixxiy  folds. 

In  the  mouth  was  a  small  patch  of  dark -brown  color  on  the  inside 
of  the  cheek,  near  the  comer  of  the  mouth,  also  some  clusters  of  minute 
brownish  points  on  the  inside  of  the  cheeks  near  the  junction  of  the 
teeth,  and  a  few  on  the  hard  pajate.  The  patient  looked  like  one  in 
the  last  stages  of  malignant  disease  or  tuberculous,  .^t  times  he  would 
suddenly  feel  much  better. 

The  patient  was  put  on  forced  feeding  by  mouth  and  rcctutft^ 
whisky,  i  ounce  everj-  four  hours,  strychnin,  -^  grain  every  four  hotm 
and  seemed  belter  until  the  fourth  of  November,  when  he  developed 
fever  and  chill,  became  delirious,  and  soon  died. 
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Autopsy  showed  tuberculosis  of  the  adrenal  glands;  obsolete  tabcr- 
cukuis  of  the  apices  of  the  lungs. 
Diagnosis. — Addison's  disease. 

Case  279 

A  freight  truckman,  tliirty-dght  .vears  old,  entered  the  hospital  July 
i/t90&  He  had  formerly  used  alcc^l  in  moderation,  but  )iad  used 
none  for  over  a  >'ear  unlil  it  was  prescribed  by  a  doctor  dining  the 
present  illness.  He  denies  vcncrtttl  disease,  and  has  been  well  until 
twelve  days  ago,  when  he  began  to  fed  weak,  mean,  and  seedy.  Three 
da)-s  ago  he  had  to  give  up  work  on  account  of  weukn^^a,  night-<m'cats 
accomiwnicd  by  constant  frontal  headache,  pain  all  over  him  (esfxictally 
in  the  back),  anorexia,  nausea,  and  \-onuting. 

PhvMcal  examination  was  negative,  except  that  the  knee-jerks  mod 
abdominal  rctlcxcs  were  not  obtained.    The  nutrition  is  fair. 

Blood,  urine,  lemperature,  pulse,  and  respimtion  were  normal. 

Despite  his  weakness  and  prostration,  there  was  noticeable  during  the 
examination  an  unusual  degree  of  ner\-ous  alacrity,  .^ny  direction 
given  him  was  executed  with  lightning  speed  and  almost  with  violence. 

Discussion. — ^The  symptoms  of  the  onset  veem  like  those  of  an  acdte 
infectious  disease,  especially  pneumonia  or  t)-phoid,  and  although 
fever  was  absent,  wc  made  rigorous  and  rei>caled  search  for  \TSccral 
evidences  of  some  such  infection.  Nothing  came  to  light,  hon-e\-er, 
and  wc  were  obliged  to  look  elsewhere  for  a  cause  of  the  symptORis. 
In  cases  of  this  kind  it  is  alu-ays  well  lo  consider: 

(a)  Neurasthenia  or  some  other  type  of  ps>xhoncurosis. 

(b)  Poisoning  by  moq>hin  or  some  other  drug. 

Though  abslTBctly  possible,  the  psychoncurofes  were  practically 
easy  to  exclude  wlien  we  were  face  to  face  with  this  buriy,  letbai]gict 
hard-working  w^ge-camcr. 

Of  morphiniKm  there  was  no  hint,  cither  in  the  histoiY  or  In  hts 
present  condition.  He  showed  none  of  ttie  vague  longings,  irritable 
oamidaints  of  widely  distributed  pain,  itching  about  the  face,  scars  of 
hypodermic  punctures,  palloT,  emaciation,  in5wmnia,  or  other  e\H<icnoc» 
of  the  morphin  halnt. 

On  the  other  hand,  another  poison— alcohol — «-as  distinctly  sug- 
gested by  the  absence  of  kncc-jcrks,  when  considered  in  connectioa 
with  his  mental  state.  The  peculiar  alertness  and  alacrity,  shown  by 
alcoholics  immediately  previous  to  an  attack  of  delirium  tremens,  U 
difficult  to  convey  by  description,  hut  easily  recognized  by  any  one 
who  has  once  or  twice  seen  it.    In  the  present  case  it  was  very  marked,  and 
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was  associated  also  with  a  ven-  noticeable  smoolkntis  and  satiny  lex- 
lure  of  Ihe  skin,  a  sign  often  of  great  value  in  patients  who  deny  ai- 
cohoUsm,  but  present  other  (evidences  which  make  us  suspect  it. 

Outcome.— .\1  though  the  patient  indiRnantly  denied  any  recent 
alcoholic  excess,  he  bef^n  to  show  the  nervous  symptoms  of  approach- 
inR  dtlirium  tremens  two  days  after  his  entrance  to  Ihe  hsopital,  and  in 
sjMte  of  considerable  doses  of  [lolassitim  bromid.  These  symptoms 
abated,  however,  within  two  or  three  da\-!>,  when  he  was  able  to  go  home 
in  much  better  condition. 

Diagnosis.^Alcoholism. 

Case  280 

A  bridge-tender,  fifty-eight  years  old,  of  good  family  history,  has 
had  "chronic  rheumatism,"  and  especially  "sciatic  rheumatism,"  in 
the  right  leg  at  irregular  intervals  for  ten  ycare  or  more.  Othenrise 
he  has  always  been  well  and  strong,  and  his  habits  ha^e  been  good. 

Ten  months  ago  he  began  lo  notice  a  weakness  so  markeii  that  at 
times  he  came  near  fainting.  This  weakness  was  most  noticeable  in 
the  legs,  but  he  has  felt  tired  all  over.  For  the  last  six  weeks  he  has  felt, 
on  exertion,  a  rather  se\ere  pain  in  his  chest,  n«ir  the  lower  part  of  the 
breast-bone,  accompanied  by  shortness  of  breath,  which  compel*  him 
to  stop  whatever  he  is  doing.  The  pain  ceases  after  a  fc^v  moments' 
rest.  Hearty  food  aiao  brings  on  this  pain,  which  comes  on  immediately 
after  eating  and  lasts  for  an  hour  or  more. 

He  has  no  cough,  no  vomiting;  is  usually  somewhat  constipated; 
the  bowels  move  once  in  two  or  three  days. 

Two  years  ago  he  weighed  ago  pounds;'  he  still  weighs  215.  He 
gets  up  three  or  four  times  at  night  to  pass  water. 

The  temperature,  pulse,  respiration,  urine,  and  blood-pressure  all 
were  normal.  The  heart  showed  no  enlargement,  and  its  sounds  were 
of  fair  quality.  There  was  a  faint  systolic  murmur  at  the  apex,  Iraos- 
mitted  a  few  inches  to  the  left;  no  accentuation  of  either  sound  at  the 
base.  The  edge  of  the  liver  was  felt  two  inches  below  the  costal  margin; 
the  abdomen  is  otherwise  negative,  lilte^Nise  the  Iiuigs,  reflexes,  and 
extremities. 

Rectal  examination  showed  prominent  external  hemorrhoids,  but 
no  CAidcncc  of  bleeding. 

Examination  of  the  stomach  with  a  gastric  tube  showed  nothing 
abnormal,  dther  ph>'sically  or  chemically. 

The  red  cells  were  2,530.000;  white  cells,  8000;  hemoglobin,  30  per 
cent.;  differential  count  normal.    The  stained  specimen  showed  marked 
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achromia,  very  slight  x'ariatioius  in  the  size  of  the  red  cells,  but  nothing 
else  abnormal. 

Discussion. — Ttte  hiMor^'  of  sciatica  and  the  complaint  of  cspcdml 
wcaltncss  in  the  Icrs  nalurally  lead  us  to  consider  pcriplieml  ncuritui. 
No  such  diagnosis  can  be  made,  however,  when  the  reflexes  are  nonnal 
and  all  sensor;-  symptoms  are  absent,  a^  in  this  ca&c. 

Arteriosclerosis  muM  occur  to  us  whenever  a  patient  of  fifty-di^t 
complains  of  suhstcrruil  pain  and  general  weakness.  Possibly  there  is 
some  arteriosclerosis  in  tins  [witient,  but  I  do  not  see  that  we  can  be 
sure  of  it  or  that  we  am  connect  it  with  his  present  s>-mptoms,  since  bis 
blood-pressure  is  low,  his  heart  nef^Uvc,  iind  symptoms  of  stada  abtcoL 

But  for  the  blood-examination  this  [mticnt  wouUl  present  aJmoei 
precisely  the  picture  of  )>eTTiiciouH  anemia;  c\'en  the  subfttemal  pain, 
which  he  complains  of,  is  sometimes  seen  in  that  disease,  »\\*rt  from 
arteriosclerosis  or  nephritis.  The  blood-picture,  howM-er,  is  that  ot 
sccondar)'  anemia,  and  compels  us  to  make  a  most  careful  search  for  its 
cause. 

That  search  should  be  directed  so  as  to  ascertain  whether  S)-philia, 
malignant  disease,  hqiatic  dnhosb,  or  any  disease  involving  hemor- 
rhage is  present.  All  these  except  the  last  could  easily  W  excluded. 
but  in  \icvr  of  past  cjcpcrioicc  I  alwaj-s  look  with  larticular  care  lor 
evidence  of  hemorrhoids  when  the  iiroblem  is  to  find  the  cause  for  Ihc 
anemia  of  a  middle-aged  patient.  I  recollect  three  pcmu  MiflfrrinK 
fn>ni  anemia  of  unknown  cause  and  totally  unaware  of  any  trouble 
from  piles,  which,  ncverthcU-s?,  tumcxl  out  subsequently  to  be  the 
source  of  frequent  long-standing  hcmorrhagCH.  In  all  thcar  caacs 
the  anemia  was  cured  by  treating  the  piles  and  stop|»ing  the  hemorriii^ 
The  same  turned  out  to  be  true  in  the  present  case,  the  moral  of  which 
is  that  careful  examination  of  the  rectum  with  a  speculum  ithould  always 
be  made  when  we  are  searching  for  the  cause  of  an  obscure  anemia. 

Outeoma.— It  was  learned  *.ul»equenlly  that  Ihe  [latient  had  had 
bleetling  piles  off  and  on  for  at  least  four  >Tars.  For  some  unknown 
reason  he  omitted  to  mention  this  hct.  Operation  was  ad^-ised,  but 
refuwd. 

DiagnoBis. — Secondary  anemia.     Hies. 


Case  281 

A  po*t-office  clerk  of  sixtj-threc  entered  the  hospital  November 
14.  1907.  He  was  in  the  hospital  first  in  Hfoi  with  gcnito-urinary 
tuberculosis,  and  again  in  1904  for  stone  in  the  bladder.  He  seems 
to  have  recovered  entirely  from  t>otli  his  previous  troubles.    For  the 
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past  year  he  has  been  losing  strength  and  weight.  Twenty  years  ago 
he  weighed  196  pounds;  five  years  ago.  170;  one  year  ago,  167;  and 
now,  128.  From  July  ist  to  Noveraber  ist  of  this  year  he  was  unable 
to  work.  For  the  past  two  weeks  he  has  been  at  work  again,  but  had 
to  give  up  to-day.  He  has  no  other  symptoms  of  any  kind,  and  has 
noticed  no  pallor  or  pigmentation  of  the  skin. 

The  patient  is  somewhat  p;ile  and  much  emaciated.  A  systolic 
murmur  is  heard  at  the  apes,  but  not  transmitted.  The  heart  is  other- 
wise negative,  as  are  the  lungs.  The  arteries  arc 
rough  and  tortuous.  The  pulse  appeared  to  be  one 
of  high  tension.    Hemoglobin.  25  jjcr  cent. 

The  abdomen  and  extremities  show  nothing  ab- 
normal. The  course  of  the  temperature  is  seen  in 
the  accompanying  chart  (Fig.  136).  Tlic  urine 
averaged  30  ounces  in  twenty-four  hour*,  with  a 
spedfic  granty  of  1013;  a  slight  tmcc  of  albumin 
was  found,  but  no  casts. 

DiscuBston. — In  looking  for  a  cause  for  the 
anemia  here  jjrcsent  we  notice  that  the  kidneys  do 
not  seem  to  be  doing  much  work,  and  might  be 
rash  enough  to  assume  that  some  type  of  nephritis  is 
responsible  for  the  symptoms.  It  is  true  that 
nephritis  may  be  in  itself  the  cause  of  very  intense 
anemia,  but  is  there  any  sufiBcicnt  c\idcnce  that 
this  man  has  a  nephritis  at  all?  The  total  solids 
excreted  are  certainly  vcr>'  deficient,  but  this  may 
be  the  result  merely  of  insuf^nent  food.  Although 
we  know  very  little  about  his  diet,  it  is  safe  to  assume  that  he  does 
not  cat  enough  to  f^ve  him  the  normal  output  of  urinarj-  solids. 

Emaciation  is  at  least  as  important  a  feature  as  the  anemia  in  (his 
[laticnl.  He  is  at  the  age  «hcn  very  con^dersblc  emaciation  often 
occurs  merely  as  the  result  of  the  aging  process — »'.  f .,  of  arteriosclerosis. 
Such,  at  ajiy  rate,  seems  to  me  the  reasonable  conclusion  as  we  obscr\'e 
the  rapid  loss  of  weight  which  takes  place  in  a  large  proportion  of 
elderly  persons  without  any  corrcsfKinding  change  in  the  diet.  It  must 
be  confessed,  however,  that  the  evidence  of  arteriosclerosis  in  this  patient 
is  not  conclusive.  Many  patients  whose  arteries  arc  rough  and  tortuous 
turn  out.  postmortem,  to  have  vm*  little  arteriosclerosis,  and  the  high 
pulse  tcn.*ion  which  would  seem  to  verify,  to  a  certain  extent,  the  hypothe- 
sis of  arteriosclerosis,  was  based  merely  on  digital  examination— a  most 
unreliable  procedure. 
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Pernicimts  anemia  i.s  probably  th«  commonest  cause  of  an  extreme 
reduction  in  the  hemoglobin  percentage  at  the  age  of  sixty-three.  In 
most  cases  of  pernicious  anemia,  emaciation  is  comparnlivdy  slight; 
KHnetimcs  it  is  absent  altogether.  But  this  (act  doc?  not  by  any  meaikf 
suQice  (o  exclude  ])emicious  anemia  in  tliis  case.  The  Uood  must  be 
much  more  carefully  investigated. 

Outcome.— The  red  cells  were  found  to  number  863.000,  so  that 
the  hemogloUn,  though  very  low,  was  yet  relatively  high  (color  index, 
14).  The  leukocytes  numbered  4300,  58  jicr  cent,  of  which  were 
polynuclcor,  with  41  per  cent,  of  Ivinpltocjtes  and  1  per  cent,  of  ina*t 
cells.  During  a  diflcrcntial  count  of  200  cells,  four  normoblasts  and 
two  megaloblasts  were  found.  The  red  cells  were  o(  huge  size,  deeply 
stainnl,  an<)  much  deformed.  Many  of  them  contained  basophilic 
gisnuiations  ur  showed  diffuse  abnormal  staining  resctian. 

The  blood -pre«sure  was  only  100  mm.  Hg.  The  patient  rapidly 
foiled  and  died  on  the  twcnty-tirst. 

Diagnosis. — Pernicious  anemia. 

Case  282 

An  Irish  housewife  of  forty-two.  of  good  family  histon.'.  luid  malaria 
fifteen  years  ago;  a  still-bom  child  last  May;  no  otlicr  children  or  nu»- 
carriages. 

Her  chief  complaint  at  the  present  time  is  of  weoknetu,  affecting 
tspedolly  her  beck.  She  entered  the  hospital  on  .\|ml  37,  IQ08.  Six 
months  previously  she  had  liad  a  good  many  dizjcy  spells,  m\U  insomnia 
and  much  nervousness.  At  that  time  she  was  five  weeks  in  a  hospital, 
but  no  diagnosis  was  made.  At  the  present  time  she  has  a  good  a|>peiite 
and  slce;>s  well. 

IUt  catumenia  ore  regular,  but  she  t>clic\'cs  herself  to  have  some 
pdvic  (Useose.  and  vomits  occa^ona.lly  without  relation  to  food. 

Phyacal  examination  shows  an  obese  woman.  »iih  a  dr>'  %ktn  and 
nttmerouft  rose<olored  [apules  scattered  over  the  fn>nt  of  the  chesi  and 
abdoroOL  Th"  course  of  the  temperature  is  seen  in  the  accompanying 
chart.  The  chest  and  alxlomcn  showed  nothing  abnormal.  The 
rellcxcs  blood,  and  urine  were  negative.  \''a(^nal  examination  sliowcd 
oo  pd\ic  disease. 

Discussion.— The  papules  here  described  had  all  the  characleiisdcs 
of  rose  spots,  and  would  have  passed  perfectly  well  for  the  exanihcm 
of  t)-phoid  fever  had  anj-  pyrt-xiit  tfccn  present.  In  the  absence  of  fi-vcr 
DO  ob\iou8  explanation  was  found  for  tliem.  It  may  be  worth  stating 
here  that,  even  in  febrile  conditions,  the  rose  spot,  although  most  \miuab)a 
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as  confirmatory  e^idi-nce  of  typhoid,  is  by  no  mcan.s  pathognomonic  o( 
that  disease.  The  typhoid  bacillus  is  not  the  only  gtrm  which  is  prone 
to  settle  beneath  the  skin  and  produce  the  hypereniic  urea,  known  as 
a  rose  spot.  I  ha\'e  aec-ti  tlic  Siinic  thing  in  pyogenic  wpsis  many  times, 
and  in  tuberculosis  once. 

The  patient  is  slated  to  be  obese.  Is  this  enough  to  account  for  her 
weakness?  Occasionally  one  sees  persons  for  whose  exhaustion  and 
incapacity  no  other  cause  can  be  found.  But  1  have  never  known  a. 
patient  to  enter  a  general  hospital  on  this  account.  Further,  there  has 
been  no  special  increase  in  the  amount  of  fat 
during  the  period  occupied  by  her  illnes*. 

Myxedema  is  sometimes  mistaken  forobesaly, 
and  often  causes  a  very  trouiilesome  weakness. 
In  the  present  case,  however,  we  have  no  good 
leaiion  to  believe  that  myxedema  is  present. 
There  are  no  cutaneous  or  mental  symptom*, 
no  subnormal  tem))eratures,  nor  special  sen- 
sitiveness to  cold.  The  facial  expression  is  un- 
changed. 

If  ph>-sical  examination,  reiwatedly  and  con- 
sdcnliously  performed,  is  wholly  negative  in  a 
case  of  this  kind,  it  is  projier  to  investigate  the 
mental  condition  of  the  patient.  Subconscious 
fears  and  internal  tensions  may  l>e  enough  to 
account  for  all  the  troubles  of  which  this 
patient  complains,  though  we  should  never 
assume  anything  of  the  kind  until  evcrj-  other 
possibility  has  been  exhausted.  In  the  search 
lor  a  psychic  cause  it  is  n«%'er  sufficient  to  ask  a  patient  such  a  question 
as,  "Are  you  worrying  about  anything?"  or  "Have  you  anything  on 
your  mind?"  The  worries  which  do  the  most  liarm  physically  arc  those 
of  which  the  patit-nt  is  pjirtially  or  quite  unconscious.  Of  course,  the 
only  proof  that  our  diagnosis  is  right,  n  hen  we  believe  we  have  succeeded 
in  drawing  out  of  the  dejjlhs  nf  a  patient's  consciousness  some  sub- 
merged cause  of  internal  strife,  is  the  physical  results.  If  immediate 
improvement  follows,  it  is  reasonable  to  suppose  that  we  have  hit  upon 
the  source  of  the  trouble. 

Outcome.— It  developed  later  that  after  her  child  was  bom  and 
she  had  left  ihe  hospital,  she  was  told  that  she  was  "in  a  bad  way"; 
this  idea  fermented  in  her  mind  and  apparently  was  the  baas  of  her 
present  troubles. 
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During  two  weeks'  obscrvuUon  she  stcmtd  to  be  perfectly  wcU, 
and  after  bdng  officially  reassured,  her  sensations  currtiponded  to 
her  fiood  diRcslive  condition. 

OiagDosiB. — Apprelienaidn. 

Case  283 

An  Trish  chambennaid  of  tweniy-iwo,  of  );ood  family  and  past  history, 
was  seen  December  i8, 1906.  She  came  to  the  United  States  four  month* 
ago.  Her  menstruation  be^&n  at  the  age  of  fifteen  and  has  alwajrs 
been  regular,  but  her  last  period  occurred  on  the  steamer  during  her 
passage  to  America. 

A  month  ago  ^e  began  to  feci  weak  and  unfit  for  work.  Ttdt 
weakness  w^s  sccompaincd  b)'  a  palpiUition  on  any  exertion  and  some- 
times by  [aintness.  She  has  been  very  con.<itipated  all  through  her  ack- 
ness,  but  has  had  no  %-omiting  or  other  gastric  symptoms,  and  no  cough 
or  fever,  »o  far  as  she  is  aware. 

On  cxatninadon  the  ){irl  iswcU  nourished,  with  bright  red  chock<t, 
but  somcwiuit  jtale  and  siighily  bluish  ligis.  The  glatids  arc  pal]»Ue 
in  the  neck,  axilla:  and  groins,  but  not  enlarged.  The  heart  seems  to 
be  of  nomuil  »ize,  its  action  rcgiilar,  but  there  is  a  rough  systolic  murmur 
heard  best  at  tlie  txa<te  and  transmitted  to  the  left  axilla,  lite  pulmonic 
second  sound  is  distinctly  louder  than  the  aortic. 

The  lungs  show  scattered  coarse  riUes. 

\nsceral  cxamioation  is  othcn^isc  negative.  The  patient  wei^ied 
165)  pounds.  Her  pul«e,  temperature,  rcs|iiration  and  urine  were 
normal  throughout  three  weeks'  observation. 

Discussion. — Could  this  girl  be  pregnant?  The  amenorrhea,  veak- 
ness,  palpitation,  and  fainting  arc  consdslent  with  that  diagnosis,  which 
could  only  be  confirmed,  htwevcr,  in  case  the  uterus  was  found  to  be 
demonitrably  enUrged.  Wc  should  ctpect  also  some  gastric  djsiurb* 
anccs  and  changes  in  the  breasts.  Since  none  of  these  necessary  con- 
firmations ^jipcar  to  be  present,  we  must  look  for  some  other  cause  for  the 
amenorrhea. 

Vegetative  endofardilix  produces  general  weakness  without  localix- 
Ing  symptoms.  It  had  l)ccn  considered  by  the  attending  phj-sidan 
on  account  of  the  rough  murmur  over  the  Imse  of  the  heart.  But  such 
a  diagnosis  needs  a  great  deal  more  evidence  before  wc  can  be  content 
with  it.  The  pulmonic  second  sound.  Ilmugh  louder  than  the  aortic,  did 
not  ap]>car  to  be  abnormal,  and  there  was  no  fever,  chills  or  cardiac 
enlargement.  Rcgatding  the  leukocytes,  which  should  be  incnMaed 
In  number  if  endocarditis  is  present,  wc  ha\-c  as  yet  no  information. 
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Cases  of  early  luberculosis  often  have  a  history  very  much  like  this, 
and  one  »boiild  always  examine  the  iiulmonary  apices  with  especial  care 
in  such  a  case.  But  without  (ever,  loss  of  wirlghl,  gastric  disturbances 
or  cough  wc  should  not  be  warranted  in  entertaining  any  further  the 
hypothesis  of  tuberculosis,  nor  In  suggeHling  it  to  the  patient  or  her 
family.  Diffuse  rftlcs  in  both  lungs  are  not  what  we  expect  to  find  in 
early  tuberculass,  except  in  the  miliary  form^  and  then  with  much 
more  ^nrulcnt  s>Tnploms. 

If  the  patient  were  pale,  wc  should  naturally  suspect  ehtorosis, 
Ewxythint;  else  in  the  case  seems  consistent  with  that  idea.  Can  a 
patient  witli  briKht  red  checks  ha\'c  chlorosis  or  any  other  form  of 
anemia?  Most  certainly,  and  it  is  for  this  reason  that  I  have  intro- 
duced the  case.  Many  like  it  arc  overlooked.  1  believe,  because  "^e 
have  not  the  habit  of  making  routine  hemoglobin  estimations.  The 
color  of  the  face  is  no  guide.  The  majorit)-  of  pale  people  arc  not 
anemic,  and  many  anemics  are  not  jjole. 

Outcome. — The  red  cells  arc  3,364,000;  white  cells,  3200;  hemo- 
globin, 35  per  cent.  The  stained  specimen  shows  marked  achromia,  no 
nucleated  cells,  no  abnormal  staining  or  abnormal  shapes.  The  dif- 
ferential count  is  also  normal. 

It  was  subBc(|uent]y  learned  that  before  coming  to  this  country 
she  had  always  been  used  10  out-of-door  life,  though  during  her  work 
here  she  had  been  closely  confined. 

Under  Blaud's  pill,  10  grains  three  limes  a  day,  the  red  cells  had 
risen  by  the  fifth  of  Januan,'  to  4,400,000,  the  hemoglobin  to  60  per  cent) 
and  the  girl  felt  entirely  well. 

Cascara  was  needed  at  the  be^nning  of  llie  treatment,  but  not  after 
the  first  week. 

Diagnosis. — Chlorosis. 

Case  284 

A  Sjiian  thirty;scvcn  years  old  entered  the  hospital  June  37,  1906. 

He  has  had  many  touches  of  malaria,  and  takes  tliree  whiskies  a  day. 

Otherwise  his  histor\'  was  not  notable  until  seven  months  ago,  when 

he  b^an  to  lose  strength  and  got  mn  down.    For  the  past  three  months 

he  has  been  rapidly  growing  weaker.    At  no  time  has  he  had  any  jitun 

or  other  localizing  symptoms  except  at  the  ver\'  beijinninp  of  his  illness, 

when  he  had  a  rather  indefinite  pain  in  the  right  sliouldcr  and  right 

axilla.    This  passed  off  within  a  few  weeks,  but  has  returned  agun  of 

late. 

He  has  no  cough  and  no  dvspnea,  but  within  t!ie  pa:>t  week  he  has 
35 
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taken  \  grain  oi  morphin  every  night  to  make  him  sleep.     For  four  ■ 
live  days  he  has  been  in  bed.     Two  weeks  ago  he  noticed  (or  the  fim 
lime  that  his  feet  were  swollen. 

On  examitiution  the  man  wa<>  emaciated.  I'he  right  chest  was  ARt 
in  front  below  the  third  rib  and  below  the  »]iinc  of  iIk  scapiala  above. 
Brcalh-soimds  and  voice-sounds  were  ab^«nt  over  the  same  area. 

The  heart's  imjHilse  nas  in  the  fifth  s|iuce,  and  reached  i]  inches 
outsdc  the  nipple-linv.    The  right  border  could  not  lie  determined. 
I'he  piilmnnic   second   sound   was   accentuated. 
There  were  no  miimiurs.     Blood- pressurt,  140. 

The  abdomen  was  held  rigidly  throughout.  It 
was  tymtanitic,  not  tender.  There  was  M»ft  cdcnu 
of  the  lower  legs  and  feet,  also  some  over  the 
sacrum.  Thcwhile  cell«werc  i5.oex);  hcmogloliin. 
85  per  cent.  The  course  of  the  temi)cniture  is  seen 
in  the  mconipanyinK  chiirt. 

Discussion.— The  essential  features  of  the  caw 
are:  fever,  weakness.  di»]iluceinent  of  the  cardiac 
ajtex,  edema  of  the  feet,  and  apiiarcntly  Huid  id 
the  right  chest. 

Pleurisy  is  naturally  our  lirst  ihoUKht.  but  we 
arc  puzzled  by  the  alMcncc  of  pain.  couf{b,  <ir 
dyspnea,  and  by  thtjirrsenceof  swelU-d  feet.  Can 
the  latter  symptoms  be  the  result  of  a  pleurisy,  or 
must  we  sup)>o»e  tltat  both  the  swollen  feet  and 
the  thoracic  fluid  arc  the  resulLs  of  some  cnmmno 
cau.se.  ])erhap6  diM^ose  of  the  heart  or  kidney? 
If  the  heart  is  diseased,  wc  should  exjicct  cither  a  murmur,  a  changa 
in  btood-prcssun:,  an  arhvlhmta,  or  some  other  evidence  Iwaides  dropsy. 
FuithcTt  it  is  difficult  to  ex)iliLin  ihc  fever  as  the  result  of  he^in  diMnsc 
unless  there  is  a  vegetative  eniiocardilis,  in  which  case  there  should  be 
a  murmur,  tliough  this  is  not  in\-ariable. 

No  more  poeilive  evidence  can  lie  obtained  without  tapping  the 
chest.  Tile  cliatBcteri sties  of  the  fluid  thus  presumably  to  be  obtained 
should  decide  the  question.  Meantime  il  may  be  suggested  that  in 
children  such  a  group  of  symptoms  would  be  clearly  indicative  of  em- 
pyema. What  happens  frequently  in  children  may  occur  ntw  and  then 
in  adults. 

Outcome. — Exploratory  puncture  showed  foul  pus  on  the  twcnty- 
et^ith.  Next  day  a  rib  was  resected,  and  several  pints  of  the  same 
fltdd  removed.    'I'he  pus  showed  no  growtli  on  ordinary  culture-media. 


Fig. 


■  jX.— KThui  of 
cut  *K|. 
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The  patient  did  well  for  the  week  following  operation,  and  went  home 
with  3  small  discharging  anus.  His  further  progress  could  not  be 
traced. 

DiagDOGis. — Empyema  [tubeTx:ulous?]. 

Case  285 

A  boy  of  foiir  years,  with  good  family  history,  entered  the  hospital 
May  27,  iijoS.  He  had  always  bi;t;n  wtll  until  nineteen  days  ago.  when 
be  complained  of  bcin^j  tired,  and  seemed  lisilet^  and  diMnclined  to  play. 
Soon  after  this  he  began  to  be  feverish,  especially  at  nisht. 

For  the  past  fifteen  days  he  has  been  in  bed.  M  no  time  has  he 
complained  of  any  pain.  His  appetite  has  been  good,  his  bowels  rcKular, 
and  he  sleeps  well.  He  has  had  a  little  dry  cough  for  a  week.  (Tlje 
course  of  the  temperature  is  seen  in  the  accompanying  chart,  Fig.  l$g.) 


Fig-  139-— Chan  of  CISC  485. 

Phyncal  examination  shows  a  well-nourished  child,  with  [Hnk 
cheek*  and  a  freckled  face.  His  left  tonsil  is  enlarged,  his  throat  some- 
what reddened.  The  heart's  impulse  is  in  the  fourth  interspace,  just 
outidde  the  nipple-line.    The  organ  seems  otherwise  normal. 

The  right  chest  in  front  is  flat  below  the  fourth  inlcrspacc,  the  line 
of  flatness  n^ng  in  the  axilla,  so  that  it  reaches  to  the  lop  of  the  chest 
behind.  Respiration  is  normal  over  ihe  left  che&t,  harsh  in  the  front 
of  the  right  chest,  above  the  line  of  tlatnessj  below  that  it  is  nearly 
absent. 

Just  below  the  midscapular  level  behind,  there  is  a  spot  of  bronchial 
breathing  and  a  few  crackling  riles.    Voice-sounds  are  slightly  in- 
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creased  at  thi&  point.     Klscwliere  they  are  absent.    The  edge  of  the 
livCT  te  felt  one  finger's- breadth  lidow  the  ribs.. 

Discussion. —One  could  hanlly  make  a  mistake  regarding  the 
diagnosis  in  Uii»  case  if  he  placed  hli  rdiancc  upoa  physical  sagoa. 
What  [  d«iirc  st>ccially  to  jwint  out  is  the  misleadbg  dioncter  of  the 
history.    The  child  has  no  pain  in  the  side,  almo^^t  no  cougb.  no  dyspn< 
nothing  to  call  one's  attention  rather  to  one  jun  of  Uic  body  than 
another. 

Relying  on  the  phy.sica]  signs,  wc  oinnol  doubt  that  ihcir  b  flu 
in  the  right  chest.  The  small  spot  of  bronchial  breathing  near  mid- 
scapula  Is  not  in  the  least  in  contradiction  to  this  diagnosfe.  Indeed. 
wc  generally  hear  bronchial  breathing  in  some  part  of  the  chest  of  a 
young  child  when  duid  is  present  in  large  amounts.  Pneumonia,  the 
only  other  disease  which  wc  could  consider  at  all,  never  has  so  iiMtditn^^^ 
an  onset  or  so  prolonged  a  course  in  young  children.  ^^H 

When  we  know  that  a  child's  chest  contains  l1uid  and  have  no  reason 
to  suspect  disease  of  the  heart  or  kidney,  we  may  feel  practically  certain 
that  empyema  is  the  di;Lgnosis.  Insidious  serous  effuson,  so  common 
in  adults  as  a  result  of  tuberculosU,  y.  distinctly  rare  in  infatury,  whQe 
the  pncumococcus  infections  leading  to  empyema  are  common,  and 
present,  as  a  rule,  just  such  a  clinical  picture  as  I  have  here  reproduced. 

Outcome. — On  the  t^vcnty-cighth  the  chest  was  opened,  with  the 
escape  of  lo  ounces  of  ]ius  teeming  with  a  t^rtiwth  of  pncumococcL  The 
child's  convalescciKT  was  prolonged  and  often  intcrruiited  by  the  relcti- 
tinn  of  pus  In  subsidiar>-  cavities,  ouing  to  unsatisfactory  druinagc. 
Recover)'  was  ultimately  complete. 

Diagnosis. — Empyema. 

Case  260 

A  Scottish  salesman,  seventy  years  old,  of  good  family  htstonr  and 
past  hiiiofy.  entered  the  hospital  November  8,  1906.  He  gave  u)> 
work  six  months  ago  on  account  of  progressive  weakness.  About  > 
month  later  he  noticed  thai  gas  gathered  m  his  stomach  about  twenty 
minutes  after  catbg,  cauMng  considerable  noise  and  some  nattsea. 
He  has  at  no  time  any  pain,  but  has  gradually  become  weaker,  p«Ier, 
and  more  short  of  breath.  Wiihin  the  past  tlu-cv  weeks  his  legs  ha^-e 
swollen;  his  skin  has  turned  ydlow  and  itched.  Ten  months  ago  he 
weighed  195  pounds,  now  he  we^hs  155. 

Examination  showed  obvious  loss  of  we^ht;  skin  jmIc,  and  of  a 
yeUonish  tinge;  no  demonstrable  jaundice,  the  color  l>elng  more  like 
that  of  pernicious  anemia.    The  heart  showed  a  s)-siolic  murmur, 
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audible  all  over  the  precordia  and  in  the  left  axilla.  The  sounds  were 
faint  and  distant.  There  were  no  evidences  of  enlargement  and  no 
trregularity.  Vfciccral  examination  was  oiherwifte  negali%e,  extci^t  for 
a  slight  puffincss  of  the  face  and  hands,  and  a  moderate,  mthcr  brawny 
edema  of  the  lower  legs. 

The  red  cells  were  3,328,000;  white  ceils,  5000;  hemoglobin,  35 
jwr  cent.  There  was  a  very  marked  scrum  ring  around  the  blood- 
stain as  I  took  the  hemoglobin  lest  bv  the  TaHqvLst  scale.  The  differen- 
tial count  showed  [lolynuclears,  59  i>er  cent,;  Ij-mphocytcs,  41  per  cent. 
The  red  cells  showed  very  marked  achromia,  moderate  deformities  in 
sh»])e,  no  abnormal  staining  reactions,  no  blasts.  The  urine  was 
altogether  negative.  A  small  amount  of  brownish  material  which  gave 
a  iKteitive  guaiac  reaction  was  found  in  the  fasting  stomach.  Th« 
(a^an  held  52  ounces,  and  after  a  test-meal  showed  no  free  HCI. 

DiacussioD. — Here  wc  have  the  symptoms  of  ]H-rmcious  anemia 
bu  the  blood-picture  does  not  correspond.  It  is  a  familiar  puzzle  and 
an  im|)ortanl  one.  As  a  result  of  a  fairly  cxtcn^u-  experience  in  dealing 
with  this  particular  problem  1  think  it  may  be  stated  that  it  is  the  part 
of  wibdom  to  follow  the  indications  of  the  blood -examination  in  such 
cases.  Primarj'  anemia  does  not  produce  a  blood-picture  like  that  here 
described  in  patients  of  this  age.  The  most  distinctive  features  are  the 
achromia  and  the  low  color  index. 

Assuming,  then,  that  we  are  dealing  with  sccondarj'  anemia,  what  is 
its  cause?  In  men  of  this  age  severe  seconditry  anemia  is  produced 
usually  by  cancer,  syphilis,  or  hemorrhage.  The  anemia  of  nephritis 
or  of  cirrhosis  usually  occurs  in  younger  persons.  Since  we  have  no 
evidence  whatever  either  of  3>'philis  or  hemorrhage,  cancer  is  the  most 
probable  diagnosis.  But  what  b  ilie  stai  of  the  lumor?  Such  slight 
indications  iis  wc  jxissess  seem  to  point  to  the  stomach.  The  recover)' 
of  a  materia]  reacting  positively  to  the  guaiac  test,  the  absence  of  hydro- 
chloric acid,  the  slight  enlargement  of  the  stomach,  the  nausea  and 
flatulence  tend  to  eonlirm  this  indication. 

The  case  is  of  special  interest  because  of  the  absence  of  pain  and 
vomiting.  It  tends  to  substantiate  the  old  rule,  which  bids  us  suspect 
gastric  cancer  whene«'r  a  jKiticnt,  previously  free  from  digestive  dis- 
iurbanccs  begins  in  later  life  to  have  any  gastric  symptoms,  however 
slight. 

Outcome. — The  patient  was  given  forced  feeding  and  oxygen  by 
rectum  in  the  ho|«  of  inhibiting  the  growth  of  anaerobic  bacteria,  but 
(m  the  fourteenth  of  November  he  was  so  weak  that  he  could  not  walk 
alone.    The  blood  examination  then  showed:    Red  cells,    1,820,000; 
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white  cells,  3200;  hanoglotjin,  u  per  cent.  The  stained  spwimco 
showed  csscnlkll)'  the  »me  as  the  previous  examination. 

The  patient  died  on  the  scv^-ntecnth.  Aiitojisy  showed  a  UiK^ 
cauliflower  growth  at  the  pylorus,  almost  obstructing  its  lumen;  car- 
dnoma  hWtoIo^cally. 

Diagnosis. — Gastric  cancer. 

Case  287 

An  lulian  housewife,  fifty  years  old,  entered  the  hospital  June  17, 
1907.  She  began  to  com[>lain  four  weeks  ago  of  u-eakness  and  fatl^pie. 
It  was  also  noticed  (hat  she  passed  n-n'  link  urine. 

For  three  weeks  she  ha&  been  in  1>ed,  complaining  mostly  of  ivcakncju), 
accompanied  by  anorexia,  insomnia,  and  constipation.  Her  mouth  is 
dry  and  she  is  wry  thirsty.  There  h  a  dull,  con;^tant  epigastric  pa!n. 
Last  week  she  vomited  twice  small  <)uantftie!k  of 
green  fluid.  Slie  luis  no  Iwadaclie;  Iter  eye-slgbt 
is  good.     The  urine  continues  scanty. 

Un  examtnutton  the  patient  is  found  to  be  some- 
what emaciated.  Her  chest  shows  nothing  abnor- 
mal  except  a  few  crackles  and  squeaks  in  the  lower 
part  of  each  lung. 

Tlie  alxlomen  is  protuberant,  the  umbilicus 
pushed  out,  and  there  it  shifting  dulness  in  the  Hank». 
'I'he  condiliun  of  the  cpi^^trium  b  shown  in  the 
accompanying  diagram,  and  the  temperature  in  the 
accompanying  chart  (Fig.  140). 

Tlie  blood  and  urine  show  nothing  alMiornuI. 
The  circumference  of  the  abdomen  at  tlic  IcmA  ol 
the  nawi  is  So  cm. 

Discussion.— Cin-hosisof  the  liverwas  the  "snap 
dttgnosis"  in  thw  case,  suggested,  of  course,  by  the 
io-'^idious  onset  of  cxtcnsJv'c  ascites.  Although  this 
disease  cannot  be  excluded  from  consideration,  there 
are  a  number  of  points  against  it.  The  most  important  Is  the  patient's 
jiain,  a  symptom  of  which  we  hear  practically  nothing  in  ciniiosia. 
Further,  Italian  wine,  which  is  all  tluit  this  patient  has  taken,  docs  not 
often  produce  cirrhosis.  Finally,  the  surface  of  the  liver,  which  b 
slatcMJ  to  \k  rough  on  [lulruiion.  is  not  characteristic  of  cirrhosb  yroiit 
/V  (linual  point  of  I'lVtf '.  The  hob-nails  of  the  tiobnail  li^-er  are  alxnosl 
never  lo  be  felt  through  the  alidomiiuU  wall.  I  have  known  many 
cases  where  they  were  fell,  bul  not  one  of  these  cases  turned  out  to  be 


Fia. 


iiio.— rhnri  of 


I 


n*.  i4t.-~Finfling^  In  •  cue  duractriii'rd  chirpy  \iy  wcakncu  unci  iwollen  b«lly  ((but 

utcks'  duration). 


WEAKNESS  551 

ciirhosis.  The  supposed  hob-nails  proved  to  be  nodules  of  fat  in  the 
abdominal  wall  or  irregularities  due  to  cancer  or  syphilis. 

The  course  of  the  disease  seems  very  short  and  rapid  for  syphilis. 
The  transition  from  perfect  health  to  great  prostration,  with  ascites, 
anorexia,  and  vomiting  is  rarely  brought  about  by  syphilis  within  four 
weeks.  Of  course,  it  may  well  be  that  the  historj'  is  inaccurate,  especially 
as  it  was  obtained  through  an  interpreter.  If  we  disregard  the  history, 
the  chief  evidence  against  syphilis  is  the  absence  of  any  luetic  lesions 
in  other  parts  of  the  body.  Without  the  therapeutic  test,  however,  it 
is  impossible  positively  to  exclude  syphilb  in  this  case. 

Tuberculous  peritonitis  b  not  common  at  this  age,  rarely  produces 
so  much  prostration,  and  would  not  explain  the  enlargement  of  the 
liver  and  spleen,  or  what  we  take  to  be  such.  Cancer  of  the  liver  would 
explain  most  of  the  symptoms,  and  would  account  for  the  rapid  march 
of  the  malady.  It  is  surprising,  however,  that  no  more  marked  gastric 
symptoms  are  complained  of.  Hepatic  cancer  usually  shows  itself  as 
a  later  development  in  an  illness  characterized  by  months  of  severe 
digestive  disturbance.  Possibly  the  cancer  may  have  originated  in 
somt  "silent,"  deep-seated  organ,  whence  it  was  extended  by  metastasis 
to  the  liver. 

Banti's  disease  is  always  to  be  suspected  when  an  Italian  is  found 
to  be  suffering  from  enlargement  of  the  liver  and  spleen  with  ascites. 
It  must  be  admitted,  however,  that  the  clinical  picture  of  Banti's  disease 
has  seldom  been  clearly  recognized  except  by  Italian  WTiters.  It  is 
essential,  at  all  events,  that  we  should  be  able  to  demonstrate  an  enlarge- 
ment of  the  spleen  preceding  by  a  considerable  period  the  onset  of 
ascites  and  hepatic  hypertrophy.  Nothing  of  the  kind  can  be  shown 
in  the  present  case. 

The  most  reasonable  diagnosis,  tha^fore,  appears  to  be  cancer  of  the 
liver,  origin  unknown. 

Outcome. — June  i8th  it  was  learned  that  she  had  received  large 
doses  of  mercury  and  potassium  iodid  before  entrance,  hence  this  clue 
was  not  followed  up  any  further.  The  patient  died  cm  the  twenty- 
second.  Autopsy  showed  primar>-  cancer  of  the  liver  with  metastases 
in  the  mesenteric  glands,  spleen,  pancreas,  lungs  and  thvToid, 

Diagnosis. — Cancer  of  the  liver. 

Case  288 

A  Jewish  married  woman,  thirty-four  years  old,  was  first  seen 
February  4,  1907.     Her  father  died  of  kidney  disease;  her  family 
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histoT)'  is  othcTw-ise  good.    She  had  chloroas  when  she  was  se\a\\ 
She  has  had  three  children,  the  youngest  five  years  old. 

For  eighteen  months s-he  has  felt  weak,  and  in  that  lime  she  has  lost 
aixiut  JO  pound-i.  Her  appetite  lias  heen  [kkw  througlvoiit  this  period. 
At  times  she  has  been  feverish.  She  often  has  a  Litter  taste  in  her  mouth 
after  eating.  Four  weeks  ago  she  had  a  severe  left-sided  headache; 
since  then  she  has  heard  roaring  ntqscs  in  her  bead,  and  has  fdl  sdl) 
weaker  tlian  before. 

Two  weeks  ago  she  had  two  similar  attacks  within  a  week,  and 
the  headache  has  been  continuous  for  the  last  five  days.  With  each 
of  the^  attacks  of  htradache  i'hc  has  vomited,  but  there  has  been  no 
other  pain.  When  her  eyes  were  examined  recently  at  the  Eve  and  Ear 
Infinnary  they  were  found  to  l>e  normal.  Throughotit  the  etghlcoi 
months  of  her  illness  »he  has  had  diarrhea  alternating  with  conslipatioa. 

The  patient  was  poorly  nourished,  the  skin  brightly  cnlorcd.  X'iK-craJ 
examination  was  wholly  negative,  as  was  the  blood  examination.  The 
urine  was  free  from  albumin  and  casts;  twenty-four-hour  amount 
normal. 

Discussion. — Weakness  and  loss  of  weight  vn\h  headache  and 
digestive  symptoms  arc  complained  of  by  iimtimerable  Jewesses  of  thia 
age  without  ottr  being  able  to  discover  any  more  deAntte  cause  than 
their  se<f-s.tarvalion  and  a  (isychoncuroiic  constitution.  If  ihcphrsical 
examination  is  wholly  negati\'e  and  no  drug  habits  can  be  discovered, 
the  case  wilt  ha\'e  to  lie  treated  cm  this  ba-sis. 

We  must  first  make  sure,  however,  that  nothing  of  any  importance 
has  been  omitted  from  our  phyacal  examination.  Are  we  quite  certain 
that  no  hints  of  larval  hyi>erthyr«dism  are  to  be  found?  No  ircmrq-, 
tachycardia.  |>rofuse  sweating  without  cause  or  flight  thyroid  enlarRe- 
BUnt?  .Ml  these  signs  were  searched  for  in  the  preiwnt  case,  with 
n^ativ-e  results. 

One  all-essential  point,  however,  is  omhted  in  the  account  of  the 
case  printed  abo\-c,  Iwcauije  ii  was  alisent  from  the  record  presenied  to 
me  when  I  saw  the  case  in  cnnsuliation.  There  is  no  record  of  the 
test  for  sugar  nor  of  the  sjcdfic  gravity  of  the  urine,  ^hich  turned  om 
to  be  1040. 

Outcome.— Five  and  a  half  per  cent,  of  i^ucose  was  found  to  the 
urine.  In  the  course  of  a  month,  however,  tMs  disappeared  under  a 
diet  of  increased  fats  and  diminished  carboh>'distes.  The  headache* 
which  had  Iwen  throughout  lier  chief  complaint,  disappeared  u»  won 
as  the  urine  became  sugar-free.  In  the  course  of  the  month  under  my 
obser\'ation  she  gained  nx  pounds. 

Diagoosis. — IXabetcs  rodlitus. 
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Case  289 

A  school-boy  of  fifteen  was  first  seen  on  November  28,  1907.  His 
bjiiily  hisvtory  is  jtood,  and  he  has  always  been  well  iintii  three  weeks 
ago,  wheji  he  began  to  complain  of  weakness,  headache,  vcnigo,  and 
slight  nausea. 

Six  weeks  ago  he  weighed  99  pounds;  now  he  weighs  81.  His 
appetite  is  good,  his  bowels  regular,  and  there  is  no  vomiting. 

Ph\-acal  eiamination  shows  emaciation  and  mental  dulness. 

The  edge  of  the  liver  is  fell  on  inspiration.  Phyacal  examination, 
including  the  blood,  is  otherwise  negative.  The  urine  is  pale,  its  quantity 
from  3500  to  5000  c.c.  in  twenty-four  hours,  the  specific  gravity  never 
far  from  1030;  amount  of  sugar,  5.5  per  cent.,  gradually  rising  to  7.5 
per  cent,  during  the  live  weeks  of  his  slay  in  the  hospital. 

Diecussion.^ — This  case  is  introduced  merely  as  a  further  exempli- 
fication of  the  fact  ihal  diabetes  may  occur  without  any  of  the  cardinal 
s)Tnptoms  on  which  we  often  rely  for  diagno»s.  This  boy  complained 
of  no  thirst,  had  no  increase  of  appetite,  and.  so  far  as  he  knew,  no 
polyuria.  The  diagnosis  was  simple  enough  as  the  result  of  a  routine 
examination,  including,  an  all  such  examinations  should,  a  test  for  sugar. 

Of  some  inleresi,  1  think,  is  the  outcome  of  the  treatment,  which, 
though  it  sufficed  merely  to  prolong  the  boy's  life  for  a  month,  un- 
doubtedly did  accomplish  us  much  as  this.  Such  a  respite  is  sometimes 
of  very  great  imimrtance  when  a  relative  wishes  to  come  from  a  distance 
or  when  a  financial  matter  has  to  be  fmished  up. 

I  may  call  iillention  also  to  the  convulsdons  which  occurred  as  a 
part  of  the  terminal  acidosis.  Diabetes  is  not  often  mentioned  among 
the  possible  causes  of  convulsions,  because  there  is  so  rarely  any  diffi- 
culty in  recognizing  spasms  of  this  type,  occurring  as  they  do  at  the 
end  of  a  prostrating  illness,  the  nature  of  which  is  not  likely  to  have 
beer  in  doubt.  When  a  convulsion  occurs  "out  of  a  clear  sky"  in  a 
patient  not  known  pre\iously  to  be  ill,  it  practically  never  turns  out  to 
be  due  to  diabetes. 

The  purpura  noted  in  the  outcome  was  doubtles.s  of  the  cachectic 

Outcome.— As  he  showed  every  sign  of  imjiending  coma  at  entrance, 
he  was  saturated  as  rapidly  as  possible  with  sodium  bicarbonate,  given 
both  by  mouth  and  intravenously.  Sodium  bicarbonate.  250  c.c.  of  a 
2.5  per  cent,  solution,  was  given,  and  next  day  350  c.c.  of  a  5  percent, 
solution  of  glucose  was  administered  intravenously.  This  was  followed 
by  a  very  marked  improvement. 
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On  account  of  (he  \-cr}-  marked  acidosis  the  patient  was  ^ven  on 
unmodified  diet,  the  bowels  kept  open  by  eneimu.  and  his  appetite 
StimiiUted  by  Intter  tonics.  He  was  kept  out-of-doors  daily,  weU 
wrapped  up,  in  bed. 

December  loth  tlie  diet  was  slightly  restricted,  omitting  starchy 
soups,  though  cereals,  bread,  milk  and  (Ktialoes  were  given  without 
mlriction.  CbcmoR'^um  was  allowed  on  his  request,  and  gan  much 
relief  to  the  dnTie.^s  of  the  moulh. 

Impending  coma  was  again  relieved  on  the  fifteenth  by  a  treatment 
simQar  to  that  prc%iousIy  given,  but  it  wcmed  wise  nut  to  attempt 
further  to  rc-^trict  the  did. 

He  steadily  lost  weight  and  strength,  and  any  exertion  made  him 
drowsy. 

On  the  thirtieth  numerous  purpuric  spots  appeared  on  the  trunk, 
arms  and  legs,  and  be  began  to  Itave  drowsiness,  which  rapidly  in- 
creased to  complete  coma,  after  which  he  had  a  series  of  general  clonic 
codvuImors  lasting  from  thirty  to  sixty  seconds  each.  At  midnight  he 
died. 

Diagnoaii.— Diabetes  mellitus. 
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An  Irish  ininter  of  thirty  entered  the  hosfKtal  Nov^ember  35,  tgoj. 
His  mother  died  of  cancer,  and  he  has  lost  one  sister  of  con:sumption. 
He  is  a  hard  drinker  evcr>-  Saturday,  rardy  drinking  during  the  week. 
He  had  gonorrhea  three  times,  but  denies  syphilis. 

For  six  weeks  he  has  complained  of  weakness  in  his  legs  and  liock— 
he  says  his  legs  won't  hold  him  up.  His  joints  arc  lifeless  and  he  cannot 
go  upstairs.  There  is  no  swelling  of  his  joints,  and  he  has  no  pain 
except  00  stretching  the  muscles.  He  has  Io6t  no  weight.  His  appetite 
it  good,  and  he  feels  wdl  except  for  the  abo\-e  complaint.  >Ie  quit 
work  two  weeks  ago,  but  has  not  be«n  in  l>ed. 

Physical  examination  shows  slight  irrcgulariti*  of  both  pupils,  with- 
out any  other  abnormality  there.     Tliere  is  no  Irad  line. 

The  heut  Is  slow— 43o  to  the  minute,  with  a  prolonged  diostntic 
pause.  The  arlen,-  walls  are  firm,  but  not  nodular;  lungs  normal, 
abdomen  nther  sjiastic,  not  olhenx-ise  remarkable.  There  ts  wtH* 
marked  left  varicocele. 

The  knee-jerks  arc  absent  e^'en  on  recnforcement.  Keniig's  sign 
present  on  the  right;  well-marked  Romlwrg  sign:  supernal  relVxcs 
Uvdy;  no  Babinski;  temperature,  pulse,  respiration,  and  urine  are 
BormaJ. 


Discussion. — Most  |>alici]ls  who  come  to  us  coin[)lajnin{(  of  weak- 
ness in  the  legs  ha\'c  mmc  di;«ease  of  the  nervous  system.  Occasionally 
a  case  of  diabetes  or  of  cardiac  trouble  brin}^  this  symptom  into  the 
forcj^round,  but,  as  a  nile.  all  j;(iHTal  dist-asi'^  wiImHc  llie  cnilnil  inrvous 
system  have  some  chitf  cnmplaint  or  complaints  other  than  weakness. 

Among  diseases  of  the  nci-vous  system  some  type  of  neuritis  is 
suggested  because  the  pupils  are  normal,  the  reflejccs  diminished,  and 
the  symptoms  bilateral.  The  occuialion  of  the  patient  naliinvlly  pre- 
judices us  in  favor  of  lead  poisoning,  but  as  there  i»  nu  lead  line,  no 
colic,  no  special  involvement  of  the  extensor  muscles  (toe-drop),  we 
are  inclined  to  canvas  the  other  jjossblc  causes  of  neuritis  fjrst. 

As  an  alcoholic  he  has  a  jjcrfect  right  to  alcoholic  neuritis,  though 
we  sec  no  special  reason  why  it  should  come  on  now  rather  than  sooner. 
Most,  if  not  all,  cases  of  alcoholic  neuritis,  hmvcA-cr,  present  some 
sensory  symptoms.    This  jjaticnt  has  none. 

Tabes  dorsalis  is  very  unlikely  on  account  of  the  nonnal  reaction 
of  the  pupils  and  the  i-ntire  absence  of  sensory  sj'mptoms  such  as 
usually  occupy  the  foreground  in  tabes. 

f>uc  possibly  dcdsi\e  test  lias  been  omitted— l>lood  examination. 
Alcoholic  neuritis  rarely  if  ever  produces  any  marked  baso|i!iilic  stip- 
pling of  the  red  cells;  saturnine  neuritis  practically  alwrays  docs.  To 
tills  question,  therefore,  it  is  reasonable  next  to  turn  our  attention. 

Outcome. — Blood  L-xaminalion  showed  hemoglolnn,  70  per  cent.; 
leukocytes,  5500.  In  the  stained  smear  the  red  cells  exhibited  marked 
achromia  and  a  great  deal  of  stippling,  but  no  other  abnormalities. 

Under  jiolassium  iodid — 10  grains  thrice  daily — ^thc  patient  l>egan  to 
improve  at  once,  and  by  the  tliirtcenlh  of  Dcceinl)er  could  walk  fairly 
well,  though  a  slight  exertion  put  him  out  of  breatli. 

Diagnosis. — Lead-poisoning  (?). 

Case  291 

A  married  woman,  forty-three  v-ears  old,  with  an  excellent  family 
histon,',  past  history,  and  good  habits,  entered  the  hospital  October  13, 
1906.  She  had  always  been  well  until  a  year  ago,  when  she  noticed 
that  she  was  gradually  growinj^  weak.  She  had  no  pain  anywhere; 
her  appetite  remained  good  and  her  bowels  regular;  but  some  months 
later  she  noticed  that  the  abdomen  was  increasing  in  size  and  that  she 
was  short  of  breath  on  exertion.  .\t  this  time  she  was  much  annoyed 
by  noises  in  her  left  car  and  by  attacks  of  vertigo.  Throughout  the 
past  year  her  we-ikness  has  steadily  increased  and  is  her  only  com- 
plaint at  the  present  time. 
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Four  yean  ago  she  wdghcd  i6o  pounds,  now  tUte  \i-ejghs  117. 
On  cxaminaiion  the  patient  is  somenlmt  [aIc,  but  the  hemof^obin 
shons  70  |>er  cent    She  is  well  nouiished. 

The  hcjirt  h  nejiative,  sav-e  ior  <i  soft  systolic  miinnur,  best  hean) 
in  the  third  left  interspace,  and  not  transmitted.  I1ic  \'essels  o(  the 
neck  pulsate  nther  strongly.  The  lun^  ore  entirely  negative.  The 
abdomen  show-s  a  marked  prominence  on  the  left  »ide,  and  dulncss  as 
shown  in  the  accompanjnnji  diaKram  (Fig.  142). 

Discussion. — One  could  hardly  make  a  mutake  in  the  diagnosis 
of  this  case  unless  one  were  in  the  habit  of  relying  on  symptoms  rather 
than  on  the  results  of  phy^cal  examination.  No  one  could  fall  to 
notice  the  abdominal  tumor  if  he  had  pal})ated  the  alxlomcn  with  any 
am.  No  one  with  any  knowledge  of  physical  examiiwtion  could  have 
any  doubt  that  that  tumor  was  due  to  splenic  enlargemcnL 

Splenic  enlaTgemenl  as^iciaied  with  such  e\-idences  of  anenua  as 
this  jiuttent  presents  is  characteristic  of  three  diseases  seen  in  temperate 
climates,  and  among  those  who  ha\-e  ne\tx  visited  tlie  tropics.  The 
huge  "ague-cake"  of  chronic  cstivo-autumnal  malarial  or  kala-azar 
need  not  be  considered  in  any  |xitienl  who  has  nev'er  been  out  of  New 
En^and.  Leukemia,  splenic  anemia,  and  s>'philis  are  the  only  diseases 
which  we  need  to  consider.  Ixukemia  can  be  instantly  recognized  by 
the  blotxl  examination.  S)Jenic  anemi.i  und  visceral  sypliilis  may  be 
almost  iodistinguishable  unless  other  evidence  of  syf^Uis  can  be  ob- 
tained from  the  history  or  in  the  physical  examination. 

Outcome. — Examination  of  the  blood  showed:  red  celts,  3,656,000; 
white  celts.  653,000.  DiflcrentiaL  count  showed  po1ynuck«rs,  54  ])er 
cent.;  myelocytes.  38  ])er  cent.;  eosinophilcs,  3.5  per  cent;  mast  cells, 
3.3  per  cent.;  lyniphoc>tes,  2  per  cent. 

The  red  cells  were  well  stained  and  showed  no  special  abnormalities. 
This  blood-picture  did  not  change  apiwedaMy  during  the  month  in 
which  the  jiatient  was  under  obsenation. 

Hie  laiienl  was  much  more  comfortable  as  the  result  of  an  ab- 
dominal support  which  held  up  the  enlarged  spleen. 

Under  .v-ny  treatment  »he  seemed  to  be  getting  steadily  lietter 
ttntil  the  ninth  of  November,  when  she  had  a  slight  pain  in  the  left  luck, 
wtiich  later  in  tlic  evening  became  severe;  nior]>hin,  |  grain  by  mouth, 
was  vomited. 

Rrs{antian  was  slightly  quickened.  At  3  o'clock  in  the  morning 
of  November  toth  the  patient  hud  a  chill  and  romitcd.  The  pulse 
rosetotjo;  rcsiiiralion  washer)' rapid :  temperature, 99.4° P.  Mor{>hiDt 
I  grain  subculaneou^y,  gave  some  relief;  but  at  4.50  the  rcspiratico 


ri|t.  141. — Showing  mulu  of  percuaaon  and  palpalion  in  a  palienl  compkininK  onlj'  d 
wcakncB  and  abdomiiiBl  enUrncmenL 
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suddenly  ceased.  No  cause  for  this  sudden  death  was  found  either 
before  or  after  the  autopsy,  which  showed  the  ledons  of  myelogenous 
leukemia. 

Diagnosis. — Myeloid  leukemia. 

Case  292 

A  married  woman  of  forty-four  was  first  seen  on  July  lo,  1907, 
Her  family  history  is  entirely  uneventful.  She  was  said  to  have  had 
cerebrospinal  meningitis  when  a  child,  and  has  ever  since  been  subject 
to  headaches  and  nose-bleeds.  The  menopause  occurred  fi\'e  years  ago. 
She  has  had  no  children  and  no  miscarriages. 

She  takes  two  glasses  of  beer  a  day,  but  never  takes  whisky.  She 
drinks  the  Boston  dty  water  through  a  lead  pipe. 

Two  weeks  ago  she  became  so  weak  that  she  fell  to  the  floor,  striking 
the  back  of  her  head.  She  was  unconscious  for  about  an  hour,  and 
woke  up  in  bed,  where  she  had  been  put  by  her  husband.  Since  then 
she  has  been  unable  to  stand  unless  supported,  although  she  can  move 
her  legs  readily  in  bed. 

During  the  past  four  days  her  arms  and  fingers  have  become  numb 
and  lifeless.  She  can  hold  a  knife  and  fork,  but  she  cannot  lift  a  glass 
of  water.  Her  speech  has  not  been  affected,  and  sphincteric  control 
is  perfect.  She  has  no  headache  and  sleeps  well.  The  bowels  are 
constipated;   her  appetite  is  poor. 

On  examination  the  patient  shows  loss  of  weight;  the  arteries  are 
palpable  and  tortuous  above  the  elbow;  the  heart,  lungs,  and  abdomen 
are  negative,  except  for  a  sharp  ec^e  felt  underneath  the  right  ribs. 
The  knee-jerks  are  not  obtained.  There  is  general  tenderness  over 
the  ner\'e-trunks  of  the  legs.  The  grip  of  both  hands  is  weak,  and  the 
extensors  of  the  wrist  are  likewise  weak. 

There  is  no  lead  line.  The  blood  shows  no  stippling.  The  urine 
is  normal  and  contains  no  arsenic. 

Discussion.^Ettdently  this  is  a  different  type  of  weakness  from 
that  of  the  cases  we  have  been  previously  studying.  It  is  referred 
more  definitely  to  legs,  and  appears  suddenly.  Especially  when  we 
take  account  of  the  condition  of  the  ner\ous  system,  as  revealed  by 
phydcal  examination,  we  art  clear  that  the  case  does  not  belong  with 
those  in  which  weakness  is  due  to  cardiac  or  toxemic  conditions. 

The  possible  connection  of  lead  with  the  trouble  is  naturally  our 
first  thought,  since  the  history  mentions  a  lead  pipe.  It  must  be  remem- 
bered, however,  that  in  the  vast  majority  of  cases,  water  coming  through 
lead  pipe  between  the  street  main  and  the  facet  within  the  house  does 
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not  become  imprcgnaled  with  lead  and  dnca  no  hann  to  any  one. 
ovvr,  in  this  patioit  Ihe  tissues  most  seQ&iti\-«  to  lead  and  most  a]>i  lo 
show  iL'i  inllucncc  as  soon  as  poisoning  bc^ns,  are  here  evidently  un- 
touched. There  arc  no  change-^  in  ihc  gums  or  in  the  UcnxI,  no  colic, 
no  anhritis,  no  encephalopathy. 

Arsenical  poisoning  has  now  gone  out  of  fashion,  partly,  I  belicvr, 
becvise  the  ncurologjiits  have  grown  lircd  of  it  and  are  fonder  of  the 
lam  "neurasthenia"  or  '■psychoneuroas,"  imnly  because  our  wall- 
papers are  now  freer  from  arsenical  dyes.  The  absence  of  oTKnic 
from  the  urine  in  the  present  case  would  probably  be  accepted  as  con- 
clusive evidence  against  the  presence  of  arsenical  poisoning.  On  the 
other  hand,  it  must  t»c  remtmbtTed  tliat  a  considerable  proi>ortion  al 
the  commuiuty  often  passes  arsenical  urine  from  time  to  time  while  in 
jjcrfccl  health,  so  that  ihc  demonstration  of  the  mineral  is  by  no  means 
proof  of  arsenical  poisoning.  Negative  reidnur  is  here  brUrr  than 
fotilive, 

E|Hdemic  poliomyelitis  is  apt  to  occur  in  the  hot  stmirocr  month*, 
in  one  of  which  this  patient  was  atlacked.  It  is,  however,  \-ery  »» 
at  her  age.  docs  not  often  attack  both  legs  or  (iroduce  such  incomplete 
paralysis  of  the  muscles  tn%'oIvcd.  Tenderness  over  the  nen'c-trunks 
is  not  common. 

Tlie  tenderness  ju»t  referred  to  enables  us  to  ntle  out  ottvcr  types  of 
myelitis  wluch  would  in  any  cusc  l>e  unlikely  to  ixtxliicc  so  mild  a 
disturbance  of  motion,  without  tncrea.se  of  reflexes  or  involvement  of 
the  sphincters.  Alcoholic  neuritis  would  produce  practically  all  the 
»}Tn[>tonu.  Itcre  complained  of,  but  the  amount  of  alcohol  which  ibe 
admits  having  consumed  seems  insuffidenl  to  produce  so  severe  a  troubts. 
If  no  other  cause  can  be  discovered,  however,  we  may  lia\  e  to  disbelii 
her  story. 

Beyond  any  reasonable  dotibt  she  has  a  multiple  neuritis;  as  she 
had  no  fever,  we  cannot  call  it  an  infectious  tyjM:  of  neuritis,  and  all 
other  varieties,  except  tlml  referred  to  in  the  Last  paragraph,  appear 
10  have  been  excluded.  On  the  whole,  alcoholic  neuritis  seems  the 
most  rcaMinaUle  diagnosis. 

Outcome.— t'iMxi  cross-questioning  the  patient  later  admitted  that 
•be  had  been  taking  four  bellies  of  ale  daily  for  a  number  of  monthi. 
As  a  result  of  continued  abstinence,  with  good  hygiene,  she  reccn-em) 
cntirdy  in  the  course  of  three  months. 

Dlagnotii. — Alcoholic  neuritis. 
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Case  293 


A  htight-bandJer  of  twenty-sii  entered  the  hospital  August  14,  1907. 
He  had  always  been  previously  well  except  for  an  attack  of  fever  five 
years  ago.  He  began  to  lose  his  appetite  and  his  strength  two  weeks 
ago.    A  week  ago  he  was  so  weak  that  he  gave  up  work. 

In  the  last  ten  days  he  has  vomited  almost  everything  he  has  eaten 
and  has  had  very  little  appetite.  He  has  also  had  a  cold  in  his  head, 
with  a  little  cough  and  pain  in  the  right  side  of  the  chest.  His  bowels 
are  regular,  but  he  sleeps  poorly. 

Fhydcal  examinatioQ  shows  good  nutrition;  the  heart's  apex  is  in 
the  fifth  space  in  the  nipple-line,  but  the  heart-sounds  are  also  distinctly 
heard  to  the  right  of  the  sternum. 

There  is  dulness  at  the  base  of  the  right  lung  below  the  angle  of  the 
scapula,  accompanied  by  dimimshed  vocal  and  tactile  fremitus,  dimin- 
ished breath-sounds,  and  crackling  rales. 

Physical  examination,  including  the  blood  and  urine,  is  otherwise 
negative. 

Discussion. — ^Without  the  physical  examination  we  have  no  clue. 
Even  with  it  there  seems  to  be  but  little  to  account  for  so  much  prostra- 
tion, for  it  will  be  noted  that  the  breath-sounds  are  audible,  though 
diminished  over  the  whole  of  the  affected  side.  We  must  be  deahng 
either  with  a  very  small  accumulation  of  fluid  or  with  a  plastic  pleiuisy 
resulting  in  thickening.  Is  this  enough  to  explain  so  much  weakness 
and  fever? 

Yes,  it  certainly  is  enough,  as  experience  has  repeatedly  shown  us, 
because  it  implies  with  reasonable  certainty  other  tuberculous  lemons 
in  the  lung  itself,  in  the  internal  lymphatic  glands,  or  elsewhere.  Very 
probably  that  attack  of  fever  five  years  previoudy  was  also  due  to  tuber- 
culous, pos^bly  also  pleural  in  situation,  though  nothing  of  the  kind 
was  recognized  at  that  time. 

Of  course,  we  must  run  over  in  our  minds  and  exclude  by  our  ques- 
tions or  physical  tests  the  other  familiar  causes  of  weakness,  such  as 
anemia,  psychoneurotic  conditions,  diabetes,  concealed  sepsis,  and 
other  infections.  But  this  I  think  we  can  do  with  the  aid  of  the  data 
hCTe  presented.  Doubtless  we  are  right  in  being  influenced  to  favor 
the  diagnosis  of  tuberculoas  in  this  case  by  our  knowledge  that  many 
other  cases  demonstrated  by  the  lapse  of  time  to  be  tuberculous  have 
begun  just  in  this  way. 

Outcome. — On  the  thirty-first  a  needle  was  inserted  in  the  back,  J 
inch  below  the  angle  of  the  scapula.    The  needle  passed  through 


Th«  |«timt  rapidly  improvTd,  and  was  discharf^  on  (he  second  of 
September. 

Diagnosis. — Chronic  [Jasiic  [^curiBy, 

Case  294 

A  shipper  of  thirty-eight  was  ^1  seen  Ajml  9,  1908.  He  has  been 
in  the  haliil  of  taking  :ro  f;1assc-s  of  1xi-t  a  day,  bttt  his  [last  hi^lon*.  an 
well  as  his  family  hirtory,  is  otherwise  negative.  He  lias  had  poeu- 
tnonia  three  times,  the  last  time  four  years  itff>.  A  week  ago  he  had 
the  Riip,  from  which  he  is  now  convalescing.  He  now  feels  pretty  wreil, 
but  weak. 

I-lve  days  ago  some  albumin  was  found  in  his  urine  and  he  was 
put  upon  a  milk  diet.  L,atcly  he  has  vomited  his  milk.  There  has  been 
no  swelling  of  the  legs  or  fiicc.  A  year  ago  lie  weighed  190  pounds. 
now  he  wvighs  170.  He  has  hud  a  good  deal  of  cou^h  and  sputa  durijig 
the  past  week,  but  he  thinks  not  previously.  1 

On  physical  examination  he  was  found  to  be  rather  stout.    The 


WEAKNESS 


S6i 


heut  is  negati^'c.    The  condition  of  the  lungs  is  shown  in  the  accom- 
panying diagrams  (Figs.  144,  145). 

The  abdomen  was  held  finnly,  and  showed  some  dulness  in  the 
tlanks,  which,  however,  did  not  shifi  with  cliange  of  jiosiiion. 

Tlie  leukocytes  were  151600;  hemoglobin,  85  per  cent.;  temper- 
ature, 97^°  F.;  pulse,  96;  respiration,  24;  blood-prcssiire,  125  mm,  Hg. 
Urine  negative. 

The  liver  dulness  extended  from  the  sixth  rib  to  the  costal  margin. 
The  edge  of  the  organ  was  palpable.  The  sputa  sliowed  large  numbers 
of  pneumococd;  no  mlwrcle  bacilli  on  repeated  examination.  The 
ocular  tuberculin  reaction  was  negative. 

Discussion. — This  man  is  said  to  have  had  the  ''grip."  Can  his 
wcakncs.s  be  accounted  for  merely  as  a,  result  of  that  disease?  In  the 
epidemic  of  inlluenza  occurring  in  1889  and  1S90  the  conralescence 
was  notoriously  slow  and  jiainful,  but  within  the  past  few  years  I  do 
not  beUe^'C  that  we  have  had  any  cases  of  that  type,  so  tliat  I  should 
doubt  very  much,  even  before  scnitinizing  the  i^esulis  of  phyacal  ex- 
amination, any  explanation  of  this  patient's  weakness  as  the  result  of 
such  a  type  of  influenza  as  could  have  been  acquired  in  1908. 

Such  an  albuminuria  as  is  recorded  above  is  quite  often  seen  after 
mild  atlacks  of  tonsillitis  or  nasophar-Tigitis — i,  f..  a  common  cold. 
The  iirinar>'  findings,  therefore,  do  not  imply  that  the  |)revious  infec- 
tion has  been  anything  more  sctious  than  a  cold.  But  the  physical 
signs  in  the  lungs  certainly  do  imply  something  more,  and  can  be  ex- 
plained only  as  the  result  of  some  Ij^pe  of  pneumonia  or  as  the  results  of 
tuberciilo^. 

Delayed  resolution  in  pneumonia  is  so  rare  that  one  should  never 
make  the  diagnosis  with  confidence  unles.s  empyenu,  esi»etially  in  the 
interlobar  form,  pulmonary  abscess,  and  tuberculosis  can  be  excluded. 
The  negative  tuberculin  reaction  is  here  of  very  considerable  value. 
Tlie  negative  results  of  sjiutum  examination  are  also  of  some  importance, 
cspedally.as  their  numlwr  is  considerable. 

These  two  facts,  together  with  the  absence  of  fever  and  the  presence 
of  a  tranacnt  albuminuria,  should  incline  us  lo  decide  against  tuber- 
culosis, and  in  favor  of  some  acute  infection  of  the  lungs,  now  probably 
in  the  stage  of  convalescence. 

Outcome. — .April  17th  the  signs  in  the  lungs  were  much  less  marked. 
April  38lh  examination  showed  nothing  abnormal,  and  the  patient  felt 
quite  well. 

Diagnosis. — Convalescence  from  pneumonia. 
86 
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Case  29S 

A  Jewish  peddler  of  seventeen,  never  jireviously  sick,  entered  ibc 
hospital  July  b,  1907. 

He  was  in  bed  four  months  ago  for  a  few  days  on  account  of  a  slig)it 
cough  and  exj^ectoration,  wluch  was  never  IJraxly.  After  u  week  he 
returned  to  work,  but  llien  he  had  pain  in  Iris  legs,  relieved  by  Ifait-foirt 
plates.  He  stiii  felt  vay  weak  and  run  down,  and  through  the  aid  of 
the  Sodal  Service  Department  was  sent  to  a  farm,  whence  he  retumcl 
after  two  week-i  unimpro\icd;  indeed,  since  his  return  has  ixcn  getting 

weaker,    lie  is  very  easily  dred  and  shoa 
of  tirealh  on  exertion. 

He  says  lie  has  pnins  all  ovit,  a  very 
^,  ,  ,  ,  , poor  ap|>etite.  cannot  sleep,  and  is  fcwrish 

I S : : : : : ;  I ; :  I ; : :  I     "**'  cWiiy  at  time».    {See  Fig.  146.) 

Sri  t  I  I  1 1  I  I  I  I  I  I  vj-l  The  palienl  was  found  to  be  poariy 

nourished.  Physical  examination  was 
otherwise  entirely  negative,  save  for  sharp 
lateral  cur\'aturc  of  tlic  spine  to  the  right 
in  the  midsrapular  region.  Tul*erculln 
(0.1,  I,  5.  and  to  milligrams)  was  injected 
subcutaneously,  but  was  not  followed  by 
any  rise  of  tempetuturc  or  any  constitu- 
tional  symptoms.  Tlie  blood  and  urine 
were  entirely  normal.  ln\-estigillofi  of 
(he  gastric  functions  with  a  stomach-lube 
showed  no  fasting  contents,  a  capacity  of 
40  ouncca,  and  after  a  tesl-meal:  free 
HCl,  0.18;  toul  addity,  a44. 
DitcuHtoQ. — The  onset  of  tlus  illness  is  very  chatacteristic  of 
tuberculosis.  Cough,  fever,  anorena,  weakness,  shortness  of  hreath. 
chilliness,  insomnia — all  |xiint  in  that  direction.  It  will  need  the  stmng' 
est  kind  of  evidence  to  convince  us  that  this  boy  is  free  from  the  tuber* 
culous  taint. 

By  continued  observation,  however,  by  repeated  exanUnations  of 
the  lungs,  and  espedally  by  the  negative  results  of  lulxrcutin  injections, 
it  was  possible,  tn  my  judgment,  to  exclude  tuberculosis. 

The  gastric  functions  were  then  carefully  Mudied,  but  nolhhif;  of 
any  importance  as  evidence  of  disease  was  discovered.  By  the  study 
of  the  h|<x>d  ami  urine  we  were  able  furtlier  in  narrow  the  fidd  of 
posedUlitic».      No   evidence   of    syphilis   or  other   infectious  discBM 


■'-■■'-■■raar  ■■■ 
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could  be  found.  The  eyes  and  ears  were  examined,  with  negative 
results. 

Afier  all  these  tests  had  mmed  oiit  negalive,  it  seemed  jiiMifiable 
to  renim  to  that  most  obvious  and  yet  most  perilous  diagnosis,  a  (uik- 
tiona]  Qcrv'ous  derangement.  The  age  of  the  patient  and  his  race 
doubdeas  helped  to  justify  such  a  diagnosis.  The  more  one  sees  of 
adolescence,  ihc  more  one  is  astonished  at  the  apparent  graN'ily  but 
eventual  transiency  of  the  physiciil  and  mental  symptoms  exhibited 
by  some  healthy  people  at  that  pcriud.  Boys  and  girls  who  turn  out 
quite  healthy,  sensible,  and  reliable  in  adult  life,  may  be  almost  incon- 
ceirably  weak,  vacillating,  hy]xx:h(»ndriacal,  and  turbulent  at  that 
period.  .Ml  (heir  vital  forces  seem  to  be  slowing  down  or  hobbling 
along  as  if  about  to  slop  altogether.  This  applies  to  all  races,  but  more 
es[)ecialiy  to  the  Jews, 

Outcome. — By  the  twelfth  of  July  he  was  eating  better  and  beliaving 
as  if  he  had  some  strength.  He  had  recdved  up  to  that  time  no  drugs 
except  an  occasional  dose  of  veronal.  10  grains,  for  insomnia.  His 
blood-pressure  on  the  twenty-second  was  115  mm,  Hg.  At  this  time 
he  looked  and  felt  much  better,  but  did  not  gain  in  weight.  Potassium 
iodid  ivas  tried  in  large  doses,  but  produced  no  improvement. 

After  eight  weeks  of  obscrration,  with  careful  study  of  the  case,  we 
were  convinced  that  the  iiatient's  mental  attitude  had  a  great  d«d  to  do 
with  his  condition.  After  some  reeducation  he  was  discharged  much 
relieved. 

Diagnosis. — PsychoneuroMS. 

Case  296 

A  married  woman  of  forty-three,  of  good  family  iiistory,  entered  the 
hospital  May  21,  1908.  She  had  "intUmmalion  of  the  bowels''  twelve 
years  ago  and  was  sick  for  two  months.  Before  and  since  that  time 
she  has  been  well  until  two  weeks  ago.  when  she  l>egan  lo  feel  tired  ami 
wtik  all  {rfrr.  Sht-  has  had  no  pain  anywhere,  but  her  appetite  has  been 
poor.  For  a  week  she  has  noticed  chilly  sensstions,  with  a  scimty,  high- 
colored  urine.  Two  days  ago  she  had  a  sore  throat  and  took  to  her 
bed.  Now  the  sore  thrown  has  disippeared.  She  has  not  been  exixised 
to  typhoid  fever,  so  far  as  she  knows.     She  has  no  cough. 

The  course  of  the  tem]>eralure  is  seen  in  the  accompanying  chart 
(Fig.  147).  A  systolic  murmur  is  heard  all  over  the  heart's  area,  loudest 
in  the  pulmonary  area.  The  aortic  second  is  louder  than  the  pulmonic 
second  sound.  The  heart's  apex  is  in  the  midclavicular  line,  4^  inches 
to  the  left  of  midstemum. 
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The  artcnes  and  lungs  show  notliin^  abnormal.  There  is  some 
dulncsi  in  the  tianks,  but  this  does  not  shift  witli  change  uf  poaitioa. 
The  abdomen  is  othvnvisc  negative.  Blood  cultures  and  Widal  nsac- 
tioo  were  persistent])'  negative.  'Hicwliite  cells  at  entrance  were  10,700, 
the  urine  normal.  The  urine  was  2$  to  30  ounces  in  tYr-enty-four  houn, 
spedtic  gravity  1010,  no  albumin,  no  casts  or  cells. 

Menstruation  came  on  about  the  time  she  was  fint  seen,  and  was 
profuse,  but  not  abnormal. 

Discussion. — It  is  safe  to  assume  that  the  fcwT  and  the  weakncas 
should  be  grou|>ed  together  as  tlie  result  of  a  conimon  aiuse. 

Though  there  is  a  systolic  murmur  over  the 
precordin,  it  is  not  so  situated  or  so  supported 
by  other  physical  agns  as  to  !«  in  itself  satis- 
facloi^'  evidence  of  endocarditis  or  ol  any  olber 
j^  I  ij  1 1 . ,       cardiac  lesion. 

. .  '  J I  i  J :  I  Tuberculous  peritonitis  would  account  (or 

I  v¥\\  \Vf\  many  of  the  symptoms,  but  we  ha\-c  no  physical 
signs  suflkient  to  justify  any  sucii  hy])otluflb. 
In  an  abdomen  which  is  otherwise  negatiw, 
dulness  in  the  flanks  means  nothing  of  import- 
encc  unless  it  shifts  witli  chanfiic  of  |K>siiion. 

We  tried  our  best  to  make  this  case  fit  the 
diagnosis  of  typhoid  fc\'er,  but  could  nenr  ob- 
tain any  ixMitive  evidence  of  it. 

Urinury  infection  seemed  very  tmpcofaeble, 
as  the  sediment  of  the  urine  showed  nothing 
pathologic.  No  culture,  however,  v,-aA  made  from 
it,  and  if  another  cause  for  (ever  and  weakness 
had  not  been  discovered,  bactcrioloftic  investijfa- 
tion  of  tlte  urine  would  luive  been  in  order. 
The  reader  ^^nll,  I  hope,  have  noted  that  one  method  of  phyaiaU 
examination,  essential  as  j»rt  of  a  tlturough  «iutl}'  in  any  obscure  case. 
Is  here  omitted.  Doubtless  it  was  this  mistake  which  postpoacd  our 
making  the  correct  dingnous.  I  refer,  of  course,  lotlie  jiclvic  examination. 
Outcome.— The  cause  of  the  weakness  and  fc\-cr  remained  quite 
unexplained  until  May  yAh,  when  ibc  leukocyte  count  was  discovered 
to  ha\'C  risen  to  30,000.  This  at  last  siifmc-tted  a  vaginal  examination, 
which  showed  tliat  the  uteruit  was  consideniUy  cnhirgcd.  To  its  left  a 
mass,  the  size  of  an  orange,  apparently  attached  to  the  fundus,  extended 
upward,  .\notlier  rounded  mass  seemed  to  be  attached  to  the  anterior 
uterine  wall. 
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An  uncomplicated  fibrad  tumor  would  not  have  produced  so  much 
weakness  and  fever.  Were  it  slrani^uUtcd,  dc^L-nerati^d.  suppurating, 
or  in  process  of  producing  a  localized  peritonitis,  there  should  have  been 
piiin.  Fibroid  must,  tlierefore,  be  r\iled  out  or  recognized  as  a  subor- 
dinate part  of  the  diagnosis.  Cyst  of  the  ovary*  or  the  broad  ligament 
should  produce  more  iicute  symjitoms  if  its  pedicle  were  twisted,  and  less 
fever  if  it  were  in  a  normal  condition. 

In  view  of  these  cnn»idemtions,  pelvic  suppuration,  probably  de- 
pendent uiKMi  a  pus-tube,  seems  the  most  j»robablc  diagnosis. 

0|jeration  June  ad  revealed  a  larj£e  pelvic  ai>scess  to  the  left  of  the 
uterus  and  a  pus-tube  on  tht:  right.     There  were  also  two  small  fibroid 
tumors  attached  to  the  fundus  uteri.    These  were  shelled  out,  the  pus' 
was  drained,  and  the  jiatienl  made  a  good  recovery. 

Diagnosis. — Pus-tube. 

Case  297 

An  Italisn  laborer  of  forty-eight,  of  good  family  history  and  past 
histor)',  wjis  first  seen  October  11,  1907,  He  had  ii  nose-bleed  ten  days 
ago,  and  has  since  then  sulTcred  from  general  malaise  and  weakness, 
with  moderate  headache,  ill-dcfmcd  ab- 
dominal pain,  and  slight  cough. 

Physical  examination  showed  a  swarthy, 
well-developed  man,  breathing  rapidly  but 
easily.  (Seeaccompanying  chart,  Fig,  148.) 
He  was  almost  without  complaint  when  seen, 
though  his  face  was  flushed,  his  breath  very 
offeni^i'e.  The  cardiovascular  system  was 
negative.  Breatliing  throughout  the  right 
back  seemed  more  feeble  than  in  the  left, 
otherwise  the  lungs  were  entirely  negative, 
as  was  the  alxlomen. 

The  white  cells  were  7000;  hemoglobin. 
85  per  cent.;  Widal  reaction.  negati\-e;  the 
urine  averaged  50  ounces  in  twenty-four 
hours;  specific  gravity,  1013;  there  was  the 
slightest  possible  trace  of  albumin;  very 
many  hyaline  and  granular  casts,  some  with 
cells,  and  a  small  amount  of  fat  adherent. 

On  the  succeeding  day  the  patient  coughed  up  some  stringy  Nxllow 
sputa  containing  many  coed  and  bacilli,  but  nothing  distinctive. 
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Aa  exi>ert  examlnatitui  of  the  u]>|>er  air-passages  gfaowrd  llic  foul 
breath  to  Ix;  due  to  atrophic  rhinitis. 

Od  the  fifteenth  tlie  [liitient  begun  to  raise  mouthfuls  of  tlikk,  reddjih- 
gniy,  odorlc^  pus,  hwking  like  that  from  ^ngrcnc  of  the  lung,  but 
n-itbout  the  dmncterislic  odors.  Il  contained  a  \'ariety  of  oi^ganiuiu, 
but  no  tuberdc  bacilli.  On  the  seventeenth  the  lungs  were  so  full  of 
coarse,  bubblinf;  r&Ies  tlmi  the  hcurt  i^oumls  were  inaudible. 

The  right  axilla  was  duller  than  tlic  left. 
-   On  the  eighteenth  the  abdomen  t>e^n  to  l>e  distended,  the  neck  in 
be  slightly  stiff.    I'hc  fitce  expressed  extreme  anxiety  and  dread.     On 
the  eighteenth  the  sputum  began  to  tia\-e  a  foul  odor,  and  the  right  thigh 
became  generall)'  tender  on  motion  and  somewhat  swollen. 

On  the  ninclct-nth  the  white  cells  had  risen  lo  14,900.  On  the 
twcnticlh  an  al^sccts  appeared  on  the  top  of  the  left  shoulder,  and  a 
similar  one,  |»inful,  indurated,  and  red,  appeared  in  the  right  groin 
below  Poupart's  ligament. 

The  jiatient  lost  strength  rapidly;  c)-anosis  and  a  foul,  frequent 
diarrhea  dcvdoped. 

DitcuBsion.— This  case  begins  just  like  a  typhoid,  and  at  first  there 
seemed  to  be  nothing  else  that  we  could  call  it,  although  there  ivas  no 
Widal  reaction,  no  rose  spots  or  splenic  enlargement,  no  badlli  by 
Uood  culture,  and  nothing  citaracleristic  alxml  the  tem|)eniture-curve. 
But  as  we  could  find  no  ^gns  of  tuberculosis,  septicemia,  syphilis,  or 
any  other  t)'pe  of  obscure  fever,  our  best  guess  was  typhoi<l  during  the 
first  four  days  of  the  illness. 

When  tlie  pus  liegan  to  come  up  and  was  found  to  be  free  front 
tubercle  bacilli,  we  began  to  search  for  further  e>idencc  of  jiulmottary 
abscess.  Nothing  localtang  could  be  found,  but  this,  as  ex)>erience  has 
shown,  is  often  the  case  in  abscess  of  the  lung.  Our  present  methods  of 
physical  exainiiuition — e\cn  when  supplemented  by  radiovra[>hy — 
are  not  sufficiendy  accurate  to  rcxTat  the  presence  of  pulmonary'  absceas 
in  all  caws.  We  may  have  a  little  patch  of  dulness  and  diminished 
breathing,  or  riles  may  be  heard  ov^r  a  circumscribed  area;  but  nothing 
cliaracteristic  is  often  found,  c^ipecially  when  the  abbess  a  multiple 
and  small.  It  is  quite  possible  that  the  pus  came  entirely  from  the 
bronchi  in  this  case. 

When  the  peripheral  abscesses  began  to  appear,  our  attention  was 
no  longer  coacentratcd  on  the  hmgs,  and  it  t>cgan  to  be  clear  that  we 
were  dealing  with  a  general  infection.  \Mien  the  pericarditis  developed, 
there  was  no  longer  any  reasonable  doubt  of  llie  diagnosis. 

Outcome. — Blood  cultures  made  on  the  twenty-first  of  OcUdxr 
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showed  the  staphylococcus  aureus  without  any  admixture  of  other 
oij^anismfi.    The  same  coccus  was  obtained  from  the  external  abscesses. 
On  the  twentv-fourth  the  patient  died,  do  benefit  ba^nng  been  obtained 
from  an  autogenous  vaccine. 

Diagnosis. — Staphylococcus  st-pais. 

Case  298 

An  unmarried  sicaiogropher  of  twenty-nine  had  lost  bcr  mother  of              I 
typhoid  fever  and  one  aster  of  acute  tut)erculo^s  two  and  one-haJf  years 
ago.    She  was  first  seen  bj-  mc  March  12,  1908,                                                 J 

The  patient  had  bronchitis  for  a                                                               1 

I   ,  / 

fall,  whfai  she  became  run  down,  lost           Z,"    ~ 

auDctitc.  Jinti  had  some  imin  in  tlie  left         ;  !!^    1  * 

-  -,  t  - 

;:': 

unnw  rhf^iil       Hf*r   rhii^f  rftmiilaint"   at          •  w  L '' 

1  ■ :             1 

':::              | 

ini^  iijiic  "lis  oi  nciLKDir^s,     *>nc  went         *  ""^rrri" 

■  j-iZ^J  'L- 

.1                              1             '       1    . 

■^  ? '    r 1 

to  Uic  countrj'  and  rcnuLined  Iriere  two           ^ 

t                        '     1                                      '                                                                                                 atf 

■  1, 

months,  with  some  improvement,  so       "„":"":"" 

^:: 

that  "(he  was  able  to  co  to  work  amiin           ■• 

-;    _ 

-        -'  =1 

\m1    jaiLUtVi >    ^jr  iytJOj     uut    ii>   :>^jiiil    tLJ>           ^            j~i"^~" 

^  ; 1      J  J  _ 

snc  looK  Up  ner  ttorK  again  Jinc  w^an            ■       ^    ..  ^  ^ 

^•-llLc'tZ 

--     »-.--^-     ,.     ,. 

to  lose  apjwtile,  and  felt  xen'  bred  and           ; 

1 

._ 

often  cmllv  at  night  after  her  work.        .  «               3 

.    -^ 

z"     :::: 
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and  began  to  cough  and  raise  yellow         j.^^  ,^c,._L-hu 
sputa. 

Yesterday  evening  her  temperature  was  said  to  ha« 
For  the  last  two  days  she  has  had  no  sputa.    She  has  no 
where.     (For  the  course  of  the  tem[>erature  see  the  acton 

Fig.  149) 

The  patient  is  well-nourished,  ruddy;   the  heart  an 
nothing  abnormal.     Over  tiie  right  claiicle  in  front,  and . 
of  the  scapula  behind,  there  is  slight  dulness,  increase 
creased  \'ocaI  and  tactile  fremitu-s,  brfinchovesicular  br 
few  fine  crackling  rftlcs.     Kemig's  isthmus  and  the  excur 
are  equaJ  on  the  two  sides. 

Phyacal  examination,  including  llie  blood  and  urin 
negative. 
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Discussioa.— Many  patients  of  this  typ«  hive  to  sufTer  bj  reason 
o(  a  mislaken  diagnosis  of  general  dcbilit>-,  neurasthenia,  or  "firip-" 

The  latter  diagnosis  is  difficult  positively  to  exclude.  A  few  case« 
are  on  record  which  prove  that  an  influeriTal  bronchopneumonia  may 
be  so  localized  at  the  apex  of  a  lung  as  to  simulate  tuberculosis.  Such 
cases,  however,  are  \-CTy  rare,  and  for  practical  purposes  may  be  dis- 
regarded. 

The  physical  «gns  of  this  com;,  though  strongly  suggestive  of  tuber- 
culosis, arc  not  in  themsdvvs,  and  in  the  abscncv  of  any  longer  pyrexia, 
conclusive.  Tlie  *o-c«llrd  bronchitis,  which  lasted  a  whole  j-ear  duriag 
the  {laticnt':^  childhood,  doubtless  inclines  us  to  tntcqiret  any  dubious 
pulmonat)-  signsas  exidence  of  tut>erculo!ds.  Bui  it  must  be  remembered 
that  such  signs  may  be  the  harmless  residual  cUccU  of  an  old  bumtout 
process  which  do  not  necessarily  signify  anylhing  of  imjKulance  at  the 
present  time.  One  of  the  most  difficult  tasks  that  I  know  of  in  connec- 
tion with  pulmonary  diagnosis  is  to  distinguish,  by  phyacal  signs  atone, 
the  scars  of  an  old  hraled  process  from  the  evidences  of  a  new  and  thrcst- 
etung  one.  In  many  cases  the  differentiation  of  the  two  is  impossible 
until  tlic  progress  of  the  symptoms  »upplemen ts  our  jjhystcat  examination. 

Despite  several  negative  examinations  of  the  sputa,  our  ])n>nsionAl 
diagnosis  was  phthias,  the  most  dedave  point  in  our  minds  Iwing  the 
sharp,  dacklLng  quality  of  the  r&les,  although  they  were  elicited  only 
by  cough. 

Outcome. — After  repeated  negative  exanunations  of  the  sfiubi, 
lubcTcIc  l>aciUi  were  finally  found  March  19th.  On  the  twenty-scvoilh 
she  went  to  a  sanatorium  for  the  tuberculous. 

Diagnosis. — Phthisis. 


Case  299 


A  housemaid  of  twenty-four  entered  the  hospital  July  15,  iqo8. 
Her  family  historv*  and  jiast  histor>-  are  good.  She  has  one  child  eight 
months  old.  Ever  ^nce  this  baby  was  bom  she  has  complained  of 
weakness.  Though  the  Labor  was  normal  and  not  difficult,  she  has 
been  able  to  walk  since  the  baby  was  born  but  a  few  steps,  owing  to 
muTcubr  weakness  and  edema  of  the  legs.  These  troubles  have  been 
notable  for  two  months,  and  have  been  accompanied  by  dyspnea  on 
exertion.  Pallor  has  also  been  noticed  ever  since  the  baby  was  l>ora. 
For  the  past  month  she  has  also  liad  some  pain  in  the  chest  on  taking:  a 
deep  breath.  She  has  no  other  pain.  Her  appcti  te  is  good,  her  bowels 
are  repilar,  her  sleep  is  fair.  The  coune  of  the  tempenture  is  seen  in 
the  accompanying  chart  (Fig.  150). 
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The  patient  is  emaciated,  jialc,  has  one  large  submental  gland,  and 
several  small  postcervical  glands.  The  heart  shows  no  cnlarRcmcnt 
and  no  murmurs.  The  sounds  arc  regular,  clear,  rapid.  The  blood- 
pressure  is  100  mm.  Hg.  The  lungs  are  negative  except  for  one  or  tvio 
squeaking  riles  above  the  right  cla^^cle  and  at  the  right  base  behind, 
wilh  slight  di.iine.=.s,  and  diminished  brealhing. 

In  the  abdomen  there  is  dulncss  at  the  Mdes,  which,  however,  does 
not  shift  to  any  extent  with  change  of  potation. 

There  is  a  right  lateral  curvature  of  the  spine,  projecting  somewhat 
backward,  and  involving  the  Iwelfth  dorsti  and  the  first,  second,  and 
third  lumbar  vertebra;.  A  jwlvic  examination  is  negative.  Blood 
examination  shows  marked  achromia,  and  some 
variation  in  size  and  shape.  Urine  is  normal. 
Reflexes  normal. 

On  the  eighteenth  there  was  distinct  evidence 
of  fluid  in  the  abdomen,  and  the  signs  at  the 
apex  of  the  lung  were  no  less  evident. 

Discussion. — Al  first  sight  the  cardiac 
qrmptoms  appear  to  be  in  the  foreground.  The 
edema,  the  dyspnea,  ihe  ascites,  .and  the  lo;v 
blood- pres.sure  all  point  in  this  direction,  but 
the  examination  of  the  heart  gives  no  support 
to  the  idea  that  any  type  of  heart  disease  is 
present. 

There  is  a  good  deal  to  suggest  tubercu- 
losis, especially  the  rather  equivocal  pulmonary 
signs  and  the  association  of  ascites  \vith  fc\xr. 
On  the  other  hand,  if  the  belly  fluid  were  due  to 
tuberculous  peritonitis,  we  should  expect  pain, 
tenderness,  or  spasm,  none  of  which  is  present 

From  the  blood  examination  it  appears  that  the  patient  is  anemic, 
and  much  of  her  weakness  is  doubtless  due  to  this  cause,  but  tlie  details 
of  the  blood  examination  are  such  as  to  compel  us  to  seek  some  further 
cause  for  the  anemia  itself. 

The  spinal  deformity  might  be  either  the  result  of  some  old  quiescent 
trouble  or  of  a  more  recent  disease.  Since  there  are  reasons  to  suspect 
tuberculosis  in  other  parts  of  the  body,  the  thought  of  Pott's  disease 
should  cross  our  minds.  This  leads  straight  to  an  .v-ray  examination 
as  the  next  step  in  the  study  of  the  case. 

Outcome.— X-ray  of  the  spine  showed  telescoping  of  the  verlebnc. 
It  was  subsequently  learned  that  this  prominence  in  the  back  had  existed 
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for  three  yean  and  had  been  accompanied  by  some  pain  in  the  back  at 
the  bcgmning  of  an  attack  of  "lumbago." 

The  patient  was  much  relieved  by  a  plaster  jacket 

Dttgnosis. — Vertebral  tuberculoids. 

Case  300 

A  carriage  painter  of  thirty-seven  entered  the  hospital  February 
ao,  1908.  Ifis  father  died  of  ulcer  of  the  stomach,  his  moUier  of  poeu- 
tnonis,  one  sister  and  one  couan  of  pulmonary  tuberculosis.  The 
patient  has  alwa)-s  been  perfeniUy  well.  He  denies  vcnertml  diseue 
and  has  good  habits.  Two  years  ago  he  overworked,  and  has  since 
had  much  to  won>'  turn,  especially  bis  wife's  sickness  (heart  disease) 
and  the  death  of  one  of  his  children.  Apparently,  a.i  a  result  of  these 
troubles,  he  has  been  gradually  running  down,  and  last  October  Itnd 
to  quit  work  OR  account  of  general  weakness  and  stomach  trouble.  He 
has  an  excellent  appetite,  but  frequently  vomits,  espedoUy  in  tlie  moming 
before  breakfast  l^is  bowels  are  loose,  monng  usually  tuo  or  tlirce 
times  a  day.  For  ttirec  montlis  lie  has  been  &hort  of  breatli  and  ba&  » 
little  coiigh  and  expectoration.  For  two  months  he  has  been  troubled  with 
numbness  in  lus  hands  and  feet  For  three  weeks  be  has  bad  night  sweala, 
Hi>  avcmge  wei^;ht  is  135  pounds.     At  present  he  weighs  118  jXHimfa. 

Physical  examination  showed  a  salloiv,  somewhat  emaciated  young 
man  with  partial  right  wrist-drop;  the  chest  entirely  negative.  The 
aMomen  was  very  rigid  throughout,  tympanitic,  but  not  tetxlcr.  The 
blood  was  examined  20  or  30  times  at  weekl>'  inter\-als.  At  entrance 
the  red  cells  were  1,062,000.  From  that  point  they  rose  by  March  24th 
to  1,880,000,  after  which  thev'  gradually  declined,  reaching  570,000  on 
the  twent)--second  of  June.  The  white  cells  ranged  between  4000 
and  7000.  The  hemoglobin  at  entrance  was  55  |ier  cent,  and  remained 
always  relatively  high. 

The  difTerential  count  showed  nothing  remarkat>le.  In  the  stained 
specimen  the  red  cells  showed  considerable  stippling,  some  achromia 
in  the  smiiller  cells,  and  deep  staining  of  tlie  larger  ones.  Megalobbats 
were  always  present  and  in  cxcc^  of  the  normoblasts. 

Tlie  urine  was  normal  throughout.  The  ^tools  were  not  remorkabla. 
Parasites  were  repeatedly  searched  for,  but  never  found. 

The  skin  showed  a  brownish  pigmentation,  which  gradually  increased 
in  tint  though  no  arsenic  was  gi\-en  during  his  stay  in  the  hospital. 

The  ocular  tuberculin  reaction  was  negative;  tlie  urine  and  stools 
contained  no  lead.  Throughout  his  stay  in  the  hospital  he  complained 
of  nothing  but  weakness  and  numbness  of  the  extremities. 
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By  the  Uurleenlh  of  May  lie  had  a  cliill,  the  temperature  rising  to 
104.6*  F.  Pre\ious  to  that  time  it  had  ranged  between  98°  and  100° 
F,  Atter  that  there  was  a  moderate  pyrexia — yy*  to  101°  F.— for  about 
one-half  of  the  rest  of  his  stay.     No  cau.te  for  the  chill  was  found. 

Discussion. — Carriage  painters  oftt-n  gt-t  lutd-jmisonin!;.  Because 
of  this  patient's  occupation,  as  well  as  for  other  reasons  presently  to  he 
mentioned,  plumhism  is  the  first  possibility  wliich  calls  for  invcstiRa- 
tion.  Our  [xitient  has  a  wrist-dtx>p,  various  troubles  with  his  slomach, 
and  stippling  of  ihc  red  blood-corpuscles,  all  of  which  signs  jxnnt  toward 
lead.  On  the  other  hand,  the  blood-picture  is  distinctly  that  of  primary 
anemia.  lUs  gums  show  no  lead  line  and  his  wrist-drop  turns  out  on 
inquiry  to  be  an  affair  of  very  long  standing.  'I'he  degree  of  anemia, 
moreover,  aadc  from  its  type,  is  greater  than  that  seen  in  any  but  the 
severest  cases  of  Iciid  ])oisoning.  such  as  exhibit  extensive  [wralyses  and 
cnceplmlopalhy.  Finally,  the  absence  of  lead  in  the  stools  and  urine 
decisix'ely  excludes  plunibism. 

The  brownish  pigmentation  of  the  sldn,  steadily  incrcaang  at  a  time 
when  no  arscmc  was  given,  suggests  Addison's  disease  of  the  suprarenal 
capsules,  rather  than  the  anemia  first  described  by  him.  The  weakness 
and  stomach  trouble  are  c)uite  in  harmony  with  this  idea.  On  the  other 
band,  suprarenal  disease  is  never,  so  far  as  I  am  aware,  associated  with 
so  severe  an  anemia  except  in  the  acutest  and  most  fulnunatlng  cases. 
In  the  great  majoritj*  the  anemia  is  very  moderate.  The  negative  ocular 
tuberculin  reaction  helps  to  convince  us  that  we  are  not  dealing  with 
the  commonest  type  of  .'Vridison's  disease — suprarenal  tuberculosis. 

Pernicious  anemia,  then,  stems  to  be  the  most  reasonable  diagnosis, 
although  the  patient  is  rather  younger  than  most  of  those  who  suffer 
bxan  this  tyjie  of  anemia.  The  chill  and  sudden  rise  of  temperature 
on  the  thirteenth  of  May  puzzled  us  somewhat.  Fever,  it  is  true,  is  the 
rule  in  fjemicious  anemia,  but  not  so  sudden  and  sharp  a  rise.  Probably 
it  is  to  be  cxpLiincd  as  the  result  of  some  secondary  infection  favored  by 
the  great  weakening  of  general  resistance.  I  ha\'e  seen  a  good  many 
anular  attacks  in  tiie  last  few  years,  all  of  them  passing  off,  as  in  this 
ca^,  without  any  indication  of  iheir  source. 

Outcome. — The  edema  of  the  feet  and  the  general  weakness  in- 
creased steadily,  so  that  by  the  first  of  July  he  was  confined  to  bed. 
Death  occurred  July  19th. 

Autopsy  showed  the  usual  lesions  of  pernicious  anemia.  The 
suprarenal  cipsules  were  normal. 

Diagnosis. — Pernicious  aneraJa. 
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Case  301 

A  real-«stale  agent  thirtj--sjx  years  old  consulted  me  Fcbruaiy  15, 
1909,  complaining  of  weakni'ss  and  headache.  Although  he  ha»  an 
excellent  a|>pctitc  and  perfect  digcHtion,  he  has  lost  25  pounds  in  Die 
lost  two  years,  14  {xiunds  of  which  were  lost  uiihin  the  lasl  three  montha. 

His  family  histray  is  good  except  that  his  father  tUed  of  lulxTculoas, 

His  )»Al  history  was  uneventful  until  Se]i1c(nber,  1901,  when  he  had 
trphcad  fever.  In  1904  he  had  a  good  deal  of  pain  in  his  shoulders, 
which  (Kifsed  ofT,  however,  within  a  few  tnonlh%  thmi};h  no  tlingnoits 
or  treatment  was  ffwn.  For  the  next  three  years  he  was  c]uitc  well, 
but  in  December,  1907,  he  had  [oins  in  hi«  left  arm,  diagnosed  as  neu* 
litis.  By  reason  of  this  he  was  kept  out  of  work  in  J-inuar^-  and  February, 
1908,  and  in  August  and  St-picmbcr  of  tlie  same  year. 

November  7,  i<)o8,  he  liad  an  attack  of  vomiting,  accomjNUiied  by 
scvTic  headache,  and  was  kept  in  bed  a  week.  Ever  since  that  time 
he  has  been  troubled  by  headache,  which  is  worse  on  waking  in  the 
morning,  and  usually  dears  oti  at  noon.  It  aflccts  especially  the  vertex 
and  the  frontal  region,  but  is  not  changed  in  any  way  by  the  [msition, 
by  diet,  or  by  the  weather.  His  eyes  liave  been  examined  by  a  specialist 
and  pronounced  cntin-ly  normal  exce]il  for  a  horizontal  nystagmus  of 
almost  minute  excursicHi.  Ilis  nose  has  also  been  carefully  cxanuned, 
but  nothing  found. 

He  had  no  fever  at  any  droe,  but  his  phvsician  tells  him  that  his 
pul««  is  rarely  below  100.  From  time  to  time  he  luis  had  slight  jaundice. 
Soncc  November  7tb  he  has  felt  unable  to  work,  and  ance  December 
he  has  j>as^d  urine  once  or  twice  every  nighl  after  Itcd-time. 

Fbysical  examination  shows  rather  ikhh*  nutrition;  the  internal 
viscera  are  entirely  ne^^tivc,  except  that  the  [>ul»e  is  1 10 — not  an  unusual 
rate  during  an  office  consultatioD  in  patients  of  any  tendency  to  nen*oua- 
nesa.  The  knee-jerks  are  unusunllv  Hvcly;  the  blood-preaaure,  155  mm. 
Hg. 

The  urine  i*  of  normal  color;  40  oimces  in  twenty-four  hours; 
sped6c  gnvity.  1033.  no  albumin,  no  sugar.  Scv'cra)  subse<)uent  ex- 
uninations  showed  esiicntially  the  same  condilions.    Blood  normal. 

Diicusflion. — Loss  of  weight  with  a  good  appetite  is  a  rather  rare 
combination  of  symptoms.  Diabetes  is  its  only  quite  familiar  caus^ 
and  that  di«ea^  can  be  immediately  ruled  out  of  coiuadciation  In  tiew 
of  the  urinary  findings. 

Aside  from  diabetes  I  havT  met  with  this  combination  of  symplomi 
in  persons  who  are  losing  a  great  deal  of  s]ec|>  by  reason  of  [tain  or 
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emotional  strun,  in  certain  stages  of  arteriosclero^s,  and  in  hyper- 
ttiyradism.  This  patient's  headaches  never  prevented  his  sleeping. 
He  had  no  special  causes  for  anxiety,  and  seemed  to  be  in  good  spirits. 
There  was  no  good  reason  to  suspect  arteriosclerosis,  and  no  external 
evidence  of  that  disease. 

Hyperthyrradism  (Graves'  disease)  should  always  be  suspected 
when  a  patient  loses  weight  despite  a  good  appetite,  especially  if  there 
is  any  tendency,  as  in  this  case,  toward  tachycardia.  As  I  examined 
tiiis  patient  with  special  reference  to  hyperthyroidism,  I  found  no  trace 
of  goiter  or  exophthalmos,  but  quite  a  definite  fine  tremor  of  the  fingers 
when  extended. 

Outcome. — Under  a  r^^me  of  overfeeding  and  rest  the  patient's 
headaches  became  much  less  frequent,  his  pulse  slower,  and  his  wdght 
increased.    In  October,  1909,  he  was  back  at  work. 

DiagooBts. — Hyperthyroidism  (Graves'  disease). 

Case  302 

I  was  consulted,  September  4,  1906,  by  a  widow  aged  axty-four, 
whose  chief  and  most  distressing  complaint  was  weakness.  Her  wdght 
bad  shown  no  change;  her  appetite  was,  she  said,  "  too  good,"  and  her 
sleep  excellent.  She  had  no  pain,  cough,  or  vomiting,  but  she  had 
been  losing  strength  steadily  for  years,  and  for  the  past  twelve  months 
had  been  decidedly  short  of  breath.  In  1891  she  had  been  treated  by 
Dr.  Arthur  T,  Cabot  for  hemorrhoids,  which  never  bled  at  all,  as  far 
as  she  knew,  imtil  two  years  ago,  when  there  began  to  be  some  bleeding 
each  month  for  a  period  of  three  or  four  days.  For  the  past  five  months, 
however,  there  has  been  no  bleeding  whatever. 

Her  color  has  been  noticeably  abnormal  for  at  least  ax  years.  Four 
years  ago,  she  says,  it  was  worse  than  it  is  now.  Headaches  have 
bothered  her  some  part  of  every  day  for  many  years.  They  are  a^^ra- 
vated  by  walking,  and  affect  especially  the  occipital  r^on.  She  is 
markedly  constipated,  and  notices  a  good  deal  of  mucus  in  the  stools. 
Two  years  ago  she  had  an  illness  which  she  fears  was  a  "shock,"  and 
since  that  time  she  talks  slowly  and  ndth  difficulty.  AH  her  sjTnptoms 
are  aggravated  in  winter,  and  she  feels  the  cold  very  much,  though  not 
more,  she  says,  than  most  ladies  of  her  age. 

Examination  showed  a  yellow,  waxy  pallor  of  the  skin.  The  patient 
was  somewhat  obese,  but  nothing  wrong  was  detected  in  the  internal 
viscera  or  in  the  urine.     Blood  examination  showed: 

Red  cells,  3,600,000;    leukocytes,  6doo;    hemoglobin,  45  per  cent. 
Li  the  stained  specimen  there  were  66  per  cent,  of  pol3'nuclear  cells,  32 
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cenL  of  lymphocytes,  and  2  per  cent,  of  eosinophiles.  The  red 
coqiuKles  showed  marked  achromia  and  slight  dcfonnitii-s.  Thcic 
were  no  nuclcaU'd  fumis  or  abnomuJ  staining  reuctioos. 

Discussion. — The  esse  was  sent  to  mc  asi  one  of  pernicious  anemia, 
and  her  upiwarunce  bore  out  this  diagnosis.  Hie  hlood  exaimoation, 
however,  did  not,  but  was  indicative  rather  of  a  secondary  type  of 
ancnua.  It  did  not  ^eem  to  me  that  there  was  enough  hetnorrbage 
(assuming  the  history  to  be  correct)  to  account  for  this  anemia. 

Rectal  examination  and  the  study  of  the  stools  showed  no  evidence  of  a 
rectul  or  intcMinal  ctncer,  and  her  good  nutrition  and  freedom  from  \aia 
or  diarrtiisi  made  it  unnecessary  to  ton^di-r  iliis  diaiinosis  further. 

I  learned,  during  a  subsequent  visit,  that  she  had  difficulty  in  making 
fine  motions  with  her  lingers.  Following  up  this  hint  I  tested  the  func- 
tion-i  of  motion,  sensation,  rellcx  action,  and  nutrition  witlinut  getting 
any  new  informalioa  except  that  the  skin  was  very  dry  and  the  nutrition 
of  the  finger-nails  notably  poor.  The  association  of  this  condition  of 
the  skin  with  downess  of  speech  naturally  suggested  myxedema. 

On  questioning  her  I  then  le.imed  that  her  hair  had  been  coming 
out  ver>'  fa^t,  ttiough  she  had  thought  and  said  nothing  of  it,  suppoeing 
that  her  age  accounted  for  the  loss.  It  appeared,  further,  lliat  she  neirer 
persinrrd  unless  the  thermometer  was  above  90°  P..  a  temperature  ver^ 
gruleful  to  her  feelings. 

Outcome. — The  patient  was  given  thvTodd  extract,  3  grains  three 
times  a  day.  gtaduully  increased  to  5  gntins  three  limes  a  day.  Janiaiy 
itidi  she  reported  herself  as  wonderfully  better.  March  3Sth  she  wrote 
that  her  hair  was  growing  tremendously,  »o  that  it  was  now  thick  and 
dark.  Her  s{>eech  had  greatly  impro\'cd,  and  her  waxy  pallor  had  dis- 
api)cared.  Within  a  short  lime  she  was  perfectly  well,  and  has  remained 
so  up  to  the  present  time  (1910).    She  still  takes  th>'n»d  extract  rcgulazly. 

Diagnosis.— Myxedema. 

In  the  table  which  ends  the  chapter  and  in  the  diagram  which 
begins  it  I  have  grouped  causes  of  paralytic  wraknas  without  any 
attempt  to  tabulate  the  cardiac  or  hemic  iy^m  of  weakness. 


WEAKNESS 


57S 


3 


f 


S" 

c 

I 


J3 


1- 


a 


> 


s« 


II- 


■  s 


-B 

V 

•S^,i 

Bj- 

5^5 

H 

St  a 

^  — , 

E=^^- 

i? 

1" 

5^ 

9 
&, 


Q 


3 

if 


I? 


a 

E' 


S-a 


a,-^ 


'Is 


30 

8 


5 


o 


■■: 

? 

o 

1 

9 

3 

o 

O. 

0 

+ 

"       + 

0 

Cd 

§1- 


b3 

6  =■« 


CHAPTER  XVm 


COUGH 


Thbxe  are.  of  course,  muiy  cauws  of  cough  whicli  do  not  raise 
diagnostic  puulcs,  and  arc.  therefore,  not  suitable  (or  this  book.    Tbus: 

(a)  "A  common  cold''  or  mild  infection  of  the  upper  air-pasngca^ 
whether  by  the  inBucnzal  or  other  bacilli,  may  produce  couf{h  by  irritating 
the  pbanux,  Inrvns,  truchea,  and  larger  bnmchi.  Diagnosis  is  aug* 
geated  by  direct  int^pciclian  of  thc%  paru,and  by  the  absence  of  agnsin 
the  lungs  and  other  v-iscera.  It  ti  clinched  by  the  short,  mild  course  of 
the  affection. 

ib)  In  infants  and  children  diflusc  bronchitis  often  stuffs  the  lungs 
with  squeaking  or  crackling  r&lcs,  with  or  u'ithout  considenble  consti- 
tutional agas.  To  exclude  poeumonia  is  here  llw  chief  diagnostic  task. 
Occasionally  this  cannot  Ik  done.  U^^ually  the  absence  of  marked  cttf 
stitutiunul  ^^ns  icontinued  fever,  roarked  leukocytosis,  cyanosis, drowsi- 
ness) and  of  the  phyncal  evidence  of  soIidificaUon  in  any  fut  of  the 
lungs  excludes  pneumonia. 

(e)  The  more  obvious  "lext-book"  pictures  of  phthisis  and  )>ncu- 
mania  have  not  been  included. 

(4)  The  Kxalled  "stomach  coughs,"  "uterine  cou^"  "Hw 
coughs,"  and  nthcr  "reflex"  initations  from  a  distance  have  not  yet 
demonMrated  iltem«elve>  in  my  exiK-rit-nce. 

(«)  Nasal  coughs  and  aural  coughs  still  linj^r  on  in  the  pafces  of  text- 
books, but  I  can  find  no  convincing  endence  that  they  exist. 
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VARIETIES  OF  OXJGH 

(a)  The  dttoinction  between  a  locsr  or  productive  couf^,  which  is 
Bssodatcd  with  sputa  [unless  the  [ntirnt  is  too  weak  or  too  young  to 
nlse  any],  and  a  dry  or  unproductive  cough,  i<>  vtry  familiar. 

(b)  The  brassy  or  lanngeal  cough  t8  a  loud,  ringing,  usually  unpro- 
diKtive  effort,  associated  most  often  onth  aneurisms  or  tumors  pressing 
upon  the  (lachea.  It  is  not  by  anv  means  distinctive,  but  in  ccmjunciioa 
with  other  and  more  preciM:  5iKiL<;  il  may  help  us  to  recognize  a  source 
of  pressure  in  the  mediastinum.  For  thi!i  niason  it  is  often  called  a 
"pressure"  cough. 
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Causes  of  Cough 


PHTHISIS  ^m^^^^^^^^^^^^^^^^^^^  2&47 

2.  "BRONCHITIS"     ^^^^^^^^^^^^^^^^^^^^^^m    ZG33 

5.  MITRAL  DISEASE  ^^^^^^^g^^/^^g^^^^^^ 

4.  TONSILUTI8  ^^^^^^^H^^^^H  1406 

B.  PLEURISV  1^^^^^^  763 

6.  PHARYNGITIS        ^^^^^^  761 


7.  MYOCARDIAL  1 
WEAKNESS  i 


9.  AORTIC    RE. I 
GURQITATION  I 


687 


8.  PNEUMONIA  ^^^^B  K\ 


617 


to.  "INFLUENZA"       ^H^H  888 

11.  ASTHMA  ^^^  879 

12.  EMPHYSEMA  ^^H  828 
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(c)  Nervous  cough  is  sometiines  a  life-long  habit,  shoning  itself 
especially  when  the  individual  is  embarrassed  or  when  he  desires  to  pre- 
empt a  pause  in  the  conversation.  Many  patients  will  undergo  a  long 
siege  of  questioning  and  physical  examination  without  showing  any  sign 
of  cough  until  we  ask  them  whether  this  symptom  is  troublesome.  With 
the  first  words  of  their  answer  there  comes  a  cough. 

Yet  it  must  be  remembered  that  in  some  cases  of  incipient  phthisis 
the  cough  seems  to  be  of  the  nervous  variety,  and  is  believed  to  be  such 
by  the  patient  and  his  family.  The  matter  can  be  settled  only  by  care- 
ful watching  and  repeated  examination. 

(rf)  A  barking  cough  often  occurs  in  children  at  or  before  the  age  of 
puberty.  It  has  no  special  significance,  though  it  often  gives  rise  to 
much  alarm.  Its  explanation  is  not  known,  and  it  may  be  associated 
with  any  of  the  commoner  lesions  of  the  upper  respiratory  tract. 

(e)  A  prolonged  suEEering  from  cough  is  usually  due  to  phthias,  to 
emphysema,  or  chronic  bronchitis  with  bronchiectaas;  occa^onally  to 
cardiac  insufficiency. 

if)  Cough  on  exertion  is  usually  due  to  heart  disease,  but  may  be  the 
result  of  any  of  the  causes  mentioned  in  the  last  paragraph. 

(g)  Cough  on  change  of  position,  accompanied  by  a  profuse  dis- 
charge of  sputum,  usually  indicates  pulmonary  abscess  or  bronchiec- 
taas. 

(A)  Winter  cough  recurring  each  year  is  usually  characteristic  of 
bronchiectaa.s.  The  cavities  remain  comparatively  dry  and  harmless 
in  the  summer-time,  but  are  prone  to  become  infected,  usually  with  the 
infiuenza  bacillus,  in  the  winter-time.  This  is  the  affection  usually 
known  as  chronic  bronchitis,  though  a  considerable  percentage  of  the 
cases  so  diagnosed  are  really  due  to  puImonar>-  tuberculosis. 

Case  303 

A  mule  spinner  of  forty-five,  of  good  family  history  and  past  history, 
was  seen  November  14,  1907.  He  took  gas  as  an  anesthetic  twenty 
weeks  ago  and  had  all  his  teeth  pulled  out.  He  had  no  trouble  at  the 
time,  but  a  week  later  he  began  to  have  pain  in  the  right  side  of  the 
chest,  worse  on  deep  breath.  Two  weeks  after  the  anesthetic  he  began 
to  cough,  and  noticed  that  a  bad  odor  and  bad  taste  came  into  his  mouth ; 
next  day  he  coughed  so  as  almost  to  choke  him.  Four  days  after  this  he 
began  to  raise  more  foul  sputum  of  a  dark,  greenish-brown  color,  with 
dark-red  portions  in  it.  On  the  third  day  he  coughed  up  half  a  large 
bowlful  during  the  night.  Sometimes  the  sputum  came  rushing  up  in 
large  amounts  with  very  litde  cough.     The  pain  in  the  right  side,  meanr 
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tiinc,  had  become  less,  tlic  diminulion  ccnnddinj;  with  the  fteriod  of 
excessive  sputa. 

Eight  weeks  Ago  the  couf^h  diminidied.  His  sputa  become  yellow 
and  le^A  foul,  iuid  his  apjictiic  improv-ed.  as  did  all  his  other  ^>'mpioms, 
until  livf  weeks  ago,  when,  as  he  Atooped  to  lace  his  shoe,  blood  filled 
his  mouth,  and  he  spit  up  half  a  cupful  of  it.  Four  hourt  after  be 
raised  about  the  «ame  amount,  and  this  continued  ior  a  couple  of  dayv 
in  decreasing;;  quantities.  Since  t}icn  he  has  not  raised  any  mart  blood, 
but  his  appetite  has  been  very  [>oor  and  his  cough  frec|uent 
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Yi$.  151.— Cfaait  of  out  303. 


Two  and  one-half  weeks  ago  the  [lain  in  the  right  side  again  became 
severe,  and  he  had  to  get  up  in  the  night  in  onlcr  to  gel  breath.  Since 
then  he  has  been  slion  of  breath  on  any  exerci»e,  and  hiv  sputum  hia 
again  been  foul  and  dark,  as  at  first. 

lie  has  had  fever  for  fifteen  weeks,  off  and  on,  wit])  occasionnl  night- 
veuts, 

He  gave  up  work  on  July  aoth  on  accoimt  of  weakness,  but  he  has 
lost  ver>*  little  weight,  as  he  was  aiwa^'s  Ihin.  The  course  of  the  tern- 
peiature  is  seen  in  the  accompanying  chart. 

'Ilie  patient  is  emaciated,  the  breath  rather  foul,  the  heart  negative, 
the  right  supndaWcular  space  deeper  and  more  capadous  than  the  left 
A  (riclton-rub  i<%  fell  in  Ihp  right  axilla,  and  there  is  dubic«s  Ihrougboul 
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the  right  chest.  In  the  right  supradawcular  space  and  axilla  the  percus- 
sion-note is  almost  flat  Over  the  area  shown  in  the  diagram  (Fig,  153) 
ex]HTation  is  rough  and  prolonged,  and  there  is  a  coarse  friction-rub 
extending  through  both  inspiration  and  expiration  over  the  whole 
right  axilla,  and  heard  more  faintly  in  front  and  behind. 

During  his  stay  in  the  hospital  the  patient  raised  daily  10  to  30  ounces 
of  mucopurulent,  foul  sputa,  containing  no  elastic  fibers  or  tubercle 
badlli.    Its  color  was  as  described  by  the  patient. 

Later,  on  the  twenty-eighth,  the  odor  was  a  good  deal  less  marked. 

X-ray  shows  a  deep  shadow  in  the  region  of  the  right  scapula,  agree- 
ing piacdcally  with  the  area  shown  in  the  diagram. 

Discussion. — Cough  with  foul  sp\ita  ejected  in  large  quantities  and 
associated  with  fever  and  sweating  suggests  four  possibilities: 

(a)  Pulmonary  abscess,  with  or  without  gangrene.' 

(6)  Empyema  rupturing  through  the  lung. 

(c)  Phthias  with  large  cavity. 

(d)  Bronchiectads. 

Empyema  and  phthias  are  improbable  because  of  the  history  and 
the  condition  of  the  sputa.  The  signs  are  not  atuated  in  the  parts 
generally  most  affected  by  phthias,  and  when  that  disease  produces  a 
cavity  lai^e  enough  to  contain  so  much  sputa,  it  is  practically  certain  to 
show  bacilli  in  great  numbers.  Empyema  is  almost  always  post- 
pneumonic, and  we  have  nothing  to  suggest  that  this  patient  has  ever 
had  pneumonia. 

The  sudden  onset  and  the  localization  of  the  agns  speak  against 
the  ordinary  type  of  bronchiectasis,  namely,  that  associated  with  a 
chronic  bronchitis  and  affecting  a  great  many  bronchi  almost  equally. 
Blood  is  far  less  likely  to  be  raised  in  bronchiectasis  than  in  abscess  or 
tuberculosis. 

After  discusang  these  alternatives,  pulmonary  abscess  seems  by  far 
the  most  reasonable  diagnosis.  We  have  no  clear  conception  of  the 
reason  or  method  of  its  origin ;  it  is  difficult  to  connect  it  with  the  taking 
of  gas  as  an  anesthetic  unless  we  suppose  that,  under  the  influence  of 
the  gas,  he  swallowed  something  "the  wrong  way."  The  history  gives 
no  hint  of  this.  Only  by  surgical  interference  could  one  make  the 
diagnosis  any  more  certain,  and  the  results  of  such  interference  are  not 
brilliant  enough  to  make  us  willing  to  urge  it  unless  other  forms  of 
treatment  are  obviously  useless.    This  has  not  yet  been  proved  here. 

Outcome. — The  patient  improved  a  good  deal  in  weight  and  strength 

'  Pulmonary  abscess  aiwl  pulmonarj-  gangrene  are  essentially  (he  same  di*eaae.  The 
one  may  pass  into  tbe  oilier  at  any  time  if  the  organisms  favoring  gangrene  supervene. 
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under  forced  (ccdini;  and  sicqi  out-of-doors.  He  l«fl  the  bosplul  on 
December  27,  1907. 

May  18.  1910,  he  writes:  "I  have  not  fully  reco\'ered  from  my  rick* 
ness.  I  am  able  to  go  ajound,  but  the  trouble  in  my  lung  has  not  healed 
yet.  I  sbll  couf>h  and  s|)it  as  much  as  ever.  I  ha^-e  had  a  number  of 
hemorrhage*  since  I  left  the  hospital.  My  stomach  kceiM  all  ri(tht.  and 
I  can  cat  most  anythinR  that  comes  along.  My  doctor  sayit  he  think* 
my  Uina,  will  heal  up  in  time." 

Diagnosis.— Pulmonary  abscess. 


Case  304 

A  mill  foreman  ihirly-eiRht  years  old  was  seen  May  4.  1908.  He 
had  "congestion  of  the  left  lung"  twelve  years  bro.  His  i>crsonal  his- 
tory and  family  history  arc  otherwise  cxci-lleiit. 

In  December,  ifjoft,  he  had  a  "had  cold"  with  a  severe  dry  cough 
which  has  continued  in  sfwlls  ever  since.  He  sometimes  coughs  ta 
hard  that  he  bunts  away,  and  it  in  very  difiicult  for  him  to  i^t  his  breath 
at  these  times;  yet  he  may  go  f<ir  a  week  without  any  cough  whatever. 
Hisapjietite  is  good,  his  bowels  regular  and  he  sleeps  well,  except  during 
the  •ipclU  of  cmighing.  He  lias  no  digestive  or  urinary  symptoms,  and 
has  lost  no  weight. 

Physical  examination  shows  »  finely  de\Tlo]ied,  strong-looking  man. 
with  a  hoane  voice  and  occasional  rinpng  cough.  There  are  numerous 
dark  red  pa{>ules  scattered  over  the  che>tt.  Tite  pu|)ils  are  equal,  circular, 
and  react  normally.  Harsh,  noisy  respiration  is  heard  over  the  wlmlc 
of  both  Iung!<^  There  seems  to  be  some  slight  duLness  toward  the  top 
of  the  right  axilla.  The  al>domcn  is  slightly  distended  and  held  mlhcr 
rimdy.  It  is  tymjanitic  thrrmghout.  The  {alient  seems  entirely 
comfortable,  except  for  the  roughing  spells,  at  times  exccssirely  severe. 
The  urine  is  neg.itiw.  The  white  cell*  are  from  13,000  to  15,000. 
There  are  no  abnormal  areas  of  dulness  or  pulsation.  The  heart  la 
negative.  'Vhv  right  |>ulse  is  distinctly  larger  than  the  left;  indeed, 
the  left  is  hardly  palpaMc. 

The  patient  went  back  to  business  on  March  ijlh. 

Discussion. — Intense  paroxysmal  cough  in  children  usually  means 
pcrtusHs;  in  adults  one  would  nni  make  such  a  diagnosis  without  a  xTiy 
dreumstantial  history  unless  we  had  heard  the  t>-pical  "  whoop.*' 

If  the  (latient  had  had  bronchitis  for  so  long  a  period,  he  should  be 
either  better  or  worse.  He  should  have  more  sputa  and  more  signs  tn  the 
lungs. 
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If  tuberculoas  wen  at  work,  there  would  be  more  emaciation, 
fever,  and  other  constitutional  symptoms.  In  tuberculosis,  moreover, 
the  cough  is  not  often  so  violent,  paroxysmal,  and  intermittent. 

Obscure  and  violent  cough  is  often  due  to  pleural  irritation,  such 
as  occurs  at  the  onset  of  acute  pleurisy  or  when  foreign  bodies  irritate 
the  surface  of  the  lung.  But  there  seems  no  evidence  of  any  source  of 
irritation  in  this  case. 

Malignant  disease  of  the  lung,  pleura,  or  mediastinal  glands  should 
always  be  considered  in  obscure  diseases  of  the  respiratory  tracts. 
Diagnosis,  however,  is  impossible  unless  there  is  a  pleural  effusion, 
some  pulmonary  signs  corresponding  to  an  infiltration  of  the  lung  or 
pleura,  or  radiating  pressure  pains.  Except  for  the  slight  dulness, 
made  out  rather  doubtfully  toward  the  top  of  the  right  axilla,  we  have 
nothing  corresponding  to  any  circumscribed  pulmonary  or  pleural 
lesions.  This  questitmable  dulness  is  not  a  sufficient  ba^s  for  any 
diagnostic  hypothesis. 

Most  ^gniiicant  in  this  case,  as  in  any  involving  hoarseness  and  a 
ringing  paroxysmal  cough,  is  the  difference  between  the  two  pulses. 
Indeed,  in  the  presence  of  these  three  symptoms  we  should  always 
suspect  aneurysm,  with  malignant  tumor  as  a  less  probable  alternative. 
It  is  ptBsible,  of  course,  that  the  difference  of  the  pulses  may  represent 
nothing  but  a  congenital  anomaly.  Such  idiosyncracies  are  not  un- 
common, but  they  are  rarely  associated  with  the  rest  of  the  symptom 
group  above  described.  To  arrive  at  any  greater  certainty  regarding 
the  diagno^s  we  need,  first  of  all,  an  examination  of  the  vocal  cords. 
If  one  cord  is  found  to  be  in  the  cadaveric  position,  we  may  conclude 
that  the  left  recurrent  laryngeal  nerve  is  being  pressed  upon  by  an 
aneurysm  or  a  tumor.  Further  evidence  would  tw  furnished  by  x-T&y 
examination. 

Outcome. — Radioscopy  showed  a  pulsating  shadow  corresponding 
to  that  ordinarily  found  in  aneurysm  of  the  aortic  arch.  Examination 
of  the  vocal  cords  showed  no  paralysis  of  the  recurrent  laryngeal  nerve 
and  no  obstruction  of  the  trachea.  March  9th  the  patient  went  back  to 
business,  considerably  improved  by  his  rest,  posably  also  by  the  potas- 
sium iodid  which  he  took  in  ro-grain  doses  throughout  the  period  of 
treatment. 

A  notable  feature  of  this  case  is  the  absence  of  any  pain  or  any  Mgn 
of  pressure  other  than  the  cough,  the  hoarseness,  and  the  inequality  of 
the  pulses. 

Diagnosis. — Aneurysm. 
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Case  305 

A  schoo]-^i1  sc\xn  ytars  old  lias  had  "asthma"  tboul  ooce  a  mondi 
for  the  lasl  two  years,  but  has  otherwise  been  well. 

Two  weeks  ago  she  caught  cold  and  had  a  bad  cough,  but  start 
at  school  until  a  week  ago.     Yesterday  her  cold  n-as  worse  and  si: 
went  to  bed.    To-day  she  has  vomited  three  times.    Her  bowels 
loose  as  a  result  of  "Father  John's  Medicine." 

At  entrance,  November  9.  1907,  the  brwithing  was  rajJid,  but  not 
labored;  cheeks  flushed,  !i[»  dry  and  fissured.  There  was  a  crop  of 
herpetic  vcacles  about  one  comer  of  the  mouth. 
The  ^ands  in  the  neck,  axillx,  and  groins  were 
somewhat  enlarged.  The  heart's  impulse  ex- 
tended to  the  nipple-line  in  the  fourth  space.  Its 
action  was  rvgular,  and  the  sounds  were  of  good 
quality.  The  pulmonic  scccmd  sound  was  louder 
than  the  aortic  second.  In  the  right  back  the 
breathing  was  rough  from  the  apex  to  the  angle  of 
the  scapula,  accom{)anied  by  s<|ueaks  and  incrcue 
of  voice-sounds.  The  abdomen  was  flat,  spastic, 
and  very  tender  tbrougbout,  es.]>eciaJly  in  the  right 
lower  fguadrant  Nothing  else  eoutd  be  felt.  IJy 
rectum,  there  was  gcnenU  icndcmesst  nothing 
more  distinctive. 

The  course  of  the  lempcmturc  is  seen  in  the 
accompanying  chart  (Rg.  153). 

White  cells,  ,}o,20o:  urine,  normal. 
A  surgeon  jMromptly  saw  the  case  and  thought 
that  her  symptonu  were  all  due  to  the  lung  in- 
volvemcnt.    Next  morning  the  belly  wxt  much  k»  tender,  and  by  the 
eleventh  the  lung  signs  were  also  very  i^ight. 

The  child  was  jialc  and  looked  delicate.  The  sputum  was  rcjicatcdly 
examined,  without  any  fiositive  result. 

From  the  fourteenth  to  the  eighteenth  the  child  got  steadily  worw; 
she  woke  frequently  in  the  night  criing  with  pain,  rdievcd  to  some 
extent  by  flaxseed  poultices  to  the  alxJomen.  Tliere  was  some  dulneaa, 
with  diminished  l>reaihing  in  the  right  back  and  lower  axilla.  The 
right  thigh  was  now  held  flexed  u^nn  the  abdomen. 

Discussion.— We  ha^e  l>cen  warned  so  often  of  late  that  when- 
ever a  child  seems  to  have  something  wrong  in  hi*  abdomen  wr  should 
always  cuosidcr  aiKl  tnvc:stigate  the  chest,  that  we  naturally  make  the 
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effort  to  explain  in  this  way  all  this  little  girl's  symptoms.  The  thoracic 
diseases  which  ordinarily  produce  abdominal  pain  in  children  are  pneu- 
monia and  pleurisy,  but  this  child  shows  no  evidence  of  either  of  these. 
A  moderate  degree  of  bronchitis,  such  as  might  be  the  outcome  of  an 
cHtlinary  cold  orthe  beginning  of  a  tuberculous,  is  what  we  find.  Neither 
of  these  diseases  is  prone  to  make  the  abdomen  spastic  and  tender,  but 
the  presence  of  a  herpes  makes  us  wonder  whether  there  may  not  be  some 
deep-seated  pneumonic  process  which  we  have  overlooked. 

As  the  lungs  cleared  up,  the  condition  of  the  abdomen  did  not. 
Thereby  the  focus  of  attenUon  was  shifted,  and  we  began  to  ask  our- 
selves more  seriously  what  was  wrong  there.  Appendicitis  is  not  com- 
mon in  children  of  this  age,  and  is  not  often  associated  with  herpes. 
Nevertheless,  it  seems  more  probable  than  any  other  condition.  The 
psoas  spasm  might  be  explained  in  this  way,  especially  as  there  seems 
to  be  no  lesion  of  the  hip,  spine  or  urinary  tract. 

Some  discussion  arose  in  this  case  regarding  the  significance  of  the 
leukocyte  count.  Since  children  have  naturally  a  higher  leukocyte 
count  and  greater  diurnal  variations  than  adults,  some  of  those  who 
saw  this  child  were  in  doubt  whether  a  count  of  30,000  was  markedly 
abnormal  under  the  circumstances.  It  seemed  to  me  clear,  however, 
that  such  a  count  should  be  interpreted  as  a  well-marked  leukocytoas, 
ance,  in  children  of  this  age,  the  blood  has  practically  always  attained 
to  conformity  with  the  adult  type. 

Outcome. — On  the  eighteenth  the  abdomen  was  opened  and  about 
4  ounces  of  pus  were  removed  from  the  region  of  the  appendix. 

There  is  no  question  that  bronchitis  was  also  present  here,  and  after 
the  study  of  a  good  many  similar  cases — some  of  which  developed 
appendicitis,  others  endocarditis  or  multiple  arthritis,  while  still  others 
remained  as  an  unlocalized  pyt^enic  infection  of  the  blood-stream — 
it  seems  to  me  at  least  possible  that  the  appendicitis  which  results  in  a 
case  like  that  here  discussed  represents  the  outcome  or  localization  of 
a  general  pyogenic  infection. 

Diagnosis. — Bronchitis  and  appendicitis. 

Case  306 

A  Russian  picture-frame  maker,  thirty-three  years  old,  who  has  been 
three  years  in  this  country,  entered  the  hospital  September  24,  1907. 
He  has  never  been  sick  before.  His  habits  and  family  hbtory  are 
excellent.  He  was  suddenly  seized,  three  weeks  ago,  with  chills  and 
fever  and  pain  through  both  sides  of  his  chest.  The  next  day  he  began 
to  cough,  and  the  pain  became  confined  to  the  left  chest.  The  appetite 
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lenuined  good,  but  for  the  lut  iwo  nights  he  ha»  slept  pooriy  od  ac- 
count of  d)r>jpnca,  which  makes  it  ahnost  tmpO!«iblc  for  him  to  lie 
down. 

When  examined,  be  was  breathing  jerkily.  His  lungs  were  hyper- 
rcsonanl  throughout,  expiration  prolonged,  feeble,  and  accompanied 
by  squeaks  and  crackles.  In  the  left  axilla,  from  the  lifth  rib  down- 
wan),  8  friction-rub  could  be  felt  and  heard.  It  was  mo(*l  marked 
during  expiration.     ViiKX-ral  examination  wa.**  otherwiw  negative. 

The  while  cells  were  5000;  the  urine  nomuU;  there  was  no  tcyxT 
during  hl«  week  in  the  hospital.  The  [Ationt  was  git-en  an  iccbftg 
over  the  painful  side;  }  i^in  of  codcin  cx-cr>'  two  houn>  when  needed; 
Huid  extnct  of  grindelia  robusta,  20  minims  everj'  twenty  minutes  for 
four  doses;  then  30  minims  cvlt)*  three  hours.  His  chest  i>ain  was 
relieved  by  strapping  the  chc^t. 

Discussion.— When  pain  b  complained  of  in  both  chests  by  one  who 
is  sulTering  from  a  cough,  it  usually  represents  the  result  of  muscular 
S'in.-nc&'i  due  to  the  cough  iLidf.  Occasionally  it  is  produced,  like 
headache  and  backache,  by  the  infectious  agent  which  ha«  cauwd  the 
coi(gh.  At  first  sight  it  seems  that  pleurisy  would  be  a  simpler  explana- 
tion, at  any  rate  for  the  Icftskicd  pain;  but  as  we  scrutlniTe  the  report 
more  carefully  and  note  that  the  friclion  was  most  marked  during  ex- 
piration, wc  begin  to  doubt  whether  it  really  was  a  friction — i.  r.,  whether 
it  was  due  to  a  pleurisy.  Pleuml  frictions  are  almost  never  exaggeraiod 
during  expiration.  The  end  of  inspiration  is  the  favorite  time  for  their 
appearance  and  iht-ir  usual  jirriod  of  maximum  intensity.  But  tliere 
b  another  phenomenon  not  infrequently  mistaken  for  pleural  friction, 
and  especially  apt  to  occur  during  expiration— I  mean  the  snoring  r&lc 
wliich  can  often  be  felt  as  well  as  heard,  and  which  U  apt  to  occur 
in  chests  presenting  the  group  of  physical  signs  here  recorded. 

The  most  salient  point,  bowe^'cr..  about  tlits  case  b  tlic  presence  of 
cough  without  fever.  Such  a  cough,  associated  with  the  group  of 
signs  just  referred  to,  is  espcciiilly  characteristic  of  the  sjMismodic  or 
asthmatic  type  of  bronchitis.  Indeed,  one  would  proceed  straight 
way  to  make  this  diagnosis,  [trnvided  he  had  adequately  cottsidercd 
two  other  |>ossibililies  which  should  always  haunt  us  when  wc  make  a 
dbgnosLi  of  )i.sthma  or  a.<lhmatic  bronchitis.     I  refer  to: 

(a)  Syphilis  invohing  aortic  aneur^F-sm  or  stenosb  of  a  bronchus. 

(b)  Pulmoniir>'  tuberculosis. 

Any  one  w  ho  remembers,  as  I  do,  the  disgrace  of  lieing  confronted 
at  autopsy  with  aneurysm  or  s>-phPilic  stenosb  of  the  bn>nchm  in  a 
case  which  he  has  treated  during;  life  for  asthma  will  nev-er  be  hasty 
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again  in  making  the  latter  diagnosis.  The  wheezing  and  coughiag 
produced  by  one  of  the  varieties  of  syphilis  above  referred  to  may  be 
dinicaUy  identical  with  those  of  ordinary  bronchial  asthma.  The 
treatment  often  relied  upon  for  asthma  (lajge  doses  of  potassium  iodid) 
may  still  further  mislead  us  through  the  improvement  it  produces  in 
syphilitic  infectitms.  Indeed,  one  sometimes  is  led  to  wonder  whether 
this  is  not  the  explanation  for  the  reputatitm  of  potassium  iodid  in  the 
treatment  of  asthma. 

In  a  paper  by  Dr.  Cleaveland  Floyd  •  we  are  warned  how  frequently 
cases  of  asthma  and  emphysema  with  chronic  bronchitis  mask  the 
development  of  a  pulmonary  tuberculosis. 

Both  these  possibilities  were  considered  in  the  present  case,  and 
everything  was  done  to  discover  evidence  of  their  presence.  Nothing 
of  the  kind  came  to  light,  however,  and  with  reasonable  certainty  these 
haunting  possibilities  may  be  excluded  by  the  outcome. 

Outc<Hne.— By  the  thirtieth  of  September  the  physical  signs  were 
gone  and  the  patient  was  allowed  to  go  home.  His  health  has  since  then 
remained  good,  though  he  has  occasional  attacks  of  wheezing. 

Diagnosis. — Bronchitis  and  asthma. 

Case  307 

A  hospital  nurse,  twenty-eight  years  old,  was  seen  May  4,  1907.  She 
was  never  sick  until  three  weeks  ago,  when  she  had  "grip,"  but  kept  on 
duty  until  the  right  ear  began  to  ache  twelve  days  ago;  the  drum  was 
tapped  ten  days  ago,  with  a  copious  discharge  of  pus  containing  strepto- 
cocci. At  the  right  base,  below  the  angle  of  the  scapula,  were  num- 
erous crackling  r&les.  Later  these  riles  gradually  extended  over  the  rest 
of  both  lungs.  The  white  cells  ranged  between  18,000  and  21,000. 
Physical  examination  was  otherwise  negative.  Now  she  complains  of 
anorexia,  insomnia,  cough,  fever,  and  weakness.  There  is  no  longer 
any  tenderness  about  the  ear. 

On  the  tenth  the  patient  was  mildly  delirious,  respiration  shallow 
and  almost  stertorous,  pulse  falling  steadily,  but  of  poor  volume  and 
tension.  Acute  redness  and  tenderness  now  developed  over  the  tendons 
of  both  wrists.  All  this  time  there  had  been  a  continuous  discharge 
from  the  right  ear,  but  there  was  apparently  good  drainage  and  no  mas- 
toid tenderness  or  edema. 

The  patient's  extreme  nervousness  suggested  cerebral  irritation. 
Accordin^y,  on  the  tenth  of  March  the  right  mastoid  was  opened  and 
curetted,  a  good  deal  of  pus  being  found  and  removed.    The  lateral 

'  Boston  Med.  and  Surg,  Jour.,  1909,  vol.  cbd,  p.  467. 
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siDus  was  laid  bare,  and  a  needle  introduced  mlu  it.     Pure  sUrrilc  Mood 
was  withdrawn.    Infection  of  the  sinus  was  thits  excluded. 

Discussion. — In  thb  patient  we  tind  the  sif^s  of  bronchitis  only, 
but  she  is  obviously  too  sick  for  mere  bronchitis  of  live  ordin«rv  tyjic. 
This  particular  combination  of  the  signs  of  bronchitb  with  consiitu 
tional  manifestations  too  frravc  to  be  thus  explained  is  ver>-  familiar 
in  young  chil<trcn.  and  under  those  conditions  is  well  known  to  mean 
bronchopneumonia.  pn>\*ided  evidence  '>(  disease  tn  other  or^ani*  i» 
wanting.  In  adults  this  particular  combination  or  contradiction  is  much 
less  commnn. 

It  is  quite  possible  that  Ihts  pfllient  had  bronchor»ni*umonta.  but 
wc  do  not  need  to  assume  it.  for  the  lesions  of  the  middle  car  iind  of 
the  tcndoa-sheaths  furnish  abundant  evidence  of  a  generalized  pyogenic 
infection  sufficient  to  explain  why  this  patient  b  so  sick. 

It  i»  just  within  the  bounds  of  )rossibiliiy  for  a  generalixrd  lubercu- 
tosis  to  be);in  in  this  n-ay,  but  the  presence  of  streptococci  in  the  aural 
dbcharges  and  the  absence  of  tubercle  bacQIi  from  the  sputu  give  lu  no 
ground  for  following  thb  idea  any  further. 

After  the  drainage  of  the  nui.4i<>ids  the  ptilmonary  sign^  did  not  clear 
up.  and  the  sputum  n-as  repeatedly  reexamined  for  evidence  of  tuber- 
culosis, always,  howc^'c^,  with  negative  R-sults.  In  an  older  pcr>on 
with  a  bigger  heart  we  should  have  been  protnably  in  considerable  doubt 
whether  the  pulmonary  riles  were  due  to  edema  or  to  intliunmation,  to 
a  transudate,  or  an  exudate.  Not  infrequently  these  two  ttaleii  are  m 
mixed  up  in  elderly  people  that  the  tine  gnulalions  between  bronchilk 
cdenu.  hypostatic  pneumonia,  and  Iol>ar  pneumonia  cannot  1>c  dis- 
lin^ubhcd.  In  the  present  case,  however,  there  is  no  nccaston  for  any 
such  ^pcct]lIltion.    The  heart  vnis  of  good  strenjjth  Ihroughnui. 

Ootcoma. — In  the  coune  of  two  weeks  the  patient's  recovery  wai. 
nearly  com[)Jete.  tliough  some  r&les  remained  in  the  lung,  cvta 
the  mastoids  were  entirely  healed. 

Diafnosit. — Stre]itococcu.s  bronchopneumonia. 
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Case  306 

A  acbool-1)oy  of  seventeen  eniered  the  hospital  January-  lo.  if 
He  bad  had  "pneumonia''  uhcn  he  was  four  }-eui^  old,  and  again  when 
he  was  se^'cn.  Four  years  ago  he  had  "general  perilonitis,"  for  which 
he  was  operated  upon  at  the  Boston  City  Hospital.  He  also  had 
measlcrt  and  mumps  in  infancy. 

For  ilie  last  three  years  he  has  lieen  bothered  by  a  persistent  coufth 
•rlth  abundant  sputum.    The  cough  is  severe  enough  lo  make  him 
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vomit  about  once  a  week  after  breakfast.    He  loses  much  sleep  on  ac- 
count of  the  cough. 

Five  times  in  the  past  year  his  sputum  has  been  blood-streaked, 
the  last  time  four  days  ago,  when  there  were  small  black  clots  in  it. 
He  has  no  night-sweats,  and,  so  far  as  he  knows,  no  fever.  (See  chart 
for  temperature.) 

Hb  appetite  has  been  good,  his  bowels  regular,  his  sleep  good  except 
when  disturbed  by  cough, 

Hiysical  examination  shows  that  the  boy  is  distinctly  undersized. 
His  present  weight  is  76  pounds.  He  has  a  "chicken  breast."  The 
heart  b  negative.  The  limgs  are  tympanitic 
throughout,  with  scattered  r&les  of  various 
sizes,  especially  numerous  in  the  right  axilla 
and  at  the  right  base  behind.  There  are 
two  operation  scars  in  the  right  and  in  the 
left  lower  quadrant  of  the  abdomen.  The 
fingers  are  markedly  clubbed,  the  nails 
ciu^ed  horizontally  and  laterally;  slight 
clubbing  of  the  toes  also.  The  biood  and 
urine  are  normal.  His  sputum  is  of  a  very 
offensive  odor. 

Discussion. — Chronic  cough  associated 
with  clubbed  fingers  in  a  young  boy  with 
a  sound  heart  means  usually  one  of  three 
things: 

(o)  Chronic  bronchitis  with  bronchi- 
ectasb. 

(b)  Chronic  pleurisy,  serous  or  purulent. 

(c)  Phthbis. 

A  pulmonary  abscess  could  not  have  lasted  so  long  without  produc- 
ing more  definitely  circumscribed  physical  signs  in  the  affected  lung. 
We  should  be  practically  sure,  also,  to  find  a  history  of  the  discharge 
of  large  quantities  of  sputum  within  a  short  time  when  the  carity  was 
emptied  out. 

Returning  now  to  the  three  alternatives  mentioned  above,  it  seems 
certain  that  the  physical  signs  would  be  far  more  marked  and  extensix-e 
if  pulmonary  tuberculosis  had  been  at  work  for  three  years.  Of  course, 
the  sputa  must  be  carefully  and  repeatedly  examined.  A  dozen  negative 
examinations  in  succession  would  constitute  strong  evidence  against 
tuberculosb. 

All  types  of  pleurisy  can  be  easily  ruled  out.    There  would  be  marked 
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flattening  of  one  chest,  displacement  of  the  heart,  and  much  more 
characteristic  physical  s^ns  than  are  here  reported. 

If  tubercle  bacilli  are  proved  to  be  absent,  the  only  reasonable 
conclusion  will  be  that  this  boy  is  suffering  from  a  bronchiectasis, 
I>robably  with  sccondarj-  infection  of  the  dilated  bronchi  by  influenza, 
the  usual  inhabitant  of  such  diseased  tubes.  Between  the  enlarged 
bronchi,  pulmonary  tissue  becomes  condensed  and  more  and  more 
atrophic. 

Conclusive  evidence  may  very  possibly  be  obtained  by  means  ol 
.r-ray  examination,  which  is  especially  \'aluable  in  young  subjects  with 
thin  chest-walls. 

Outcome. — Examination  of  the  abundant  j)undent  sputa  was  pcr- 
fonned  many  times.  Pneumococci,  streptococci,  and  influenza  bacilli 
were  present  always;  tubercle  bacilli  never.  A'-ray  examination  showed 
shadows  suggestive  of  a  number  of  dilated  bronchi.  The  diagnosis 
of  bronchiectasis  seemed  reasonably  certain. 

A  \'accine  made  from  the  influenza  bacilli  isolated  from  the  boy's 
sputa,  was  injected  a  number  of  times,  but  had  no  obvious  effect  except 
to  increase  the  amount  of  sputum,  a  change  which  was  noted  after  each 
injection. 

This  patient  reentered  the  hospital  September  3,  1908,  and  died  of 
pneumonia  after  an  illness  of  six  days. 

DiagnoBiB.— bronchiectasis. 

Case  309 

A  rag-sorter  of  fifty-six  entcn-d  the  hospital  June  13,  IQ07.  He 
has  always  been  well  except  for  a  slight  counh  durinu  the  last  three 
yciirs.  His  family  hLstor)'  is  excellent.  He  has  K-en  much  more 
annoyed  than  usual  during  the  last  four  weeks  by  a  cough  accom- 
jtanicd  by  viscid,  scanty  sputa.  He  has  had  pKiin.  first  in  the  right 
chest,  now  in  the  left.  There  has  been  no  fc\Tr,  but  much  weakness. 
The  arteries  are  i>al[>able  and  tortuous,  his  fingers  clubbed.  5x-attcred 
throughout  the  lungs  are  many  fine  and  coarse  rflk-s;  the  lungs  are 
f;tneraliy  hyperresonant,  the  breathing  strongly  suggesliie  uf  emphysema. 
The  rAlcs  are  more  numerous  at  the  Ijase  of  each  axilla.  Near  the  ^■c^tc- 
hnil  iKinliT  of  the  left  scajiula  there  is  a  jKitch  (if  pure  bronchial  breath- 
ing aljout  the  size  of  a  silver  dollar.     (See  Figs.  155  and  156.) 

The  leulcocytes  are  17,000;  urine,  normal;  sputa  abundant,  muco- 
purulent, containing  a  few  pneumococci;  nothing  else  of  interest. 

Discussion. — The  history,  the  social  condition  of  the  jatient.  the 
physical  signs,  and  the  clubbed  Angers  suggest  a  chronic  bronchitis  with 
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bronchiectasis,  but  from  the  nature  of  the  present  complaints  it  would 
seem  that  something  more  acute  must  be  going  on,  especially  as  there  is 
a  pateh  of  bronchial  breathing  in  the  left  back.  How  is  this  to  be 
explained? 

Bronchopneumonia  and  tuberculosa  are  the  chief  possibilities. 
Of  tuberculosis  there  is  as  yet  no  evidence,  but  we  have  not  yet  watched 
the  case  long  enough  to  have  any  right  to  confidence  on  this  point. 
Cases  beginning  with  s%ns  like  these  often  continue  for  months  and 
years  without  any  proof  of  our  suspicions  of  tuberculosis,  until  finally 
a  sputum  examination  is  positive.  Many  such  cases  deserve  to  be 
treated  as  tuberculous  long  before  we  can  prove  them  to  be  so. 

It  is  quite  possible,  however,  that  we  are  dealing  in  this  case  with 
nothing  more  dangerous  than  one  of  thoise  attacks  of  bronchopneumonia 
so  apt  to  occur  from  time  to  time  in  the  course  of  a  chronic  bronciiitis 
with  bronchiectasis.  Indeed,  it  is  sometimes  convenient  to  divide  this 
disease  into  three  phases: 

(a)  The  summer  phase. 

(t)  The  winter  phase. 

(e)  The  bronchopneumonic  attacks. 

In  summer  it  may  be  nothing  but  a  little  wheezing  induced  by  exer- 
tion or  by  laughing;  in  winter  we  get  infection  of  the  bronchiectatic 
cavities  with  infiuenza;  profuse  purulent  discharge  and  paroxysms  of 
coughing,  diurnal  and  nocturnal,  are  the  result. 

At  any  time  there  may  be  acute  febrile  attacks,  with  or  without 
definitely  localized,  demonstrable  foci  of  solidification,  such  as  are  here 
described.  The  vast  majority  of  such  attacks  run  a  favorable  course 
within  a  few  weeks.  They  are  associated  with  a  good  deal  more  wheez- 
ing and  a  more  abundant  nummular  sputum  than  is  usual  in  lobar 
pnetmionia. 

Outcome.— By  June  21st  the  signs  had  practically  disappeared  from 
the  left  che$t,  and  the  patient,  though  not  well,  was  in  approximately 
the  same  condition  as  before  his  acute  attack.  He  was  accordingly 
allowed  to  go  home. 

Diagnosis. — Bronchitis;  bronchopneumonia, '  bronchiectasis,  and 
emphysema. 

Case  310 

A  nurse  of  twenty-four  entered  the  hospital  May  5,  1907.  She  has 
always  previously  been  well,  and  has  an  excellent  family  history.  For 
a  week  she  has  had  a  bad  cold,  with  headache,  loss  of  appetite,  cough, 
and  frothy  white  sputum. 
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The  COUT9C  of  the  temperature  »  seen  in  the  accompan>'bg  chnrL 
The  breathing  abo\'c  th«  third  rib,  in  ihv  right  front,  b  much  dfaninisbed, 
occasioDally  of  cog-whcd  type,  and  accompanied  by  cncUes  and 
squeaks.  There  is  a  friction-rub  in  the  right  axilla.  Visceral  cxamina- 
lion  is  otherwise  oegativ'c,  as  b  itie  blood,  the  urine  and  the  ftputum. 
Gnidually  an  una  of  dulnci^  developed  in  the  right  axilla  aod  spraul 
over  the  whole  ri$;ht  rhe^^t  bv  ihe  ihtrtix-iitli  of  May,  with  flatness  below 
midsca[>ula   and   intent   bronchial    breathing.    Many   crackle^  and 

friction -sounds  were  heard  over 
this  area.  The  white  cells  con- 
tinued low  (7000).  The  sputum 
was  repeatedly  examined,  with 
negative  results. 

On  the  nineteenth  a  trocar 
was  Introduced  in  the  right  pos- 
terior axillary  line,  1  inch  below 
the  angle  of  the  scapula.  Il 
appeared  to  enter  solid  lung,  and 
no  fluid  was  withdrawn. 

Hy  the  twcnty-seeond  she  had 
regained  her  appetite,  and  al- 
though pale  and  cmactnted,  was 
in  good  spirits.  'Itie  ph>'!dcal 
signs  were  as  previously  dc8cr[(»cd , 
except  that  the  riles  and  the 
pleural  rubs  were  now  pmctically 
gone. 
By  the  tvrcnty-lifth  dulness  was  less  marked;  the  breathing  broncho- 
vesicular  or  vesicular. 

On  the  twenty-ninth  dulne^  pemtslcd  in  the  right  axilla  and  a  little 
in  front,  but  there  was  none  in  the  hack,  and  the  breath-»iunds  were 
there  normal,  whOe  in  front  they  were  still  bronchovcsicular,  with  am 
occasional  crackle. 

Discussion. — The  case  looks  alarmingly  like  one  of  consumption, 
in  spite  of  its  acute  onset  I'he  ph)-stcal  signs  are  by  no  means  dUtiiK- 
tive,  but  through  the  eariicr  [art  of  the  disease  arc  i>crfeclly  consistent 
with  tuljcrcxilosis.  One  could  only  attain  greater  certainty  at  tliis 
period  of  the  dbcase  by  rrix-ati.'d  spultim  examinations  and  by  the 
cutaneous  tuberculin  tests  (%'aJuable,  if  negative). 

Tlic  onset  is  very  unlike  that  of  ordinarj-  pneumonia.  Flatness  on 
percussion,  such  as  u-as  obsened  about  the  tiiirteenth  of  May,  almost 
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never  occurs  in  true  pneumonia,  and  in  the  great  majority  of  cases 
i&dicales  frc«  fluid.  I  am  alluding  here  to  Hamess  u»ed  in  the  strict 
sense,  and  in  contradistinction  from  dulness.  It  was  for  this  reason 
that  tlic  exitlordtory  puncture  was  done  despite  the  presence  of  bronchial 
breathing  and  r&les.  It  is  of  great  importance  to  remember  that  tluid 
has  again  and  aj^ain  been  obtained  through  a  needle  inserted  at  u  point 
where  bronchial  breathing,  riles,  or  Ixjlh  were  clearly  audible. 

The  result  of  tajiping  excluded  fluid  at  lltal  date,  though  it  seems  lo 
me  quite  po.isible  that  an  effusion  had  previously  been  present.  'I'he 
tapping;  seems  to  me  entirely  justified,  for  there  was  a  good  deal  in  the 
a.'ipects  of  the  case  on  the  nineteenth,  which  suggested  a  postpneumonic 
empyema  and  only  tapping  could  rule  this  out 

Once  this  result  was  obtained,  the  balance  of  probabilities  wa?i  again 
in  favor  of  pneumonia.  One  further  possibility,  however,  remainod, 
viz..  interlobar  empyema,  a  complication  always  difficult  of  recognition, 
though  not  uncommon. 

How  is  the  low  white  count  to  be  cxiilsjined?  Tlie  patient  was  never 
\a  that  condition  of  desperate  illness  which  we  associate  with  most  cases 
of  pneumonia  without  leukocytosis.  Indeed,  she  was  never  in  any  con- 
dition calling  for  anxiety.  In  all  probability  the  disease  was  due  to 
scMnc  organism  other  than  Ihc  pneumococcus.  Clinically,  the  course 
was  distinctly  atypical.  Doth  the  physical  signs  and  the  leukocyte  count 
w«re  distinctly  "queer,"  but  not  enough  is  known  as  yet  regarding  the 
pDCtmionias  due  to  organL^ms  other  than  the  pneumococcus  to  enable 
us  to  recognize  the  definite  types,  such  as  streptococcous  pneumonia  or 
influenzal  pneumonia. 

Outcome. — By  June  id  the  breath-sounds  were  eveiywherc  normal, 
the  rJllcs  gone,  the  duJncss  very  slight.  Her  convalescence  was  unevent- 
ful thereafter. 

Diagnosis. — Pneumonia. 
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Case  311 

A  clerk  of  eighteen  entered  the  hospital  June  34.  1907.  His  family 
history  was  excellent.  He  had  never  befH  sirk  until  the  present  time. 
.\  week  ago  he  woke  up  coughing  and  raising  bloody  sputum;  in  all, 
about  two  teaspoonfuls.  He  had  then  no  pain,  vomiting,  or  fever. 
From  this  time  on  he  continued  to  have  cough  and  began  lo  be  short 
of  breath.  He  has  been  weak  and  has  kept  his  bed.  (See  chart  for 
temperature,  and  diagram  for  condition  of  the  lungs.) 

Physical  examination  was  otherwise  negative;  white  cells,  8000; 
urine  normal.    The  sputa  was  examined  three  times  for  tubercle  bacillit 
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but  nothmg  found.  The  patient  had  a  good  sppclite.  and  did  not  Mcm 
esi)cciaU>-  tick.  During  his  slay  in  tbe  boepila]  he  raised  oo  more  blood, 
but  the  signs  extended  until  must  of  the  left  lunjt  wn^  involved.  LAterj 
t}ie  base  clcarni  vcr>'  much,  bul  at  the  led  a\nix,  botti  front  and  back* 
then  remained  bronchial  breaihinft,  crackling  r&lcs,  and  increased  trc- 
milus.  Near  the  anterior  fold  of  the  right  axilla  amphoric  brckthlog 
and  "cracked-pot  sound"  were  obtained. 

Discussion.— The  onset  is  not  typical  of  any  of  tbe  commoner 
pintory  disuses,  and  pneumonia  should  haw  ttvtx  and  leukocyt 
from  the  beginning,  even  when  cough  and  sputa  arcabscnt.    On  tbe  otbcvl 
hand,  the  »ign«  remind  us  more  of  pneumonia  than  of  anytbing 


Chan  of  caM  ill. 


and  as  the  condition  persists  it  is  natural  to  ask  whether  we  may  not 
be  dealing  with  a  failure  of  resolution.  I  have  already  said,  howcvtr, 
in  the  discwHion  of  prcnous  cams,  that  tmrewhed  [tneimionta  usually 
turns  ntil.  in  my  cx|>crience,  to  be  a  mistake  in  diugDoelB,  tbe  actual  cod- 
dition  being  [>ost|ioeumonir  empyema. 

One  would  handJy  make  a  diagnosis  of  this  latter  conditinn,  houe^'cr, 
unless  one  had  better  reascMi  to  believe  in  the  original  pneumonia.  But 
there  is  no  such  difliculty  with  the  dtngnnsis  of  pulmonary  absceNK 
ffbkh  may  lie  next  ronsJdered.  I'bis  disease  may  begin  acutdy  aitd 
idlbout  any  hint  of  a  cause.  Blood  may  be  raised,  aa  In  tbe  prcihcnl 
Case,  and  as  there  arc  no  ty[MaiI  sgos,  of  abscess,  we  onaot  quarrd 


COUGH  595 

with  those  which  this.patient  shows.  Abscess  may  exist  with  almost  any 
combii)ati<m  of  signs  and  without  any  signs  at  all. 

Nevertheless,  abscess  of  the  lungs,  arising  in  this  way  without  any 
known  cause  and  without  lesions  in  other  oi^ns,  is  distinctly  rare  and 
the  character  of  the  sputa  is  not  at  all  typical.  One  expects  a  larger 
amount  of  pus  and  a  foul  odor. 

Acute  tuberculosis  cannot  be  excluded.  We  very  rarely  observe 
so  rapid  a  progress  in  tuberculous  disease,  and  the  negative  examina- 
tions of  sputa  are  of  considerable  though  not  of  decisive  importance. 
Most  cases  of  tuberculosis  beginning  with  hemoptysis  present  no  physical 
signs  at  all  within  the  first  two  or  three  weeks.  Accordingly,  the  ordinary 
course  of  affairs  is  as  follows:  The  patient  is  much  alarmed  by  the 
hemoptysis,  and  soon  calls  upon  a  physician  for  examination  of  the 
lungs.  This  examination  reveals  nothing  whatever.  The  tempera- 
ture is  nonnal,  the  blood-spitting  already  beginning  to  seem  ancient 
hktory  as  the  patient  now  feels  perfectly  well.  The  doctor  allows  his 
wish  to  be  the  father  of  his  hope,  and,  humoring  the  patient's  lu'gent 
desire  to  be  told  that  he  is  not  tuberculous,  gives  a  clean  bill  of  health 
and  surmises  that  the  blood  came  from  the  throat. 

Thus  a  golden  opportunity  is  lost,  and  the  patient  is  not  treated  for 
tuberculosis  until  the  more  obvious  signs  make  their  appearance  some 
months  later. 

In  the  present  case  there  is  nothing  that  we  can  do  but  persist  in  the 
sputum  examinations.  Either  tubercle  bacilli  wOl  appear  or  the  sputum 
will  become  foul  and  take  on  the  other  characteristics  of  abscess. 

Outcome. — Only  on  the  fourth  examination — July  ad — were  tubo-- 
de  bacilli  discovered.  The  padent  went  home  July  23d  considerably 
worse. 

I  take  this  opportunity  of  enumerating  and  discussing  briefly  the 
causes  of  hemoptysis.  Leaving  on  one  side  the  cases  in  which  only 
slight  streaks  or  fragments  of  blood  appear,  mixed  with  mucopurulent 
sputa,  and  also  the  cases  in  which  blood,  obviously  derived  from  the 
nasal  cavities,  is  expectorated,  we  may  group  practically  all  the  cases  of 
hemoptysis  occurring  in  tempera.te  climates  under  the  following  three 
headings : 

ia)  Hemoptysis  due  to  tuberculosis, 

(6)  Hemoptysis  due  to  pulmonary  infarct,  usually  from  mitral 
disease. 

(c)  Hemoptysis  from  pulmonary  abscess  (non-tuberculous). 

The  last  two  groups  can  usually  be  recognized  with  ease  by  the 
history  and  the  attending  physical  signs,  cardiac  or  pulmonary.     Prac- 
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^aUy  ail  the  casts  0/  hemoptysis  which  we  pussU  over  are  Uler  ex 
plained    as   lubrraihsis  or  rise    remain  •wholly  uttfxplaintd.     In    (he 
uneiplaincd  group  ^oujc]  lie  plocol  Ihot^;  tmdilinnally  iluirged  up  lo 
vicarious  menstruation,  to  hysteria,  and  other  mjUikal  causes 

In  hemorrhagic  dtseases,  such  u  jnirpiira,  scurvy,  hemophOia, 
Ifukrniiu,  and  in  the  hemorrhagic  forms  of  the  exanthemata,  we  taay 
have  blood  siiitlint!.  hut  dtagnostJc  [tuuJcs  lart-ly  arise  tn  tliRC  di^oues. 
OccaHionally  a  case  of  uremia  ohcys  the  inamUte  of  nature  to  lower 
blood-prcssurc  by  any  and  all  methods,  m>  that  pulmonary  hemorrhage, 
instead  of  (he  onlinar^*  uremic  nose-hlecd,  occur?..  There  could  be  no 
dU&cully  In  T«coKni/.ing  the  source  of  such  a  hemorrhage  unl 
omitted  to  study  the  heart  and  kidneys. 

In  many  czsks  a  patient  h  alarmed  by  the  cxpoctotation  of  bj< 
which  the  physician  sees,  at  hi«  first  examination,  to  come  from  a  si)»ng\' 
gum.  In  various  forms  of  stomatitis  the  patient  may  awake  in  the 
mombg  to  find  a  blood-stab  on  titc  pQlow.  Tliis  often  excites 
great  alarm,  but  the  roost  casual  examination  of  the  mouth  should 
make  clestr  ihc  M>urce  of  the  bleeding.  Noclumal  epik-!i>y,  howev-cr, 
should  also  be  remembered  in  such  a  case,  as  the  patient  may  be  himself 
quite  unaware  of  the  fit. 

Summinf^  up  this  diKUssicm,  I  v>-ish  to  empliasize  the  jwint  that  thtrt 
is  but  one  imporlani  cause  of  obuure  hemoptysis,  vis.,  tuherculosis. 
If  the  source  of  a  pulmonary  hemorrliage  is  not  made  clear  by  Uie 
examination  of  the  heart.  lungs,  gums,  and  nasopharynx,  and  if  it  b 
not  i>ti\irmaly  the  ex[)rti'<sion  of  some  infectious  or  con!>lit\itiiin.'il  muhtly. 
It  b  in  all  probab!lit>-  the  lirst  dfn>  of  phthtsis.  I  do  not  deny  that  the 
causes  of  hem(i]>tysL<t  arc  numerous,  but  1  as.icrt  that  tlie  causes  of 
genttineiy  obseure  hemoptysis  in  temperate  climates  may  be  reduced  to 
one — pulmonary  tulKfcuIo^.'^.  I  may  refer  in  this  connection  to  the 
careful  study  of  F.  T.  lx>rd,'  in  which  it  is  demonstrated  tlmt  in  tlie  gnat 
majority  of  cases  in  which  a  young  |>erson  has  a  pulmonar}-  lionorrhagc, 
reco^-en  at  once,  and  remains  wcU  for  tlie  rest  of  his  life,  jiostmorlcm 
examination  proves  the  bleeding  tn  haw  been  due  to  tuberculosb  which 
healed  vsilhuul  ever  producing  further  sjmptoms. 

Diagnosis.— Pneumonic  phthiiOii. 
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Case  312 

A  Canadian  biakenmn,  twenty-se\'en  years  old,  was  jammed  October 
31,  1907,  between  two  frcigbt-can  and  sii:^tiiined  severe  coniusions 
owr  the  sacrum  and  left  \hig,h.    The  day  after  llie  Injury  lie  had  a  sevcrv 
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chill;  another  occurred  while  in  the  ambulance  on  his  way  to  the  hospital, 
November  gth. 

For  the  past  ten  days,  while  in  the  surgical  wards,  he  has  had  cough 
and  continued  fever. 

Signs  of  solidification  were  found  at  last  near  the  angle  of  the  right 
scapula,  associated  with  a  good  deal  of  pain  in  that  side.  There  was  no 
dyspnea  at  any  time. 

When  seen  November  9th  the  white  cells  were  i8,6cx>.  The  patient's 
appearance  distinctly  su^ested  phthisis,  but  repeated  examinations 
of  the  sputa  showed  no  tubercle  bacilli,  and  by  the  seventeenth  of  Novem- 


Fig.  160. — Chart  of  case  312. 

ber  the  limg  signs  had  nearly  cleared  up,  though  rough  breathing  and 
a  few  riles  were  still  heard  in  the  upper  left  lung. 

On  the  twentieth,  there  was  dulness  and  diminished  respiration 
over  a  small  area  at  the  right  base,  A  needle  was  introduced  here  and 
penetrated  thick,  hard  pleura  into  apparently  normal  lung.  Soon  after 
this  all  signs  disappeared.  The  patient  was  able  to  go  home  on  the 
twenty-second,  entirely  well. 

Discussion. — It  is  natural  to  ask  at  the  outset  whether  this  patient's 
symptoms  may  be  due  to  trauma;  so  se\ere  an  accident  ni%ht  easily 
have  wounded  the  lung.  But  the  facts  seem  to  be  against  this  hypothe- 
sis. Apparently,  his  chest  was  not  injured,  and  if  we  take  the  record 
on  its  face  value,  this  is  conclusive.     At  the  postmortem  table,  however. 
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oat  sometimes  sees  strange  revekdons  in  cases  of  this  kind.  Fiactured 
ribs  and  fractured  pelvb,  wholly  unsuspected  during  life,  I  have  seen 
demonstrated  postmortem  to  the  great  chagrin  of  all  concerned. 

It  is  difficult  to  suggest  in  the  printed  record  the  strongly  tuberculous 
appearance  of  this  patient.  Any  one  in  the  h&bit  of  judging  by  ^ies 
and  the  gmeral  look  of  the  patient  could  hardly  have  doubted  that  he 
was  phthisical.  If  one  adopted  this  hypothesis,  one  would  have  to  say 
that  the  tuberculous  process  was  "lighted  up"  by  the  accident.  We 
have  good  reason  to  believe  that  a  patient's  general  power  of  resistance 
may  be  notably  diminished  by  such  an  accident  as  this,  so  that  he  becomes 
much  more  subject  to  infectious  disease  of  any  kind. 

Doubtless  this  idea  has  been  overworked  in  the  innumerable  suits 
for  damages  brought  against  steam  and  electric-car  roads  by  persons 
who  have  been  injured.  The  lawyer  for  the  plaintifF  can  always  succeed 
in  finding  some  doctor  who  will  sn-ear  that  the  pulmonary  tuberculosis 
from  which  the  [>aticnt  now  suffers  in  an  ad\'anced  form  did  not  exist 
before  the  accident  and  must  have  been  ])roduced  by  it.  But  without 
believing  that  anything  of  this  kind  often  happens,  one  must  admit 
its  possibility. 

In  the  present  case  we  must  confess  that  the  signs  are  (juite  compati- 
ble with  tuberculosis,  though  by  no  means  typical  of  it.  Further  light 
can  l>c  obtained  only  by  the  results  of  rc|>eated  sputiim  examination  and 
by  the  cutaneous  tuberculin  test. 

I'k'unil  ffTusion  was  seriously  considered  here,  as  is  indic-atcd  by  the 
fait  that  the  chest  was  ])umlurcd.  The  questiim,  "Have  we  fluid  or 
solid  in  this  chest?"  is  much  more  frcijui-ntly  a  dillicult  one  than  text- 
books would  lead  us  to  sup|)osc,  A  smaill  effusion  at  the  l«sc  of  the 
lunt;  may  so  (.imijinss  and  condense  the  pulmonary-  tissue  aliovc  it  that 
all  the  siirns  i>f  MiIiditiaUi<in  arc  jirescnt.  This  is  equally  true  in  dropsi- 
cal effusions  due  to  heirt  disease  and  associated  with  edema  of  the 
lun;;  itself.     I  li;i\'e  known  many  such  cases  mistaken  for  pneumonia. 

In  view  of  the  outcome  of  the  case,  it  seems  more  than  prol>at>le 
that  tlic  whole  affair  represented  that  type  of  pneumonia  known  as 
" tniuniiilic "  or  "surgical,"  and,  due  to  that  ven'  hwcrind  of  resistance 
by  tniumatism  which  I  have  hinted  abdvc,  is  often  falsely  lugped  in  to 
explain  a  l<>nf;-standin!;  phthisis.  Doubtless  it  is  I>ccau5e  we  are  so 
familiar  with  the  fact  that  trauma  can  cause  pneumonia  by  favoring 
infi'clifin  that  we  invoke  the  same  theoTTi'  quite  unjustifiably  in  tubercu- 
losi.s. 

Many  cases  of  "tmumatic  pneumonia"  ha\'e  much  more  insidious 
onsets  than  this,  not  only  without  dj-spnea,  but  without  ]>ain  or  cough, 
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and  sometimes  without  fever.  The  latter  is  especially  apt  to  occur  in 
elderiy  persons  and  remains  wholly  undiscovered  unless  routine  physical 
examination,  perjormed  as  a  sort  of  daily  house-cleaning,  brings  the 
disease  to  light. 

Diagnosis. — Traumatic  pneumonia- 
Case  313 

A  gtanite-cutler  of  sixty-five  entered  the  hospital  February  17,  1908. 
His  family  history  and  past  history  were  excellent.  He  has  bad  a  winter 
coi^  for  twenty-years,  to  which  he  has  grown  so  used  that  he  thinks 
little  of  it;  but  for  six  weeks  bis  accustomed  "bronchitis"  has  been 
somewhat  worse  than  usual,  and  for  the  last  three  weeks  he  has  done 
but  little  work.  He  has  distress  after  each  meal,  and  abdominal  pain 
when  he  coughs  hard.  During  the  night  he  has  to  pass  water  every  hour, 
and  it  bums  him.  For  many  years  he  has  had  cramps  in  his  legs.  He 
says  they  are  most  troublesome  at  the  time  of  the  new  moon,  and  last 
throi^h  the  first  quarter.  When  young,  he  weighed  175  pounds;  now  he 
weighs  133,  but  he  says  he  has  lost  no  weight  of  late  years. 

The  patient's  face  b  pitted  with  small-pox;  eyes  show  complete 
arcus  senilis  on  both  sides.  His  pupils  are  small  and  irregular,  the 
right  larger  than  the  left.    Both  react  to  light  and  distance. 

The  heart-sounds  are  somewhat  indistinct,  but  a  careful  examina- 
tion of  the  organ  shows  nothing  else  of  importance. 

The  blood-pressure  is  135  mm.  Hg.  The  arteries  are  palpable  and 
tortuous.  The  condition  of  his  lungs  is  shown  in  the  accompanving 
diagram.  Temperature,  blood,  and  urine  are  normal.  Underneath 
the  right  rib  margin  there  is  a  dull,  resistant,  firm  mass,  which  shifts 
little,  if  at  all,  with  respiration.  When  examined  in  a  wajm  bath,  this 
tumor  disappears,  but  there  is  still  more  resistance  in  the  muscles 
of  that  region  than  elsewhere.  The  sputum  b  very  profuse  and 
pimilent.    The  patient  seems  weak  and  sleeps  much  of  the  time. 

Discussion. — Cough  without  fe\'er  is  usually  of  no  great  importance, 
especially  in  a  person  who  has  had  it  e\'ery  winter  for  twenty  years. 
Under  these  conditions  it  is  natural  to  assume  it  an  old  man's  bronchlec- 
tasb  with  a  more  recent  (possibly  influenzal)  infection  of  the  ca\-ities. 
The  physical  signs  are  by  no  means  typical  of  this  condition  here,  but 
they  will  do  in  case  the  sputa  proves  negative  and  no  other  good  reason 
for  the  cough  can  be  adduced. 

In  men  oj  this  age  il  is  ojlen  difficult  to  distinguish  "  a  heart  cough  " 
from  "  a  lung  cough."  Cardiac  weakness  favors  stasis  in  the  lungs,  with 
malnutrition  and  increased  susceptibility  to  infection.     On  the  other 
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hand,  any  infmtton  of  the  bronchial  tract  leads  to  inmascd  work  for 
the  hesn  uad  Ihm  perhaps  to  cardiac  stasis.  This  patient  aftparvntly 
hfts  artcriosderosb  (palpable  and  tortuous  arteries),  and  hLs  heart- 
sounds  arc  said  to  be  feeble.  But.  on  the  whole,  this  does  nut  seem 
to  mc  enough  to  nuke  u»  consider  the  heart  seriously  as  a  cause  for  his 
cough. 

It  is  of  the  greatest  iroporuncc  to  remember  Iliat  tuberculosis  may 
at  any  lime  become  inj^rafted  u)x>d  tlic  lun^  of  a  jiaticnt  who  has 
snScred  for  many  years  from  nothing  more  serious  than  a  winter  cou)i;h. 
The  only  safe  plan  is  lo  assume  each  time  that  one  mch  such  a  )«ticoi 
Ihat  he  mjiy  liave  contracted  tuberculosis  recently,  and  to  lest  this  po*- 
sibility  by  repeated  examinations  of  the  sputa  as  well  as  by  a  temperature 
churl  and  a  »tudy  of  the  pulmonary  signs.  In  the  staii^tiis  of  Dr. 
Cicavdand  Floyd,  already  referred  In,  this  point  is  well  QlusinilLil. 

Outcome.— On  ihe  third  examination,  luberde  bacilli  were  found  in 
the  sputum. 

Diagnosis.— Phthisis. 

Case  314 

A  widow  of  thirty-five  entered  the  hospital  July  yo.  1907.  Her 
husband  died  of  hemorrhage  from  the  lungs.  Her  family  liistory  is 
eiocllenl.  She  had  pneumonLa  six  years  ago,  in  the  Portland,  XIainc, 
}Ios{>ital.  5Uncc  the  birth  of  her  last  child,  three  yxn  ago,  she  has 
had  no  menslruution.  For  a  year  sJie  \y\f,  been  coughing  and  mismg 
much  plilcgra,  but  nc\er  any  blood.  Three  weeks  ago  she  began  lo 
cot^h  less,  but  has  been  much  "choked  up"  and  has  fdt  very  weak. 
She  lias  a  splendid  appetite  and  rarely  vomits.  Her  bowels  arc  usuallr 
regular,  but  she  )iawes  water  vcrj-  freqtwnlly,  both  day  and  night 
She  says  she  once  wciRhed  soo;  at  entrance  she  weighed  86.  She  aay* 
she  has  not  an  ache  or  a  pain,  and  cwnplabs  at  [>resont  only  of  great 
ginenil  weakness. 

On  examination  the  patient  is  found  lo  be  emaciated,  the  skin 
Ary  and  rough,  the  pupQs  inr^lar,  neither  reacting  to  light,  the  right 
larger  ttutn  the  left.  The  heart  and  lungs  show  nothing  abnormal. 
The  abdomen  is  full,  resistant  in  the  upper  half,  soft  and  tympanitic 
below.  The  Wwt  dulness  extends  from  the  sixth  rib  to  the  umbiliius, 
and  the  edge  of  the  organ  is  casDy  felt  tlicre.  The  while  cells  are  4200; 
hemoglobin,  70  per  cent.  Tlie  urine  contains  no  albumin  and  no  casts; 
specific  gTa%'ity,  1015;  it  contains  considerate  sugar.  On  the  fourth 
of  August  there  was  a  positix-e  Widal  reaction,  absolute  loss  of  motility, 
and  nggluiifukiion  in  one  hour  in  dilutions  of  i :  10  and  1 :  50.    On  thh 
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dale  ihcrc  were  many  fine,  moist  riles  at  the  base  of  each  Iuor;  a  small 


finger,     li  was  opened  and 
The  sputum  was  repeatedly 


ab5cei><^  fonncd  at  the  top  of  tlie  right  littli 
a  pure  cullurc  of  staphylococcus  obtained, 
examined,  with  negative  results. 

Oa  August  8th  there  was  sudden  severe  pain  in  the  hypogastriimi, 
with  a  Calling  temperature,  a  rising  pulse,  and  increasing  abdominal 
distention.    All  symptoms  disap]>carcd  after  two  hours. 

By  the  thinecnth  she  was  much  worse,  very  toxit,  noisy  and 
alightly  delirious,  with  muscular  tremor,  veins  bloated,  rfiles  growing 
more  numerous,  and  abdomen  more  distended.  The  diacelic  acid  which 
was  present  in  the  urine  at  entrance  had  now  disappeared,  and  the  sugar 
had  fallen  to  3  per  cent. 

On  the  fourteenth  of  September  a  {tatch  of  bronchovesicular  respira- 
tion with  crepitant  rftles  was  heard  in  the  right  axilla,  and  there  was 
sliijht  external  strabismus.  She  died  on  the  fifteenth,  the  diagnosis 
being  typhoid  fever,  diabetes  mcllitus,  bronchopneumonia. 

At  autopsy  there  was  found  milkry  tuberculosis  of  the  limgs,  spleen, 
and  kidneys,  fatty  liier — no  evidence  whatever  of  typhoid.  The  patient 
liad  stated  positi\ely  that  she  had  never  had  typhoid  fever. 

DiBcussion.— I  did  not  see  this  case  during  life,  and  I  have  no 
reason  to  bflic\e  tliat  my  diagnosis  would  have  been  any  nearer  correct 
Oiaa  tliat  which  was  made.  Ewrybody  was  "bowled  over"  by  the 
Widal  reaction,  and  assumed  that  the  case  was  one  of  typhoid  fever. 
Looking  back  now  from  the  standpoint  of  the  autopsy,  it  is  worth  while 
to  consider  by  wliat  agns  we  might  have  been  warned  against  Ihe  mistake 
which  we  made. 

Obnously,  wc  were  dealing  with  a  case  of  diabetes  and  not  merely 
with  a  symplomaric  glycosuria.  The  long-standmg  weakness  and 
enuciation.  despite  a  splendid  appetite,  pomi  to  this  conclusion.  But 
diabetes  is  ven-  seldom  associated  with  typhoid  infection.  I  have  not 
been  able  to  find  any  such  case  in  the  records  of  the  Massachusetts 
General  H<ispital.  though  ("nrschm.inn  has  ohseT\ed  such. 

It  is  notorious  that  there  is  another  infectious  disease  which  diabetics 
arc  especially  prone  to  catch — viz.,  tuberculosis.  Of  this,  there  is  little 
evidence  in  the  present  case,  yet  it  should  be  noted  that  the  )<atient  has 
been  coughing  and  expectorating  for  a  year,  and  that  the  pulmonary 
signs,  although  not  at  present  characteristic .  are  comiKitible  with  tuber- 
culosis. When  the  strabismus  api)eared  in  ilie  last  days  of  the  fiaticnt's 
life,  the  suggestion  of  tuberculosis  became  inevitable.  Before  tliat  the 
repeated  negative  exjiminalions  of  the  sjiuta  threw  us  off  the  track,  and 
the  lung  signs  were  interpreted  as  a  tj'phoid  bronchitis. 
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As  I  review  the  results  of  uuLoi>»y  expcfkncc  in  dbbctcs  uid  recall 
the  number  of  mnukes,  more  or  less  similar  to  that  made  in  the  present 
case*  I  feel  iDcIiocd  to  formulate  the  ntlc  ihjit  any  pulnwoary  signft 
(obviously  not  those  of  pneumonL-t)  occurrinjj;  in  a  dtabelk  should  be 
BMumed  to  be  due  tu  tubcrculo&i>>,  especially  if  the  patient  b  in  an  ad- 
vanced staKc  of  this  disease. 

The  Widal  rcaciioo  remains  a  mystery,  and  fumis.hes  an  example 
of  the  dan);crs  atlendant  uixin  our  mudem  lubit  of  [Jacin);  almost 
exdusive  reliance  on  signs  of  this  kind  in  diagnosis.  If  this  case  had 
occurred  prior  to  1S96,  it  b  probable  that  the  mistake  would  not  have 
been  made.  We  should  haw  turned  more  attention  upon  the  post 
histoo'  and  the  present  signs,  us  seen  in  the  light  of  our  general  knowl- 
edge of  the  complications  usually  occurring  in  dialKtes. 

Diagnosis.— Miliary  tubrrculosis  and  diabetes. 

Case  315 

A  raanicd  woman  of  thirty-cifiht  was  first  seen  April  i,  1907.  She 
was  Dct'cr  sick  iuiiH  seven  >'ear>  ago,  when  she  Imd  a  sore  on  Ihe  gcnitala 
and  in  her  throat.    At  that  lime  her  hair  came  out. 

Two  years  ago  she  had  an  operation  upon  her  brca,st-booe  at  the 
Carney  Hospital.  For  two  years  she  has  had  severe  headaches,  with 
"Ills  and  faint  spells."  Tliese  last  sometimes  seem  to  be  brought  on  by 
anger  or  excitement 

In  December,  1Q06,  slie  gaw  birth  to  a  child,  which  dic<i  three  days 
later  at  the  Infants'  Hospital  and  was  said  In  have  had  syphilis. 

for  the  (xtst  three  months  she  lias  luid  a  [ainful  rough,  with  night- 
sweats  and  thick  >'dIow  sputum.  She  is  weak,  dyspnelc,  constipated, 
eabi  and  sleeps  ]NK>riy,  has  many  hnLdachcs,  and  bunts  when  she  get! 
angry. 

On  examination  the  patient  is  «ibcse  and  shows  enlarged  ^ands  in  ttte 
neck,  axillie,  and  paira.  The  inner  third  of  the  right  clavide  is  mtuing. 
An  old  o)K.-Tatkin  scar  occupies  its  site.  On  cough,  the  Itmg  projects 
through  the  hole  thus  left.  Tlie  heart  and  peripheral  Uood-vessels  shov 
nothing  abnormal.  Over  an  area  extending  from  the  right  apex  to  the 
third  rib  in  front  and  to  the  scapula  Ixrhind.  expiration  and  ifi^piratlnn 
arc  very  noisy  and  strident.  'Ilicre  arc  occasional  crackling  rilvs  in 
this  area.  Klsewhere  (be  lungs  are  ncitative.  The  sputum  shows  many 
Intracellular  influenza  bacilli,  a  few  pncumococci.  no  tubercle  bacQli. 

.\  letter  to  (he  Carney  Hospital  showed  that  the  lump  excised 
from  the  clavicle,  which  before  operation  had  licen  lakcn  to  be  tubercu- 
losis, showed  gumma  when  examined  hbtologically. 
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It  wits  also  learned  thut  the  patient  had  been  eight  months  in  the 
Worcester  Insane  Asylum  some  years  ago. 

Tuberculin,  lo  millignims,  was  injected,  with  negative  rcsulu. 
(For  IcmpenLture  see  the  accompanying  cJian,  Fig.  163.) 

The  patient  was  given  mercury;  also  iodid  of  jmlash  in  doses  increased 
from  10  to  joo  grains  tliree  limes  a  day.  By  this  trtalment.  symptoms 
and  signs  very  markedly  imjirovcd,  so  that  by  the  eighteenth  of  April 
she  was  ahle  to  leave  the  ho!<pital. 

The  physical  signs  at  this  time 
coDMsted  of  bronthovesicular  I)rL'ath- 
ing  and  a  few  medium  riUcs  at  tlic 
right  apex. 

Jf-ray  report  by  Dr.  Walter  Dodd: 

"A^as. — Both  present  Imzy  ap- 
pearance. Left  more  marked  than 
right.  At  base  of  the  right  lung 
there  was  a  dense  shadow  observed 
which  started  about  i  inch  from 
median  line  at  lc\t-l  of  sixth  space. 
Shadow  was  deep  seated. 

Diaphragm.  —  Excursion  on  left 
side  normal.  Could  not  see  diaph- 
ragm on  right  side.  When  patient 
coughed  the  shadow  at  its  base  moved 
upward  about  r  inch  and  receded 
immediately." 

Digcussion. — It  was  clear  enough  that  this  [laticnt  was  suffering 
mainly  from  syphilis,  but  what  of  the  pulmonan.'  conditions?  Tuber- 
culosis, as  is  well  known,  often  comiJicates  syphilis,  owing  lo  the  diniinu- 
tbn  of  rt^isting  power  brought  about  by  the  syphilis.  Ordinal}'  tj-pes 
of  bronchitis,  due  to  the  inl1uenr.a  bacillus  or  other  organism,  are  also  of 
frequent  occurrence  in  sy[ihilitics.  There  are  no  physical  signs  or  clinical 
features  characteristic  of  jiulmonary  syphQls,  so  that  the  diagnosis  can 
never  be  made  with  any  confidence. 

Kxin-rii-ncc  seems  to  me  to  show  that  it  h  safe  to  assume  pulmonary 
complications  of  this  kind  to  be  due  to  syphilis,  provided,  of  course,  that 
we  are  convinced  by  sputum  examina  lion  or  otherwise  that  the  case  is  not 
one  of  tuberculosis.  It  was  shown  some  years  ago  by  Dr.  V~  C>.  Jane- 
way  that  patients  who  have  fever,  night-sweats,  and  pulmonar>'  signb 
like  those  ordinarily  seen  in  phthisis  may  promptly  recover  under  anti- 
svphilitic  treatment,  alter  residence  in  a  sanatorium  for  tuberculosis  has 
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(ailed  to  bvneru  them  at  all.  It  f-eems,  therefore,  the  wiser  course  lo 
give  ever}'  syphilitic  the  bcnt-fil  of  the  doubt,  und  treat  h!m  with  mercury 
und  {inut^siuin  iodid  while  we  continue  (o  search  his  sputum  for  iuIkiyIc 
liacillL  If  marked  uod  rapid  improvement  lake»  place  tmdcr  this 
treatment,  u-c  may  conjecture  thai  we  ha^e  been  dealing  with  a  cut  of 
pulmonary  s}7ihLlis,  but  as  the  pathologic  unutomy  of  that  diseaae  tt 
praclically  unknown,  it  is  difTicult  to  make  any  po»iti\'c  statement  on  the 
matter. 

A  point  of  threat  interest  in  thiit  case  is  the  patient's  habtt  of  Eainttitg 
when  she  gets  angr)-.  Onlinarily,  one  would  call  attention  lo  such  a 
symptom  as  indicating  a  h>-:^Icric  Imw^s  for  any  other  complaints  wbkt) 
the  patient  m^ht  express.  In  this  case  we  have  reason  to  bdicve 
tlul  organic  brain  disease  of  s)7ihititic  origin  is  prc^nt.  Yet  tltc  [»tient 
faints  when  she  gets  aJigrj'.  It  may  be  Uiat  a  doscr  psycholo^c  study 
of  the  case  would  ;^how  that  the  fit  of  anger — like  the  filis  uf  running 
which  immcdialdy  precede  same  epileptic  attacks — is  the  first  sjinptom, 
not  the  cau»e.  of  the  rsub^cqucnt  loss  of  consciousness.  In  ungcr  we  aft 
only  partly  ourselves;  in  fainting  we  cease  to  be  ourselves  at  all. 

Diacoosit.— SyphQilic  discus  of  the  lung. 

Cast  316 

A  gardener  -lixty-one  }'ears  old.  witli  an  excellent  family  hislory, 
entered  the  hospital  June  34,  1908.  He  states  that  he  bad  droprsy 
three  years  ago,  while  at  tlic  Boston  City  Hospital. 

Five  months  ago  he  caught  a  bad  cold,  and  has  had  a  troublesome 
cough,  with  profuse  sputa,  dys)>nca,  and  |>oor  appetite  c^tt  since. 
Fnr  three  months  he  has  had  orthopnea.  The  cough  often  keeps  him 
awake. 

On  examination  he  was  found  to  be  emaciated,  orlhopoctc.  markedly 
cyanotic,  aiHl  brvathing  with  much  difBcult;-;  the  rate  was  from  40  to 
50  a  minute.  The  lungs  showetl  many  coarse  Imhbling  rUcs  on  Iwth 
•Jdcs.  '["here  was  vcf)-  slight  dulness  and  harsh  breathing  above 
and  bdow  the  right  cla\icle  in  Iront,  also  slight  duUicw  ai>d  [Hvlonf^ 
low-pitched  re»pinitioaat  the  right  apex  t>ehind.  There  ii'as  slight  geoeral 
abdominal  tenderness,  and  the  edge  of  ttic  liver  could  l>e  felt  1)  ipchcs 
below  the  ribs.  On  percussion,  the  upper  Ixtrdcr  was  at  the  sixth  rib. 
(For  temperature,  see  the  accompanying  chart,  Fig.  16.).) 

Tile  white  cells  at  entrance  were  20000;  the  urine.  »p.  gr,  1009 
to  1014,  so  ounces  in  twenty-four  hours,  » iih  a  slight  trace  of  albumin, 
many  h>-aline  and  coarse  gnmular  casts.  The  heart's  impulse  and  dulncM 
were  fdt  in  the  fifth  sfmcc,  in^e  the  nipple-line.    A  sj-slolic  murmur 
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was  audible  at  the  apex,  and  the  pulmonic  second  sound  was  accentu- 
ated. The  firet  apes  sound  was  very  loud  and  sharp.  The  arteries  were 
palpable  and  tortuous,  willi  a  lateral  excursion  in  ihe  bnichial*.. 

DitcUBsion.— At  this  patient's  age,  with  the  cvicltnce.  of  cardiac 
and  \'«8cular  disease  furnished  by  the  physical  examination,  and  in  new 
of  the  hisior)-  of  dropsy  three  years  previously,  it 
would  be  natural  lo  asstune  at  the  outset  that  the 
pulmonary-  signs  are  due  to  stasis   and    insufticienl 
heart  action. 

Against  tWs  idea,  however,  is  the  presence  of 
fever  ami  leukocytosis,  neither  of  which  should  be 
produced  by  the  degenerative,  non- infectious  type  of 
heart  trouble  which  we  expect  in  people  of  thisage. 
The  acute  vcgetaiive  types  of  endocarditis  and  tlie 
myocardial  mfections  which  might  produce  ie\xr 
and  leukocytosis  along  with  pulmonary  stasis  in  a 
younger  patient,  arc  rarely  seen  at  -lixty-one  unless 
as  terminal  infections.  The  present  illness,  however, 
has  been  going  on  for  five  months,  and  cannot  be 
called  terminiil. 

We  are  apt  to  (oi^el  the  pos^sibilily  of  luWrcu- 
loMs  in  people  who  have  managed  to  worry  through 
sixh'  years  of  life  without  acquiring  it,  but  recent 
statistics  (rfve  us  no  excuse  for  thLs  form  of  absent- 
miadedness,  and  warn  us  to  search  tlie  sputum  of 
every  patient  who  has  any  cough,  whatever  hLs  age,  especially  when 
the  pulmonary  signs  seem  to  be  most  marked  at  the  apex  of  the  lung 
involved. 

Outcome. — The  sputa  showed  a  few  tubercle  bacilli,  though  it  had 
in  other  respects  the  characteristics  of  pulmonary  abscess  and  was  at 
times  excessively  foul.  The  |>atient  lost  ground  rapidly  after  entering 
the  hospital,  and  died  on  June  joth. 

Autopsy  showed  tuberculosis  of  the  lungs,  chronic  interstitial  ne- 
phritis, hypertrophy  and  dilatation  of  the  heart,  tubercular  ulcers  of  the 
intestine,  and  hypernephroma. 

Diagnosis. — See  last  paragraph. 
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Case  317 

A  weaver  ot  twenty-four  was  seen  August  20,  1907.    He  had  "stom- 
ach trouble''  three  or  four  years  ago.     He  has  otherwise  been  wdl. 
A  week  ago  he  began  to  have  cough,  headache,  and,  after  two  days. 
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\t>mitinf!,  the  \-omitus  conlaintDg  some  Uood.  Thrvt-  days  a^  he  had 
a  chill,  pain  m  )u&  left  side,  locis  of  appetite,  insomnia,  aod  cangtJ]]atioo, 
He  has  been  in  t>ed  three  days. 

In  the  left  back,  done  to  the  ^pinv  of  the  sca|>ula,  are  beaid  harsh 
respinlion  and  a  few  tine  r&lcs.  The  lungs  arc  otherwise  ncgativ'c 
Palpation  of  the  abdomen  causes  sevx-rc  paroatvAniii  of  cough.  The 
blood  and  urine  arc  ncgatiw.  (The  ieni|)cnture 
isasiccn  in  thi:  accomittnying  chart) 

7'hc  next  morning  an  cr>'tbcnutnus  eruption 
appeared  in  the  right  half  of  the  trunk,  arms 
and  legs.  This  disappeared  after  calootd  ) 
grain  ev«Ty  half-hour  for  six  doaes.  but  toco 
broke  out  a^in,  the  wheals  being,  however,  less 
numerous  llic  second  time. 

On  the  twenty-fifth  of  August  the  tipper  lip 
suddenly  livcumc  much  swollen.  The  {lutkttt 
was  giwn  calciimi  chlorid,  i  gram  three  times 
a  day.  CarUbad  salts,  i  dram  three  times  a  day. 
On  the  twent)--sixth  lie  was  [iraciically  well. 
■ui  LJ  I  I  f  I  ]  I  DiiCUMioo. — This  case  is  introduced  merely 

n  *  '  fv  tf  '  '  '°  c^^^^l'I'^y  ^^^  o^  t'*c  unusual  nmnifrHtations 
Ij  1  '■  ^f  u  C  Q  of  urticaria.  I  ha\'e  {ireviously  Qlustiatcd  the 
^UmUJUAi  manifestations  of  urlicariil  lesions  in  the  in- 
testinal tract.  (Sec  p.  73.)  In  t])e  present 
case  we  have  good  reason  to  believe  that  the 
bronchia]  tree  was  the  scat  of  similar  Icsioas  producing  patches  of  cdenta 
which  cfirresjtondcd  to  the  signs  reconletl  in  the  text. 

It  may  be  of  some  ini|»rtancc  not  to  forget  tlic  possibilitj-  of  a  cough 
produced  in  this  way,  since  it  would  be  likdy  to  yield  to  treatment  of 
the  same  type,  which,  in  some  cases,  is  found  to  be  ciTective  against  the 
cutaneous  wheals,  vin.,  catharsis  and  attention  to  diet. 
Diagnosis. — Internal  urticaria. 
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CHAPTER  XIX 


VOHITING 

Thk  net  of  ^-omiting  must  bc'diMmguishcd.  in  the  first  place,  from  ' 
the  easy  and  more  or  lcs«  hubiiual  rt-gurgitatiun  of  tlw  oormal  stomach- 
contents.  In  young  infunt»  tliis  presents  iLscIf  as  the  familiar  pbcnamcnon 
of  "spDIing  over";  m  older  ]>cnons  it  is  often  a  matter  of  habit,  quite 
conlrollaUe  when  expkincd,  for.  curiously  enough,  there  are  tboM 
who  act  as  though  they  bclie\-cd  that  the  stomach-contents  have  a 
divine  right  to  be  ejcclnl  whcne^vr  it  reaches  the  mouth.  A  little 
wholesome  advice  U  here  of  \-aluc. 

In  estimating  the  significance  of  vomiting  we  must  take  account  aim 
of  the  patient's  temperament  and  of  some  other  habits  besides  that  just 
mentioned. 

(a)  There  are  people  who  ha\'e  learned  early  in  their  career  the 
trick  of  emptying  their  stomachs  on  slifjht  |iru\xKalion,  with  or  without 
the  aid  of  a  finger  in  the  tlimat  I'o  such  peo[)le  the  !<lighlest  gastric 
discomfort,  the  faintest  retrosternal  or  esofihagcal  irritation,  is  the 
signal  for  a  mlunlary  emptying  of  the  stomach. 

{b)  At  the  other  extreme,  temficiamcntally  or  physiologically,  are 
those  who  may  have  gone  through  thirty  or  forty  ycairs  of  life  without 
ever  tasting  the  ex|>crienrcof  eme^is.  In  a  person  of  ihLs  tj^iewe  maybe 
led  to  underestimate  the  importance  of  certain  symptoms  merely  because 
he  docs  not  vomit 

The  lirsl  of  these  temitenimcntal  extremes  is  especially  [imminent 
in  the  gastric  neuroses,  and  when  the  existence  of  such  a  condition  b 
satisfactorily  established,  it  may  be  our  chief  duty  to  make  the  patient 
control  the  act  This  can  be  accomijlished  sometimes  by  a  stm;)le 
explanation,  sometimes  by  scolding,  sometimes  by  a  sort  of  mental 
counterirrilatii^n,  the  result  of  getting  (he  patient  busy,  sometimes  by 
subpectoral  infusions  of  saline  wlulion,  which  the  imtient  U  diiitincdy 
warned  must  continue  until  the  \-<>mtlinR  stops.  To  break  a  habit 
the  main  object,  whate\%r  method  is  adopted.  I  ha\-e  known  an  «p>1 
parcntly  sensible  working-man  of  ihirty-ii\'c  who  vomited  continuously 
until  four  months  had  ela|>M<l.  and  55  pound*  of  his  weight  Iiad  \-anlnhedt 
oil  from  habit  alone — a  habit  which  was  broken  without  much  diflVulty^ 
in  the  course  of  a  week's  hospital  treatment  witli  sub])ectonil  infuhion* 
as  above  described. 
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Causes  of  Vomiting 


t.  TOXEMIA  OF   PREGNANCY 

2.  "ACUTE  DYSPEPSIA-' 

3.  ALCOHOLISM 

4.  SEA-SICKNESS 

5.  ONSET  OF  INFECTIOUS  DISEASES 

6.  POSTOPERATIVE  ■' SHOCK '■ 


CiSES      TU'i      MiNV      AND      TOO      VftGUELV 
ENUVCBADLE     FOB     BfUPHIC     HCPnESEN- 


7.  GASTRIC       1 
NEUROSIS  J 


S.ACUTEAPPEN-' 
OICtTIS 


g.  CARDIAC      DIS- ) 
EASE  i 

10.  PEPTIC  ULCER 

11.  "GASTRITIS" 


12.  INTESTINAL^ 
OBSTI 
TION 


13.  GASTRIC 
CANCER 


14.  UREMIA 

15.  TABES 
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VOIQTING  6ll 

inPORTANT  FACTORS  IN  THE  PRODUCnON  OP  VOTnXING 

Three  prominent  dements  may  be  distinguished: 

(a)  Cerebral. 

(b)  Gastro-intestinal. 

(c)  Pharyngeal. 

Most  of  the  so-called  "  reflex  "  causes  of  vomiting  may  be  arranged 
without  much  violence  under  the  first  ol  these  headings.  The  vomiting 
due  to  intense  pain,  that  induced  by  fright  and  other  strong  emotions  or 
by  fatigue,  can  probably  be  accounted  for  in  this  way.  The  majority 
of  toxic  varieties  of  v(Hniting  belong  in  the  same  group — e.  g.,  the  vomit- 
ing of  pregnancy,  cyclic  or  paroxysmal  vomiting,  and  that  accompanying 
migraine  and  hyperthyroidism. 

The  pharyngeal  factor  is  especially  important  in  the  mtmiing  vomit- 
ing which  accompanies  many  cases  of  alcoholism,  but  which  is  very 
often  due  to  the  accompanying  pharyngitis  caused  by  smt^ing.  The 
patient  has  a  smoker's  throat,  which  he  rasps  and  scrapes  in  the 
dearing-out  process  when  he  wakes  in  the  morning.  The  pharyngeal 
irritation  finally  produces  emesis. 

Tt^ether  with  the  ordinary  gastric  causes  of  vomiting,  we  must 
remember  the  cases  in  which  chronic  or  acute  intestinal  obstnictbn, 
with  or  without  peritonitis,  causes  the  stomach  to  empty  itself.  With 
many  of  the  intestinal  neoplasms  we  may  have  symptoms  very  closely 
simulating  those  of  cancer  of  the  stomach,  and  the  examination  of  the 
gastric  contents  and  functions  may  still  further  confuse  us,  since  gas- 
trectasis,  hjfpomotility,  and  achlto'hydria  may  be  found.  The  vomiting 
due  to  acute  appendicitis  or  to  strangulated  hernia  is  probably  of  the 
same  type. 

Finally,  we  may  mention  the  prolonged  attacks  of  emesis  accom- 
panying the  gastric  crisis  of  tabes  dorsalis,  the  explanation  of  which  b  not 
as  yet  clear. 

Case  318 

An  Irish  bartender  of  forty  entered  the  hospital  January  16,  1908. 
He  had  catarrhal  jaundice  three  times  several  years  ago.  His  father 
died  of  pleurisy.  The  patient  has  been  a  %-ery  hard  drinker,  consum- 
ing a  quart  of  whisky  and  17  large  beers  daily.  He  denies  venereal 
disease. 

For  many  years  he  has  had  stomach  trouble.  He  vomits  early  in 
the  morning,  and  often  after  eating  any  ordinary  food,  so  that  at  present 
he  practically  lives  on  liquor.    He  cannot  remember  to  have  been  intoxi- 
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calcti  SO  tlmt  he  could  not  do  hus  work  and  take  cure  oi  hinuclf.    Hi» 
ftppetilc  for  everything  but  liquor  is  very  pfxa. 

The  IkiwcIs  move  luo  or  three  times  a  day. 

He  b  ver)-  shiHtwindi-d,  aiu]  for  two  weeks  has  noticed  scuitben' 
of  his  urine,  imlarfrcnieDl  of  his  IwUy,  and  some  swelling  of  the  feet, 
Uce,  leg»,  and  hands.    A  week  ago  be  noticed  that  hb  conjunctive 
were  Rellinjt  ydlow. 

Two  yean  Ago  he  weighed  195  [wunds;  now  he  weighs  336. 

Physuai  examinaiUm  showed  a  satinUkc  skin;  no  jaundice;  fcefalc 
heart-sounds;    »of(   ;ind   »|t{)iin'nily    niinnal   arlmi^;    1 1  mil  jiiiMiin.^ 
no.     'Hktc  was  nolliing  abnormal  in  the  lungs.     lie  had  an 
domc-shafM.'d  alxlomcn,   with  slight  dulncss  in  the  flanks,  sho«rint(i 
|icrha[i«>  a  little  shift  with  change  of  pn&itton.      The  edge  of  the  H^tt 
not  felt,  though  there  is  dulne^  for  3A  inches  below  the  right  cae-tal 
margin.     There  u-as  slight  edema  of  both  legs. 

Discuuion.— This  seems  at  first  itjghl  un  obvious  case  of  alrnhol- 
Ism,  hut  on  closer  study  we  notice  that  the  heart  sound*  arc  leefaki, 
that  he  ba$  dysjinea,  tlmt  the  face  and  extremities  are  cdcfoaious,  and 
that,  despite  persi.<itent  vomiting,  (here  has  lieen  a  marke<i  gain  in  liody 
weight.  -Ml  these  facts — and  especially  tlic  last  onc—jMint  toward 
cardiac  diseuw.  which,  us  we  know,  is  fretiuently  a  cause  of  |>crsi»tenl 
\vmiting. 

Dul  what  canliac  disease  can  it  lie?  There  is  no  evidence  of  u  valvular 
lesJon  or  of  a  weakened  heart  due  to  kidney  trouble.  Chmnic  fibrooi 
myocarditis  was,  in  earlier  yearis  u  favorite  diagnosis  in  caso  of  tUi 
kind,  but  the  autopsy  so  seldom  confirmed  it  tliat  many  of  u»  are  grow* 
ing  more  cautious.  Personally.  1  am  unwilling  to  make  a  diugnosio 
of  chronic  myocardilis  unless  there  is  convincing  evidence  of  arlcrio- 
sderusis,  and  unless  all  other  causes  of  cardiac  weakness  can  be  sads- 
bctorfly  esduded.  But  there  b  no  evidence  here  of  artcricMdentb, 
and  no  good  reason  fur  (he  hca.rt  to  be  weak  merely  as  a  result  of  alct^wL 

In  any  »uch  [Mlient  cirrhofb  must  be  connidered,  c»]>ccially  as  it 
might  help  to  exjilatn  the  persistent  \'<nniting.  Cirrhosis  b  always  a 
diflicull  disi-av.'  to  exclude,  since  we  know  that  it  usually  exbta  for  ycar> 
before  it  produces  any  sj-mptoms.  .\tl  we  can  say  in  a  case  like  thb  a 
that  we  have  00  positive  evidciKe  of  it,  such  as  ascites,  enlargement  or 
shrinkage  of  the  li\-er.  hemaiemesis. 

Of  courv.-.  tlie  gastric  functions  must  be  more  thoroughly  investigated 
if  Uie  patient  docs  not  |dom|itly  yield  to  ircatmcnl  based  on  some  other 
hypothesb.  But  after  this  survey  of  llie  cajjc  mc  have  obtained,  u  it  seern^ 
to  me,  so  little  jKwiiite  cvidciKc  of  any  disease  other  than  alcoholism 
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tiiat  the  first  experiment  to  be  tried — all  treatment  is  an  experiment — 
is  an  anti-alcoholic  regime.  If  that  fails,  the  next  step  should  be  to 
pass  a  stomach-tube  and  examine  the  physical  and  chemical  functions 
of  the  stomach;  next,  if  that  proves  negative,  to  try  the  effect  of  cardiac 
stimulation  preceded  by  depletion. 

Ontcome.—Alcohol  was  withdrawn  entirely  at  entrance.  The 
patient  was  given  a  diet  of  liquids  and  soft  solids,  with  10  minims  of  the 
tincture  of  capsicum  before  each  meal,  an  ounce  of  magnesium  sulphate 
eariy  each  morning,  and  2  drams  of  paraldehyd  every  afternoon.  In 
four  days  he  was  able  to  eat  without  vomiting  and  sleep  without  medicine. 
In  a  week  he  felt  perfectly  well,  but  was  much  surprised  to  discover  that 
he  could  exist  without  rum. 

Diagnosis. — Alcoholism. 

Case  319 

A  housemaid  of  twenty-four  entered  the  hospital  October  11,  1906. 
She  had  always  been  well  except  for  habitual  constipation,  the  bowels 
moving  once  in  from  two  to  six  days.  She  has  taken  no  breakfast  for 
some  weeks  and  has  occasionally  vomited.  A  week  ago  the  patient 
was  married.    Her  last  menstruation  was  August  14th. 

At  3  o'clock  this  afternoon  she  b^an  to  vomit,  and  soon  after  had 
a  sudden  sharp  abdominal  pain,  with  faintness,  and  in  the  course  of 
the  day  six  loose  movements  of  the  bowels. 

Examination  was  negative  save  for  slight  dulness  in  the  right  flank, 
slight  tenderness  of  the  epigastrium  and  along  the  right  side.  At 
McBumey's  point  tenderness  was  very  marked  on  deep  pressure,  and 
there  was  spasm  over  this  area. 

Vagina!  examination  shows  much  tenderness  high  up  on  the  right  side, 
but  no  mass. 

The  white  cells  were  16,800;  urine,  negative;  temperature,  pulse, 
and  respiration  normal.    The  breasts  were  somewhat  large. 

Discussion.— The  vomiting  here  might  well  be  due  to  pregnancy, 
but  no  one  could  make  any  such  statement  without  any  further  evi- 
dence than  is  furnished  by  the  physical  signs  here  reported.  If  the 
history  is  taken  as  correct, — that  is,  if  her  last  menstruation  was  August 
14th, — there  is  hardly  time  enough  for  the  development  of  an  ectopic 
gestation,  which  should,  moreover,  show  more  definite  signs  on  vaginal 
examination  or  more  characteristic  evidence  of  hemorrhage. 

Patients  of  this  type  not  infrequently  take  large  doses  of  irritating 
cathartic  medicine  in  the  attempt  to  produce  a  miscarriage.  The 
loose  movements  of  the  bowels  and  the  vomiting  might  be  thtis  accounted 


«M 


DIFFEREKTIAL  DIACKOStS 


for.  No  hbtoT)'  of  tJits  kind,  liow<;\-cr,  coiJd  \k  dicitcd,  and  the  jaiieat 
scemod  to  be  telling  the  tnttb. 

The  patient's  habitual  con<itlpatfon  might  account  for  a  good  deal 
of  vomiting,  l>ut  hardly  for  such  an  acute  attack  or  for  lendemei&  and 
9|ia!tRi  in  the  rif;ht  iliac  fossa. 

One  alwaj-^  hesitates  to  make  a  dLignosis  of  appendkili's  whtn  the 
temperature  and  pulse  are  nurmal  and  when  there  has  been  no  previous 
attack.  Neverthc1c!<><^  in  the  prei«nce  of  ^ery  marked  lenderDcs»,  with 
spasm  at  \tcUumcy's  point  and  leukocytosis,  appendicitis  seems  the 
must  rt-asonuhle  diatsnosis.  A  pyo^alpinx  mif^ht  (uroduce  vtiy  much 
the  >amc  physical  sij^ns,  but  would  proliaUy  stiow  a  mass  or  fnduialiaa 
by  vagina,  and  would  not,  in  all  prohahilily,  come  on  soaculdy  without 
any  other  or  previous  symptomii. 

Outcome.— Opeiution  October  i3th  showed  acute  appendtcitia. 
I'here  were  no  old  adhesions. 

Diagnosis. — Appctxlicitis. 

Case  320 

A  married  woman  of  (ifty-threc  with  an  excellent  family  hislorr 
entered  the  hu^pilal  Scplemlx-r  38,  1907.  Stic  luis  l>c«n  »rranK  and 
healthy  all  her  life,  with  the  cxcc|ition  of  a  douMe  inxuinal  l)cmia,  for 
which  she  was  successfully  oiierated  u)mn  in  May,  1907.  Since  ch9d> 
hood  she  lias  been  in  tlie  habit  of  pas;^g  water  once  at  ni^ht  after  bed- 
time. 

.About  a  year  ago  she  began  to  hn\x  attacks  of  %t>miiing,  in  which 
she  was  unable  to  retain  any  kind  of  food,  the  %'omitu8  consisting  at  ftmt 
of  the  food  previously  ealcn,  unmixed  with  mucus  or  Nood.  last 
fall  the  vomiting  ceased  altogctlier,  and  she  was  in  tJie  Mauachusrtts 
General  Hmpital  for  a  CoDcs'  fracture.  During  her  stay  here  nothing 
abnormal  was  noted  in  the  digestive  func-ti<ins.  but  after  her  return 
home  vomiting  l>q^  &^in,  and  has  gradually  gTO%^-n  more  frequent 
up  to  the  pre>ent  time.  She  has  vomited  ever>'  day  through  the  fast 
•^lunmer — eometimes  three  times  a  day.  At  no  lime  has  there  liccn  any 
pain  except  alter  eating  a  large  amount,  and  then  only  sl^ht  diMtrcsa. 
Then  have  been  no  eructations  of  gas  and  no  swelling  of  any  part 
of  the  abdomen,  though  the  cpiftasirium  has  Ix-en  somewhat  tender 
on  pressure  for  two  months. 

Fifteen  months  agoslie  weighed  134  pounds;  foiu-  months  ago,  116: 
DOW  she  weighs  too  pounds.  Ilcr  bowels  have  gradually  become 
con»ti[nted.  She  has  noticed  no  jaundice.  She  has  never  conalderrd 
herself  nenxjus. 
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The  temperature  and  pulse  were  as  seen  in  the  accompanying  chart 
The  patient  was  poorly  noiirished  and  pale,  though  her  hemoglobin 
was  75  per  cent  and  the  white  cells  were  7300.  The  heart  and  lungs 
showed  nothing  abnormal.  In  the  upper  abdomen  was  a  hard,  tender 
mass,  descending  with  respiration.     (See  Figs.  165  and  166.) 

Physical  examination,  including  the  urine,  was  otherwise  negative. 
The  stools  showed  no  occult  blood.    Vaginal  and  rectal  examinations 
were  negative.    Through  the  stomach-tube  only  13  ounces  of  water 
could  be  introduced  without  extreme  pain,  retch 
ing,  and  struggling.     There  was  no  food  in  the 
fasting  stomach.      After  an  Ewald  test-meal  the 
gastric  contents  showed  no  free  acid  of  any  kind. 
The  benzidin  test  for  blood  was  positive;  the 
wash-water    used    for    lavage    returned    slighdy 
blood-stained. 

Discussion. — ^The  early  part  of  this  history 
reminds  us  of  a  gastric  neurosis,  because  one 
iscdated  symptom — vomiting — seems  to  make  up 
the  whole  clinical  picture.  When  any  single  symp- 
tom, such  as  vomiting,  gaseous  eructation,  diarrhea, 
or  constipation  persists  over  a  considerable  period 
of  time  with  little  or  no  background  of  other 
loteiconnected  symptoms,  it  usually  turns  out 
that  we  are  dealing  with  a  neurosis — that  is,  with 
a  morbid  habit.  We  can  make  such  a  statement, 
however,  only  when  we  have  exhausted  all  the 
resources  of  physical  diagnosb  without  finding 
any  evidence  of  organic  disease. 

We  cannot  attribute  the  vomiting  to  constipation  or  to  the  exhaus- 
tion produced  by  any  constitutional  or  infectious  disease,  since  we 
have  no  evidence  of  these  conditions.  A  consultant  suggested  the  pos- 
sibility of  cerebral  tumor,  and  the  fundus  oculi  was  examined  with 
this  possibility  in  view.  Neither  there  nor  elsewhere,  however,  could 
we  find  any  support  for  the  assumption  of  brain  disease. 

As  soon  as  the  epigastric  mass  was  dearly  made  out  and  the  pos- 
sibility of  its  being  due  to  a  fecal  accumulation  was  excluded  by  free 
catharsis,  it  began  to  be  pretty  evident  that  the  vomitmg  was  due  either 
to  ulcer  or  cancer  of  the  stomach.  This  became  still  more  certain 
when  it  was  recognized  that  the  capacity  of  the  stomach  was  diminished 
and  its  secretion  of  hydrochloric  acid  abolished.  It  remained  to  decide 
the  question:  cancer  or  ulcer?     Such  a  tumor  is  often  produced  by 
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a  perigastric  exudate  around  e.a  old  ulcer.  But  the  hisloi^'  fs  dis- 
tinctly against  tdcer  and  in  r»\'or  of  cancer.  Ulccn  seldom  br)!tn  in 
pi-r^ons  who  have  lived  to  fifty-lwo  years  without  >^slric  dislurl»ncci.. 
They  arc  hardly  ever  chanicteri?^  by  vomitint;  without  [«in,  nnr)  in 
die  eatlter  stages  of  their  course  there  are  usually  long  periods  of  free- 
dom from  symptoms  and  marked  relief  (even  during  the  acute  ttages 
of  the  disea^-)  immediately  after  the  taking  of  ((xkI. 

One  of  the  things  that  made  it  rather  difTtcull  to  realize  that  rancer 
was  really  the  most  reasonable  diagnosis  in  (his  case  wan  (he  entire 
absence  of  jxiin.  Tliis,  howcvi-r,  is  by  no  means  unprecedented.  \ 
numlwr  of  similar  ca-^es  have  been  recorded. 

Outcome.— Dr.  Maurice  Richardson  made  a  diagnosis  of  oMctr 
of  the  lej*er  cun-aturc,  without  obstruction  of  ihc  pylorus,  and  adx-wcd 
against  operation  of  any  kind. 

Under  liquid  and  soft  solid  diet,  with  small  doses  of  calomel  and 
magnesium  sulphate,  hydrochloric  acid,  20  minims  after  food,  the 
patient  cca-^ed  \'omiting  on  October  4lh  and  tdt  a  great  deal  better. 

Diagnoait. —Gastric  caoccr. 

Caie  321 

A  married  woman  of  thirty'fi\r  entered  the  boGpital  March  24,  190^ 
She  lost  one  brother  by  phthisis  in  the  previous  December.  She  has 
had  two  children  and  no  mbcarriages.  Her  youngest  child  tit  ncxTfi 
jrcars  nf  age. 

Three  years  ago  slie  was  in  St.  Elizabeth's  Hospital  for  ten  weekn 
on  account  of  stomach  trou)>le^  dilaUition  and  curetting  of  the  uterus 
were  done. 

Five  yearsago  $he  weighed  144  pounds.    A  week  ago  wbe  weighed  1 10. 

During  these  insi  five  years  she  has  been  having  attacks  of  vomiting, 
at  first  only  before  each  menstrual  period,  later  at  other  time*.  Her 
vomitus  was  nutety  and  contained  undigested  food,  but  ne\'cr  any 
foo<l  eaten  twenty-four  hours  Itefore.  She  has  not  been  free  from 
vomiting  for  more  than  two  weeks  since  1903.  The  vomiling  relieves 
aharj)  epigastric  p«in,  which  is  usually  won«  after  cutmg.  In  1905 
she  vumilcd  two  cupfuls  of  flark  blood.  On  a  milk  diet  this  ceased, 
but  returned  eleven  weeks  later.  In  Nox-ember,  1907.  ihe  again 
vomited  IJood  and  had  epigastric  pain  and  tenderness.  She  was  con- 
fined to  t>ed  a  week  at  that  time ;  she  ha^  not  vomited  since,  but  still 
has  epigastric  pain  and  tenderness,  worse  after  food.  Her  appetite 
is  poor;  the  l)owcls  »»%«  only  with  enenula.  She  has  no  beadacbe. 
Her  eye-«ghl  is  good. 
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Physical  cxaminalion  Is  ncgalive  save  for  a  blowing  systolic  murmur 
limited  to  a  small  arcu  near  the  a|K-x  of  the  heart.  There  is  slight 
epigastric  tenderness,  but  no  spasm.  TTie  right  kidney  is  tasiJy  (cit, 
its  lower  pole  bcinf;  on  the  lev-el  of  the  navel. 

.■\fter  a.  test-meal  the  gastric  contents  showed  free  HCl,  0.14  per 
cent.;  total  acidity,  .35  per  cent.;  guai&c  lest,  negative.  The  >iools  were 
also  free  from  htooH. 

The  patient  did  excellently  well  on  a  diet  of  milk  and  eggs,  fol- 
lowing roughly  the  formula  of  Lenhartj^ 

On  the  second  of  May  .the  seemed  well  and  was  allowed  to  go 
home. 

The  patient  returned  to  the  hospital  .August  3,  1908,  stating  that, 
two  weeks  after  leaving  the  hospital  before,  she  had  an  attack  of  \'omit- 
ing  with  the  menstrual  period,  and  tliis  vomiting  had  continued  for 
the  [wo  subsc'iuenl  jieriods,  though  she  was  perfectly  well  between 
icm.  The  vomiting  seemed  to  be  entirely  independent  of  the  taking 
of  food.  The  vomitus  contained  no  blood.  At  the  time  of  these  attacks 
she  had  a  good  deal  of  epigastric  [)ain,  and  has  a  little  pain  all  the  time, 
slightly  rclie\'ed  by  food  and  accompanied  by  gaseous  and  sour  eructa- 
tioRS.    She  sleeps  [(oorly,  on  account  of  nervousness,  she  believes. 

Physical  examination  shows  marked  pallor,  the  red  cells.  3,050.000; 
lemoglobin, 45  percent.  Two  normoblasts, also  considerable  achromia 
and  deformities,  were  seen  while  making  the  differential  count  of  aoo 
white  cells.  The  polynuclear  cells  were  83  ]>cr  cent.  The  urine  was 
negative. 

The  stools  showed  a  slight  but  constant  reaction  to  guaiac. 

Stomach-tube  examination  showed  essentially  the  same  condition  as  in 
the  previous  spring.  There  were  no  fasting  contents.  The  patient  did 
excellently  well  on  a  diet  of  crackers  and  milk. 

Discussion. — In  marked  contrast  to  ihc  previous  case,  the  stomach 
trouble  is  here  of  long  duration — five  years  or  more — and  occurs  in  a 
young  woman.  In  the  early  stages  of  the  disease,  and  to  a.  certain 
extent  throughout,  the  i>ain  seems  to  be  connected  with  menstruation, 
as  if  it  were  a  "reflex"  nervous  disturbance  associated  with  the  nervous 
tension  of  that  period.  The  relief  uf  pain  by  vomiting  and  the  attack 
of  hematemesis  in  11)05  *t'"  further  support  Ilie  diagnosis  of  peptic 
ulcer  or  hypochlorhydria,  which  had  been  already  suggested  by  the 
previous  history. 

In  August,  1908.  her  symptoms  still  suggest  chiefly  peptic  ulcer, 
but  we  have  now  one  symptom  not  easily  accounted  for  on  that  hypothe- 
sis, viz.,  the  very  marked  anemia.     There  has  been  no  evidence  of 
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hemorrhiage  for  Uiree  year<>,  and  peptic  ulcer  docs  not  produce  unoidl 
unless  there  Is  sharp  Uccding. 

It  is  not  likdy  to  produce  anemia  liy  oozing  or  discharging  Mood 
inionall  quantities.  The maiTDW  readily  makes  uji  these  los^-s.  Neither 
16  it  lilcdy  that  a  Urge  amount  of  Mood  miglit  liav«  been  poured  out 
at  ooe  time  and  discharged  uholly  by  rectum  without  the  patient  IteinR 
a«arc  of  it.  Such  rectjil  hemorrhages  prr>duce  »o  much  weuknc*  and 
thirst  ttiat  tlie  patient  is  usually  made  aware  that  somclhin);  has  hap- 
pened. 

Xevertheless,  it  must  be  admitted  that  ev^^^■tIling  dsc  in  th*  case 
save  this  one  fact — ^an  unex)>laincd  anemia— i><)int»  to  chronic  ulcer, 
and  perha|>s  the  anemia  alone  is  not  of  sufficient  diagnostic  signtficutce 
(o  outbalance  the  other  indications  which  &ivor  ulcer.  Bui  since  the 
trouble  has  gone  on  so  long  and  recurs  so  frec|ucntly  under  dietetic 
iralment  it  seems  as  if  the  jiaticnt  should  be  given  the  benefit  of  on 
exploiaton'  laparotomy,  especially  as  there  is  at  least  a  possiUlity  that 
the  anemia  may  be  due  to  something  more  serious — i.  e.,  to  gutric 
wncer. 

Outcome.— August  14th  the  abdomen  was  o]>cned.  A  cutcettnu 
ina-0  n-as  found  nn  the  posterior  wall  of  llie  stomach,  with  metastases 
in  the  omentum.  Gaslro-cnierostomy  was  done.  A  monlh  later  lh« 
patient  uii»  reported  as  eating  well,  sleeping  well,  and  gaining;  in  wcigliL 

Diagnosis.— Gastric  cancer. 


Cue  322 

A  uidow  of  forty-fi^-e  entered  the  hoc^jiital  .August  14,  1906.  She 
lost  her  husband  of  consumption  twelve  years  a^.  Sixteen  years  ago 
she  had  an  attack  umflar  to  the  present  one,  whkli  nos  cured  in  two 
weeks.  A  year  ago  she  had  another  attack,  and  was  in  the  hoapital 
for  three  we^  on  rectal  feeding,  during  which  her  weight  fell  from 
137  to  ti;  pounds.  Since  tlicn  ^hc  has  been  dieting  carefully,  has  felt 
pretty  well,  and  has  not  been  Iroubltxl  iiy  indit;^!)!^. 

Nine  dav's  ago  she  was  suddenly  seind  witii  sharp  alxlominal  pain 
and  wmiting.  Thb  |ialn  has  recurred  (rec)ucntly  ^ince  Iliat  time. 
It  b  relieved  by  vomiting,  but  shows  no  other  n-lation  to  food.  Occa* 
sKKully  it  re<]uia'«  morphin.  In  her  attack  of  sixteen  years  ago  she 
vomited  blood,  but  there  has  been  none  since.  For  tlie  post  tbte« 
mnnih»  she  ha*  lutd  occasional  attacks  of  diarrbeB,  the  mo\'emenls 
being  |>reccded  by  pain  and  often  containing  Mood. 

For  the  past  two  days  she  has  been  fed  exclusiv'ely  by  the  rectum. 
Hex  weight  is  now  t30  pounds 
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On  cxiLminBtion  the  ijaticnt  is  veryndl  nuumht-d,  but  ratherncunts- 
thenic.    There  is  a.  soft  systolic  murmur  at  the  apex  of  the  heart.     I'he 

ionic  Second  sound  is  Urf^cr  thun  the  aortic  second.  The  heart 
■flbows  no  enlargement.  I'he  lunj^  arc  negative,  '['he  right  ^de  of  the 
abdomen  is  held  rather  rigid,  owing  to  marked  tenderness,  greatest  in 
the  middle  c]uadrant. 

Phj'sical  ciiaminalion.  including  Ihc  ^-agina  and  rectum,  Is  otherwise 
aegative,  as  arc  the  blotKi,  urine,  lemperalun;,  pulse,  and  respiration. 

The  patient  in  the  early  days  of  her  treatment  seemed  markedly 
neuraiithenic,  l>ut  this  ceased  after  tht.-  ce^tsation  of  the  menstrual  flow, 
and  she  vr-as  able  to  take  solid  food  in  moderate  amounts  for  three  da>-s. 

After  this  the  [wiient  begun  to  x-omit  a  great  deal.  Nutrient  cnemata 
caused  much  distress  and  seemed  to  aggrarate  the  vomiting.  On  the 
fourth  day  she  was  able  lo  take  some  champagne  and  some  albumin- 
water  Havered  with  sherr>',  without  any  vomiting.  The  vomitus  was 
found  lo  be  strongly  acid,  and  consisted  mostly  of  clear  mucus. 

Sodium  bicarbonate  relieved  her  pain  somewhat,  but  it  was  vomited 
after  a  short  time.    (Jnly  morphin  Ba\'e  relief. 

After  a  test-meal  the  stomach-contents  showed  an  abundance  of 
free  hydrochloric  acid  and  a  positive  guaiac  reaction.  The  stools  were 
foul  anelling,  dark,  and  bloody. 

On  the  twentieth  the  i)atient  complained  a  great  deaJ  of  abdominal 
cramps.  The  stool  at  this  time  was  found  to  contain  much  fresh  blood 
and  a  considerable  amount  of  pus  and  mucus.  The  blood  showed: 
Red  (.ells,  3,676.000;  white  cells,  10,000;  hemoglobin,  65  per  cent. 

The  stained  s|xMrimcn  showed  nothing  remarkable  except  achromia. 
Further  study  of  the  stools  showed  that  they  contained  almost  no  fecal 
matter. 

The  subsequent  examination  of  the  alxlomen  showed  on  the  right 
side,  low  down,  something  which  felt  like  hard  lumps,  which,  however, 
disapfjcared  with  the  rumbling  of  gas.  The  capacit)-  of  the  Io\ver  bowel 
was  measured  with  wairo  water,  and  only  a  ]>int  could  be  introduced. 
Tlicrc  seemed  to  be  no  distention  of  the  Iran.sveree  colon,  but  the  region 
of  the  ascending  colon  was  persisicnily  distended.  The  attempt  to 
introduce  more  than  a  pint  of  water  by  rectum  xvas  repeatedly  unsuc- 
cessful. 

Discussion. — Wc  see  occasionally  in  adults  those  uncxjilaincd  at* 
tacks  of  summer  diarrhea  and  vomiting  which  are  so  common  in  young 
children;  but  wc  do  not  expect  them  to  persist  for  nine  days.  True, 
this  patient  is  neitrasthenic,  so  the  record  states,  and  that  might  account 
for  a  great  deal,  especially  as  the  attack  has  hapjwned  to  occur  at  thi- 
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menslnial  period.  During  ihc  earlier  days  of  her  tn-atmcnl  we  ac- 
couDtctl  for  her  s>'mptom.s  in  this.  way.  Among  the  other  |x>sAibilitic!i 
coiuidered  was  hypochlorhydria,  which  will  next  Ik-  di«x:usscd. 

The  previous  atlacl^  of  hematemcsL-^  wa<i  de^hbod  by  Ihc  patient 
as  similar  to  the  present  trouble.  The  Dlncss  of  1905  also  suggests 
hj'pochlorhrdria  or  ulcer.  I'hc  »tom«ch-<.'()ntcnte  now  show  a  posjtiw 
guaiac  re»ction  and  a  large  amount  of  free  hydrochloric  acid,  llicrc 
V.  also  Mood  in  the  stools.  When  all  these  facts  came  to  light,  wc  were 
inclined  to  switch  over  from  the  idea  of  gastric  neurosis  to  that  at  |>cptk 
ulcer,  all  the  more  so  when  it  tuned  out  that  sodium  birarbonatc 
relieved  her  pain. 

It  was  not  until  the  second  week  of  treatment  tliut  the  intestinal 
sjrmploms  began  to  «:em  more  important,  es;7eci*lly  as  we  could  I'lnd  nn 
good  cause  for  the  wdl-marked  secondary*  anemia.  I'here  had  been  no 
recent  hcmorrtiagc  to  account  for  it,  and  it  did  not  appear  thai  the 
diarrhea  had  lasted  long  enough  in  any  of  her  previous  attacks  or  in 
Ihc  present  one  lo  produce  vi  much  anemia.  It  whs,  however,  the  a«- 
dition  of  the  stools,  especially  the  presence  of  pus.  and  the  remarkably 
small  amount  of  fecal  matter  which  led  us  further  to  in\Tstigatc  ihc 
poasibility  of  intestinal  neofilasm.  When  we  found  that,  on  two  scpuate 
occasions,  not  more  than  a  pint  of  water  could  be  introduced  into  the 
rectum,  e\Tn  when  slowly  and  carefully  given,  the  suspicion  of  intestinal 
oeopiaam  low  don-n  in  the  colon  became  such  that  operation  was  ad- 
vised. 

Outcome. — The  abdomen  was  opened  on  the  twcnt>'-acventb  ot 
August,  revealing  a  cancer  of  the  sigmoid. 

This  case  and  several  others  which  I  saw  al>out  the  same  time  were 
\-vr\  inslructivT  lo  me  liccausv  1  liud  ne\er  Ixrcn  warned  «f  ihe  f>o»- 
siliility  and  the  danger  of  f^-lling  our  attention  so  ft)cused  on  Ihc  gastric 
manifestations  of  what  turns  out  to  Iw  tniestinal  oiniiruction  Ihai  the 
poasihility  of  the  latter  docs  not  occur  to  us.  If  once  we  get  a  false  start, 
we  may  tind  a  good  deal  lo  conl'itm  us  in  our  mistake.  For  eample. 
in  a  recent  case,  which  tumed  out.  like  the  prewnl  nnc,  10  be  due  to 
a  cancer  of  Ihe  sigmoid,  evcrj-ihing  seemed  at  first  to  point  to  the  stomach. 
A  stomaeh'tubc  was  passed,  and  proved  the  presence  of  gastric  enlarge- 
menl  and  ihe  absence  of  free  hydrochloric  acid.  The  [aticnt  was  fifty 
years  of  age,  aiKl  had  newr  had  any  gastric  symptom^  tteforv  ihe  pn»ent 
year.  All  these  facts  seemed  lo  f>oini  so  strongly  to  gastric  cancer  that 
we  neglected  to  make  a  fruHkienlly  careful  examination  of  the  atidoroen 
or  U)  put  well-dircclcd  questions  concerning  bowd  movements,  (he 
exact  location  of  pain,  ar>d  intestinal  notse. 
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"Gastric  neurosis"  is  the  dkgnosi&  on  llie  record  of  another  case 
oi  camcless  vomiting  and  diarrhea  in  an  cldcrrly  woman,  who  was 
plly  relieved  in  the  hospital  by  u  few  days  of  diet  and  quiet 
(1908).  Dr.  E.  A.  Codman  insisted  that  in1c»tinal  cancer  was  present, 
though  no  tiunor  was  fell.  The  [mtienl  remained  j»crfcctly  well  for 
several  months,  but  Dr.  Codman's  diagnosis  was  ultimately  wrified. 

DiagnoBiB. — Cancer  of  the  sigmoid. 
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Case  323 

A  waitress  of  nineteen,  bom  in  Marjland,  entered  the  hospital 
January  14,  1907.  She  has  a  good  family  histor>'  and  ])ast  history  up 
to  cighlix-n  months  ago,  when  she  licgan  to  lose  strength  and  to  have 
dizzy  spells,  esjwcially  after  breakfast.  Her  appetite  continued  good, 
id  she  felt  in  other  respeets  well  until  atiout  two  months  ago,  when  she 
'b^n  to  have  nausea,  coming  on  about  live  minutes  after  I'atin^;,  and 
relieved  at  the  end  of  about  an  hour  by  vomiting  the  food  just  taken, 
together  with  considerable  phlegm.  She  never  vomits  except  after 
breakfast,  although  she  has  considerable  distress  after  the  other 
meals. 

She  has  worked  until  a  week  ago,  and  still  feds  well  enough  when 
her  stomach  is  empty.  She  gets  tip  once  each  night  to  pass  water. 
She  has  noticed  a  somewhat  tender  spot  in  the  epigastrium.  For  three 
months  she  has  been  somewliat  jKile  and  short  of  breath  on  exertion. 

On  examination  the  [mtient  was  found  to  be  pale.  There  wasa  faint 
systolic  murmur  in  the  pulmonary  iirea;  othcnvise  the  chest  is  negative; 
likewise  the  abdomen  and  urine. 

The  blood  showed  red  cells,  4,012,000;  while,  6X00;  hemoglobin, 
5<;  per  cent.  Differential  count  normal;  marked  achromia;  no  other 
changes. 

Discussion. — We  may  rule  out  wfjthout  further  consideration  the 
long  list  of  organic  diseases,  such  as  cancer,  tuberculosis,  and  brain 
himor,  of  which  vomiting  is  a  sj-mplom.  llie  firsl  point  to  be  noticed 
on  the  positive  side  is  that  nausea  of  this  tj-jjc,  though  not  of  this  dura* 
tion,  is  often  seen  in  the  early  months  of  pregnancy — a  jKissibflity  which 
should  never  be  forgotten  when  we  arc  dealing  with  obstinate  digestive 
disturbances,  I  once  saw  a  (latient  who  had  Ix-en  for  some  wxeks 
imder  the  care  of  a  distinguished  specialist  in  gastric  troubles,  whose 
treatment  made  it  evident  llmt  he  had  never  considered  the  {H)ssibility 
of  pregnancy,  though  the  patient  had,  during  the  jwriod  of  his  treatment, 
an  amenorrhea  and  all  the  other  usual  eWdcnces  of  early  pregnancy. 
When  I  saw  her  the  condition  was  quite  oh\ious. 
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Xolhing  is  Slid  atwut  menstnialion  in  this  ra<te,  but  intjutry  showed 
that  it  had  been  absent  for  the  past  three  months.  This  Eact,  together 
with  the  stomach  trouble  and  a  certain  degree  of  bad  conscience,  had 
considerably  alarmed  the  patient.  It  was  found  on  examination,  how- 
OTT.  thai  there  was  no  uterine  enlargement  and  none  of  the  other 
evidences  of  early  |(regnancy. 

Many  cases  like  this  turn  out  on  careful  study  to  be  the  result  at 
the  disturtuinces  (trixluced  by  constipation.  There  was  nothing  in  the 
histon*,  hon'cver,  to  indicate  that  she  was  constipated.  The  lestinioa; 
of  a  |)aiient  is  not  always  reliable  on  this  point.  Feral  mo^'ementg 
may  occur  daily,  and  yet  be  so  insutbcient  in  amount  that  a  cuasideraNe 
aocuraulatioo  takes  place.  One  has  no  right  (o  a.'»uine  thiii  units* 
physical  examination  or  the  inspection  of  the  stools  demonstrates  it. 

Some  eager  sui^cons  would  consider  the  evidence  heri:  prcscntrd 
as  sufficient  for  a  diagnosis  nf  peptic  ulcer  or  chronic  apiiendicitis,  but 
there  is  not  the  n-licf  by  food  so  charactrrislic  of  the  earlier  ittiige»  of 
fieptic  ulcer,  while  the  symptoms  arc  too  continuous  and  include  ton  little 
suffering  from  fiain  to  give  us  any  jjcnuinc  indication  of  chronic  appcD- 
dicttis. 

But  for  the  abnormalilies  of  the  blood-picture  one  would  here  l>c 
forced  lu  say  that  physical  examination  is  negative;,  a  conclusion  which 
lies  very  near  to  the  decision:  gastric  neurottis.  U  tliat  slight  anomaly 
in  the  hetnogfoliin  percentage  and  in  the  stained  smear  suRicienl 
to  account  for  so  much  gjitttric  disturlwnce?  Yes,  it  certainly  is.  if 
we  lake  it  as  the  outward  and  v-isjblc  sign  of  a  more  extensive  and 
less  comprehended  malady,  to  which  we  giw  the  superficial  and  un- 
satisfactory nanMT  of  chlorosis.  Kxpcrience  has  often  s>lov^-n  thai 
chlorosis  may  produce  v'omiling  as  severe  as  that  complained  of  by  this 
girl,  and  hi  the  absence  of  any  .other  obvious  cause  one  should  plan 
treatment  upon  this  hyiwthesis. 

Outcome.-  -The  ftatient  was  put  to  bed  and  givrn  J  p-ain  calomel 
e\TTy  fifteen  minuter  for  eight  doses,  followed  the  next  morning  liv  t 
ounce  of  magnesium  sulphate.  Liquid  and  soft  Milid  dirt,  witli  nux 
and  genti.in  Ix-forc  meals,  was  jjcrfectly  well  l»ome.  '["he  (wlient 
luid  no  vomiting,  no  gastric  symptoms  of  any  kind,  and  by  the  twenty- 
third  was  up  aitd  had  an  excellent  appetite,  although  her  Uood  showed 
no  gain  whatevxr. 

<>n  the  tenth  of  Febniari'  the  patient  went  home  much  stronger 
and  Itctti-r,  although  her  hemo^oliin  was  only  70  |>er  cent. 

Diagnosis. —Chlorosis. 
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An  imoccupied  Irish  girl  of  nineteen,  of  good  famfly  and  past  his- 
tory, entered  the  hospital  June  7,  1908.  Five  weeks  ago  she  began 
to  have  abdominal  pain  and  frequent  vomiting.  The  pain  was  colicky 
and  not  localized.  It  seemed  to  have  no  relation  to  food,  and  had  raily 
occuired  thfee  or  four  times  in  the  past  five  weeks,  lasting  an  hour 
or  two.  Yet  since  the  pain  ceased  she  has  continued  to  vomit  almost 
daily  whether  she  eats  or  not.  Yesterday  she  vcanited  five  times,  though 
she  took  only  milk.  The  vomitus  sometimes  consists  of  undigested 
food,  sometimes  of  a  yellowish  or  blackish  sour  fluid.  It  has  never 
been  red  or  brown.  The  vomiting  seems  to  have  no  relation  to  the 
time  or  the  character  of  food.    The  catamenia  are  regular. 

The  appetite  remains  fair,  the  bowels  constipated,  moving  ever}' 
day  or  two  by  enemata  only. 

On  examination  the  patient  is  obese,  ruddy.  There  is  slight  general 
tenderness  over  the  lower  abdomen,  with  some  voluntary  spasm,  pre- 
venting satisfactory  palpation. 

Physical  examination,  including  the  temperature,  pulse,  respira- 
tion, blood,  urine,  and  stods,  was  not  otherwise  remarkable,  Uiough 
the  stools  were  found  to  contain  many  bismuth  crystals. 

■  Discussion. — A  diagnosis  seems  to  me  impossible  here  without  a 
therapeutic  test.  We  should  first  get  the  bowels  started  and  watch 
to  see  if  that  does  not  check  all  the  other  symptoms.  Suppose,  dien, 
that  the  vomiting  still  continues,  and  we  are  still  imable  to  find  any 
physical  cause  for  it  despite  our  most  painstaking  examination  of  the 
internal  viscera  and  despite  the  absence  of  any  discoverable  cause, 
such  as  morphin,  malaria,  or  starvation,  what  course  should  be  pursued? 

It  is  almost  inevitable  to  assume  that  the  case  must  represent  some 
t^  of  neurosis  and  to  plan  treatment  accordin^y,  yet  tiiis  is  never 
a  satisfactory  basis  of  action  unless  we  can  obtain  other  evidence  of 
neurotic  constitution  besides  the  vomiting  itself.  I  was  greatly  im- 
pressed, a  few  months  ago,  by  the  outcome  of  a  case  in  which,  owing 
to  the  negative  results  of  repeated  and  searching  examinations,  we 
made  the  diagnosis  of  gastric  neurosis  and  used  a  great  deal  of  moral 
suasion.  Yet  the  man  proceeded  to  die,  and  the  autopsy  (No.  2514, 
Massachusetts  General  Hospital  autopsy  records)  showed  absolutely 
no  cause  for  death.  I  do  not  believe  for  a  moment  that  our  diagnosis 
was  right  here,  yet  it  would  be  difficult  to  avoid  making  the  same 
mistake  again. 

In  the  present  case  we  acted  on  the  principle  that  it  is  always  wise 
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to  nmove  any  possible  cause  for  itw  patient's  s>'inptonis  before 
milling  ourw:l\'es  absolutely  to  any  diagnosis,    7'be  result  b  shown 
by  the  rtulf.omc. 

Outcomc.^Ad  tooa  as  the  bowds  were  thorougbly  evacuaicd  by 
cascara,  olive  oQ,  i  ounce  twice  a  day,  and  enemata,  vomiting  ceased; 
and  «-ithin  a  week  the  patient  was  eating  ra%i-nuusl}'  witbuut  any  dis- 
trc^  or  nausea.  The  bowels  continued  to  be  very  slug((ish.  She  wu 
advised  to  eat  a  great  deal  of  grtcn  vegetat^es  and  as  miKh  tat  as  site 
could  tolerate. 

Diagnosis. — Constipation  (neurosis?). 


narrrsTrk 

"  I  ■  ■  ;  ;  :  :  : 


Case  325 

.\  housewife  of  thirty-eight,  of  good  family  hisloiy,  was  linu  seen 
April  at.  t9oS.  She  had  pleurisy  six  years  ago  and  a  stDl-ltom  child  a 
year  ago.  &ioice  when  she  has  been  nervous  and  troubled  with  iitdigc*- 
don.    For  three  weeks  she  has  had  a  great  deal  of  indigestion,  accom- 

piinied  by  " smolliering  feelings  around  ihc 
heart."  For  ten  days  »hc  has  vcmiu-d 
c\Tr>'thing  taken  into  tlve  stomach,  averag- 
ing ten  atL-icbi  in  twent>--four  houn.  f.vat 
wmter  is  rejected.  She  has  sometimes  %-Dmited 
as  much  as  a  quart  of  undigested  food  and 
once  almut  a  tcaspoonful  of  bright  lilood 
which  her  phxsician  said  came  from  her 
throat.  Her  indigestion  and  smothering  feel- 
ings arc  worse  after  eating  and  are  rriievrd 
by  vomiting.  She  b  \vry  consti|Kitcd  and 
bdches  much  gas.  During  these  three  weeks 
there  has  been  palpitation  of  the  heart.  ,M 
the  beginning  of  this  sik-II,  ten  da>'s  ago.  she 
also  had  numbness  of  the  right  leg  and  left 
arm  for  two  days. 

When  sixteen  years  old  she  had  swollen 
glands  in  the  neck,  which  discharged  for 
about  two  years. 

The  patient  is  obese,  the  right  pu^wl  slightly  larger  tlian  the  left, 
ImU)  reacting  nonnaQy.  There  arc  four  .small  irregubir  scan  on  the 
left  side  of  lite  neck. 

The  heart's  apex  k  in  the  fifth  space,  {  inch  outside  the  midclavicular 
line.    The  sounds  are  normal.    There  are  no  murmurs.    The  lungs 
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and  abdomen  are  normal;  reflexes  are  nonnal.  The  stools  give  no 
reaction  to  guaiac. 

(For  temperature  see  Fig.  168.) 

DiscusBion. — An  essential  element  in  diagnosb  is  here  omitted: 
we  have  no  account  of  the  urine  or  of  the  blood-pressure,  although 
there  is  apparently  a  slight  cardiac  enlargement  which  might  suggest 
a  chronic  nephritis  as  the  cause  of  the  vomiting.  Thb  hypothesis, 
however,  was  at  once  upset  by  the  n^ative  result  of  urinalysis. 

Gastro-intestinal  troubles  of  the  type  here  recorded  are  not  infre- 
quently the  first  and  most  obscure  manifestations  of  a  tuberculous  infec- 
tion. It  is  very  probable  that  she  suffered  from  a  cervical  adenitis, 
tuberculous  in  origin,  when  she  was  sixteen.  The  history  of  a  dis- 
charge from  swollen  neck  glands  and  especially  the  duration  of  the 
discharge,  together  with  the  present  evidence  of  scars  in  the  neck,  leaves 
no  considerable  reason  for  doubt  upon  this  point.  If  she  is  correct  in 
supposing  that  she  had  pleurisy  eight  years  ago,  the  probability  of 
tuberculosb  still  lingering  somewhere  in  the  system  is  still  further  in- 
creased. 

I  do  not  think  it  is  possible  absdutely  to  exclude  tuberculosis  as  the 
cause  of  symptoms  in  this  case,  and  I  am  aware  that  some  persons 
would  consider  the  variations  in  temperature  shown  in  the  accompany- 
ing chart  as  sufficient  to  constitute  additional  evidence  favoring  tuber- 
culosb. On  the  whole,  however,  it  seems  to  me  that  the  evidence  is 
insufficient.  A  very  large  number  of  patients,  demonstrably  not  tuber- 
culous, have  as  much  temperature  as  thb  chart  shows  owing  to  any  of 
a  variety  of  causes.  Repeated  examinations  of  the  lungs  and  other 
viscera  revealed  absolutely  nothing.  The  patient's  nutrition  was 
excellent.  I  very  much  doubt  whether  she  had  any  more  tuberculosis 
than  the  rest  of  us — i.  e.,  whether  it  was  present  in  any  active  form  or  was 
responsible  for  any  of  her  symptoms. 

The  still-bom  child  and  the  irregular  pupils  compel  us  to  consider 
for  a  moment  the  question  of  syphilis,  but  neither  on  questioning  nor 
by  examining  the  sites  at  which  syphilis  most  often  leaves  evidences 
of  itself  could  we  find  any  reason  further  to  entertain  this  suspicion. 

The  patient  presented  many  neurotic  characteristics  not  easily 
to  be  described.  Whether  these  were  the  cause  of  the  constipation 
or  its  results  I  cannot  say;  the  question  seems  to  me  usually  unanswera- 
ble in  such  cases.  The  sensible  thing  to  do,  however,  is  to  attack  the 
symptom-complex  at  any  and  all  of  its  vulnerable  points.  Let  us  begin 
with  the  constipation. 

Outcome. — ^The  patient  was  given  a  high  oil  enema,  6  ounces, 
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followed  by  a  suds  enema.  Her  gastric  dbtress  wus  relieved  bj-  )  drun 
o(  essence  of  pcppcntunl.  She  was  given  fluid  extract  of  cascan  and 
the  cncmatu  continued  daily.  Vndcr  tliis  treatment  the  patient  waa 
able  to  take  liquid  and  soft  solid  diet  and  by  the  twenty-fifth  could  ' 
anything  with  rdi:ih. 

By  the  twenty-ninth  all  sj-mptoms  had  disappeared,  allliough  ifi^ 
patient  «ttll  fdt  somewhat  weak.      , 

Diagnosis.— ConsdpatioD  (neutxnis?). 

Case  326 

A  Canadian  Ixjt-makcr  t>s-cnly-sevcn  years  old  entered  the  hospital 
October  14,  1907.  He  lost  one  sister  of  consumption  some  yean  a^ 
yis  mother  now  suffers  from  "asthma";  otherwise  his  (amity  history 
ia  good,  and  he  iiimself  has  a]wa>*s  been  well,  sive  that  for  tlie  {last  im 
yieais  he  has  hawked  up  a  good  deal  of  yellow  material  from  bis  throat. 
He  smokes  and  chew«  five  cents*  wortli  of  tobacco  a  day.  His  habits 
are  othertnise  good. 

Vi^\t.  days  ago,  wliilc  at  work  and  in  his  usual  health,  lie  heaune 
nau^ated  and  vomited,  the  \-onutus  consisting  of  the  food  last  eatea 
He  kept  at  work  that  day  but  felt  weak  and  lias  not  tried  to  work  since 
then.  The  first  night  he  frit  fc^'crisl1,  but  he  has  not  noticed  tliis  since 
that  time.  The  nausea  and  \-omiting,  howexTr,  haw  continued  and 
have  been  especially  troublesome  in  the  morning.  He  has  do  sc«m 
pain,  but  a  slight  soreness  in  tlie  ejiigastrium,  mther  more  to  the  right 
than  to  the  left,  ascribed  by  him  to  retching.  There  has  iwcn  no  chill 
and  no  cough.  His  bowels  Iiave  l»en  mther  loose  for  the  last  two  dajn, 
He  has  not  been  jaundiced. 

On  examination  the  temperature,  pulse,  respiration,  and  Uood  an 
all  normal,  'llic  urine  shows  a  vcr>'  slight  tmce  of  bile,  and  on  careful 
examination  of  the  eyes  a  slight  yellowing  of  the  conjunctivae  over  the 
peripbenl  portion  of  the  eyeball  is  disceniod.  Near  the  iris  there  b  no 
ydlowness. 

The  inosils  are  alighlljr  enlarged  and  reddened.  The  heart  and  lungs 
show  notliing  abnormal.  The  alidomen  is  slightly  rigid  Just  bdow 
the  right  costal  margin  and  there  is  some  tenderness  at  that  point.  No 
soreness  or  spurn  i«  fdt  elsewhere.  The  liver  dulness  extends  ooe  or 
two  fingcrbrcadths  bdow  the  costal  margin,  but  no  liver^ge  can  be 
fdL 

Discussion. — The  presenting  symptoms  are  vomiting  and  Ue 
In  tlie  urine.  'Whether  we  shall  call  the  condition  jaundice  depends 
upon  our  definition  of  tius  w-ord.    In  all  the  more  marked  cases  In 
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which  the  conjunctiva  is  stained  by  bile-pigment,  the  discoloration 
extends  not  only  over  the  deeper  and  less  easily  visible  portions  of  the 
sclera,  but  up  to  the  outer  border  of  the  iris.  In  milder  cases  there  is 
a  ring  of  white  or  bluish-white,  -unstained  sclera  aroimd  the  iris.  But 
if  the  yellow  cdoratlon  outside  this  ring  is  well  marked,  we  do  not 
ordinarily  hedtate  to  call  it  jaundice.  The  doubtful  cases  are  those 
in  which  it  is  only  by  drawing  back  the  eyelids  and  by  getting  the  patient 
to  turn  the  eye  as  far  as  possible  to  one  side  that  any  ydlow  coloration 
can  be  seen.  In  most  of  these  cases  the  tint  is,  moreover,  a  very  pale 
(me.  Our  hesitation  is  further  increased  because  we  find  so  many 
cases  of  this  type,  if  once  our  curiosity  is  aroused  to  look  for  them.  Never- 
theless, it  seems  to  me  that  the  only  defensible  course  is  to  use  the  word 
jaundice  whenever  any  degree  of  yellow  discoloration  is  visible  in  the 
sdera. 

Proceeding  on  this  basis  we  may  say  that  the  case  under  considera- 
tion is  characterized  by  vomiting  and  jaundice  occurring  without  other 
notable  symptoms  in  a  workingman  of  twenty-seven.  Gall-stones 
are  iinusual  at  this  age,  and  we  have  no  tenderness  or  palpable  mass 
in  the  region  of  the  gall-bladder,  no  evidence  of  hepatic  enlargement, 
and  no  characteristic  biliary  colic.  Nothing,  indeed,  suggests  any 
local  trouble  except  the  slight  rigidity  below  the  right  costal  margin, 
and  we  have  no  fever  or  other  constitutional  manifestation  of  infection 
in  the  biliary  tract. 

Under  these  conditions — t.  e.,  when  jaundice  occias  without  any 
obvious  cause,  without  any  marked  toxemia  or  other  evidence  of  infec- 
tion, without  any  change  in  the  shape  or  the  size  of  the  liver,  and 
without  any  evidence  of  gall-stones — it  has  long  been  customary  to  make 
a  diagnosis  of  catarrhal  jaundice.  That  the  condition  so  named  often 
gives  rise  to  very  persistent  nausea  with  or  without  vomiting  is  a  familiar 
fact  Therefore,  although  we  do  not  know  what  we  mean  by  the  term 
"catarrhal  jaundice"  in  the  sense  of  understanding  its  pathology,  it 
is  reasonable  to  use  the  term  in  a  case  of  this  kind,  at  any  rate  as  long 
as  nothing  more  serious  appears  in  sight.  If  the  jaundice  does  not  go 
off  witiiin  six  weeks,  we  begin  to  fear  that  something  more  important 
is  behind  it — viz.,  gall-stones  or  cancer.  During  those  six  weeks, 
therefore,  our  diagnosis  always  rests  on  shaky  foundations;  indeed, 
it  is  never  confirmed  until  the  patient  is  well. 

Since  examination  has  revealed  no  sufficient  reason  to  fear  that  the 
vomiting  in  this  case  results  from  any  deeper  and  more  obscure  lesion 
of  the  gastro-intestinal  tract,  kidney,  heart,  or  brain,  catarrhal  jaundice 
seems  to  be  our  best  working-and-talking  hypothesis. 
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Outcomt. — The  patient  wus  ji^van  a  diet  in  whkh  carbohydnte 
and  tat  were  coni^dcrably  rntrktcd;  calomel,  )  ^in  every  liftcen 
minutes  until  ten  dotn-s  were  taken,  folloxvH  in  lialf  an  liour  by  )  otuu'c 
arliftcial  Carlslad  salts,  and  each  morning  thcrcafu-r  by  30  gnim 
of  sodium  phosphate  and  an  cnenu  of  plain  water  made  5  degrco 
cooler  each  day  up  to  the  limit  of  tolerance.  On  the  second  day  he 
was  Riv-en  dilute  muriatic  acid  5  minima,  with  1  dram  of  tluid  utnci 
of  taraxacum  after  each  meal. 

By  the  twenty-fourth  the  jaundice  and  other  s)Tnptoms  had  practically 
disappeared. 

Dlacootls.— Calairfaal  jaundice. 

CaM  327 

A  scwinK  woman  of  thirty-six  entered  the  hoepilsl  January-  6.  1908. 
She  had  lost  one  sister  of  comumption  seven  yeare  ago.  Her  bmily 
history  tit  otherwise  ((ood.  fhc  laticnt  has  alwa^-s  been  strong  and 
well  and  was  in  comfortable  circumstances  until  the  lime  of  the  San 
Frantisco  earthtjuake  in  April,  1907,  when  she  lost  evcrylhing.  In  the 
past  year,  though  working  very  hard  at  sewing,  she  has  been  unaUe 
to  earn  enough  to  give  henelf  projwr  food  and  lodging.  Her  men- 
«>truation  has  always  been  regular  until  recently,  but  its  last  apjieaimocc 
was  two  months  ago. 

For  the  past  four  months  she  has  been  very  much  run  down  and  M 
nervous  that  she  has  not  l)een  able  to  work,  though  she  has  not  been 
constantly  in  bed  for  any  length  of  time.  She  was  in  a  hoapltal  during 
the  whole  of  July  and  August,  and  was  somewhat  better  after  her  stay 
there,  but  not  able  to  work. 

Up  to  (wo  weeks  ago  she  had  no  symptoms  except  weakness  and 
an  occasional  headache.  Two  weeks  ago  she  began  to  vomii  and  has 
continued  to  do  so  vciy  frcf(uentJy  everj-  day  since,  rejecting  all  thai 
«.he  eat*  and  considerable  yellow  and  whidsli  material  besides.  She 
has  seen  no  blrxxl  in  the  vomitus  at  any  time.  Her  abdomen  fs  wrr 
alt  over,  but  there  is  no  pain  anywhere.  Since  the  vomiting  begu 
the  bowels  have  moved  once  in  mo  or  three  da>'S.  She  has  no  head- 
ache. Her  eye-sight  is  good.  She  has  taken  only  cereals,  milk,  and 
water  for  the  pa^tt  two  weeks. 

There  b  a  faint  tremor  of  the  lips  and  hands;  welt-marked  arterU 
pulsation  in  the  ncrk.  The  aortic  second  snund  is  accenltiutcd.  TTierr 
is  considerable  pigmentation  of  the  aMominal  wall  aVml  tlie  lu^rl. 
The  urine  shows  a  strong  reaction  for  acetone  and  diacetic  acid;  the 
amount   averages  jo  ounces  in  twenty-four  hours;   specific  K^i^Tilyi 
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from  1014  to  1017,  with  the  slightest  possible  trace  of  albumin,  a  few 
hyaline  casts  and  a  trace  of  sugar,  later  estimated  to  be  0.69  per  cent 

Visceral  examination,  including  the  pelvis,  b  otherwise  negative. 
The  blood  shows  nothing  abnormal. 

DiBcussion. — As  we  review  tiie  results  of  physical  examination,  the 
first  point  worthy  of  note  is  the  tremor  of  the  lips  and  hands  and  the 
violent  arterial  pulsation  in  the  neck.  In  women  of  this  age  such  hints 
should  always  lead  us  to  examine  the  eyes  for  slight  degrees  of  exoph- 
thalmos, to  scrutinize  the  neck  for  unobserved  goiter,  and  to  coimt  the 
pulse  imder  various  conditions — all  with  reference  to  a  possible  Graves' 
disease  (hyperthyroidism)  in  larval  form.  Such  a  search  was  here 
undertaken,  but  was  fruitless. 

The  urine  contains  sugar  and  acetone  bodies.  Is  it  possiUe  that 
we  are  dealing  with  a  diabetes,  and  that  the  vomiting  is  due  to  that 
diseased'    Against  it  we  may  range  the  following  evidence : 

(a)  The  cardinal  symptoms  of  diabetes — thirst,  polyphagia,  pdy- 
uiia,  and  emaciation — are  absent. 

{&)  The  amount  of  sugar  in  the  urine  is  very  small,  although  the  diet 
has  not  been  in  any  way  restricted, 

(c)  Severe  constitutional  manifestations — such  as  vomiting  and  head- 
ache— appear  in  diabetes  late  in  the  coiu^e  of  the  disease,  after  the  car- 
dinal symptoms  have  been  manifested  for  a  considerable  period. 

(rf)  Acetonuria  is  very  common  as  a  result  of  severe  and  prolonged 
vomiting  from  any  cause. 

(e)  A  slight  glycosuria — such  as  that  here  present — is  not  at  all 
uncommon  in  persons  of  a  ner\'ous  temperament  and  under  any  unusual 
psychic  strain. 

There  seems,  therefore,  no  sufficient  reason  to  treat  this  patient  as 
a  diabetic.  But  if  we  are  to  disregard  the  acetonuria,  the  glycosuria, 
and  the  tremor  and  find  no  reason  for  supposing  them  to  point  to  any 
organic  disease  which  might  account  for  the  vomiting,  there  seems 
to  be  nothing  left  but  that  old  and  much-overworked  hypothesis — 
neurosis.  This  is  made  a  little  more  plausible  than  ordinary  in  the 
present  case  because  the  patient's  circumstances,  the  nature  of  her  work, 
and  the  tragedy  through  which  she  passed  nine  months  before  are 
such  as  to  favor  the  development  of  a  nervous  breakdown.  There  seems, 
on  the  whole,  to  be  no  better  basis  for  work  and  talk. 

Outcome. — The  patient  was  given  a  diet  of  milk,  one-third  lime- 
water,  4  ounces  every  two  hours.  The  bowels  were  moved  by  enemata. 
Within  twenty-four  hours  she  was  so  much  improved  that  she  could 
take  an  ordinary  mixed  diet.    Trembling  and  nervousness  markedly 
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lessened;  acetone,  diocctic  acid,  and  sugar  dUapjieared  n-iihm  Umc 
days  on  full  diet  She  was  somewhat  sleepless,  but  was  helped  by  15 
grains  of  trional  (or  two  nights,  after  whtcli  she  slept  fairiy  wcU  witboQt 
any  hj7>notic. 

On  the  dcvcnlh  the  patient  was  allou-cd  to  sit  up  in  bed.  On  the 
fifteenth  she  tried  to  walk,  but  was  very  dizry  and  weak.  On  the 
twentieth  she  was  able  to  walk,  and  ihcrvaftcr  gained  rapidly. 

Diagaosi8.--Kxhauslion. 

Case  328 

A  muMcian  of  fifty  entered  the  hospital  August  4,  igo6.  The  dunily 
hUtory  and  [last  histor}-  urr  good.  He  denies  alcohol  and  ^laicrtal 
diaeass. 

.K  week  ago,  williout  known  cause,  hr  nas  suddenly  wijsed  with 
colicky  epigastric  jiain,  nausea,  and  vomiting,  Since  that  time  be 
has  vomited  everjlhing  that  he  has  eaten.  There  ha»  been  voreneaa, 
but  no  marked  alxlominal  fain,  and  no  bluod  in  the  vomitus. 

He  ga\'e  up  work  (nv  diiys  ago.  This  morning  be  began  to  hiccup 
and  has  continued  for  the  past  two  hout&  He  has  never  hod  a  similar 
attack.  His  genenil  hoiilth  has  Iwen  good.  During  the  first  four  day* 
of  this  attack  he  had  diarrhea. 

On  examinuiinn  tlic  patit-nt  is  thin  at>d  wiry.  His  pupils  are  iJightly 
irregular  and  react  sluggishly.  1'here  is  no  leadline,  llic  glatKis 
in  the  neck,  axilLv,  and  groins  urr  {ial|iable.  but  not  enlaigcd. 

The  (hest  and  alMlomcn  show  nothing  abnormal,  although  there 
Is  some  teftdemess  in  the  lower  jxiriion  of  the  abdomen  and  Uie  sharp 
edge  of  the  liw  is  {lalpable  on  deep  inspiradon. 

The  knee-jerks  are  li^-cly,  the  fundus  ocuti  negatiiT,  likewise  (he 
tjood  and  urine.  Within  a  couple  of  days  the  [xiin  was  gone,  the 
(iBticnt  vtry  hungry,  yet  he  vomited  when  solid  food  was  giwn  lo  him. 

Discussion.— At  thi-t  man's  age  the  swlden  occurrence  of  vomiting 
makes  us  think  first  of  all  of  cvrcbral  or  cardionmal  disease,  but  we 
find  no  confirmation  of  this  idea  in  the  results  of  objective  rnvTstigaliai. 

Gall-sinner  is  a  jiossibility  to  be  reckoned  with,  but  on  that  hy- 
pothesis it  b  hard  to  cxjtlain  tvhy  the  vomiting  Nhould  ha^T  continued 
for  a  week  after  the  [loin  has  ceased.  The  same  difficuliy  confroota 
us  if  we  try  lo  reason  that  chronic  appendicitis  or  nephrolithioiia  tatj 
have  produced  the  [nin.  For  i>eptic  ulcer  in  the  stage  of  perfontloo 
the  local  nunifeslations  arc  not  sutficJcntly  acutcand  definite;  for  any 
other  stage  in  the  course  of  this  disease  the  symptoms  are  too  violent 
and  the  vomiting  too  continuous. 
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I  mentioD  the  phrase  "ptomain  poisoning"  because  I  have  so  fre- 
quently heard  it  used  in  cases  of  this  kind,  as  well  as  in  perforati\ne 
appendicitis,  intestinal  obstrucdon,  and  other  acute  abdominal  emergen- 
cies. The  phrase  seems  to  be  a  favorite  "blind"  behind  which  our 
ignorance  or  enx)r  may  be  concealed.  I  have  never  yet  known  a  single 
case  in  which  the  diagnosis  was  justified  by  any  sufficient  chemical 
examination  either  of  the  food  supposed  to  be  respon^ble  for  the  trouble 
or  of  the  contents  of  the  gastro-intestinal  tract. 

The  patient  has  not  been  constipated,  exhausted,  or  neurodc;  he 
is  not  at  all  of  the  type  that  vomits  for  lack  of  any  other  occupation. 
We  may  be  forced  to  make  the  unsatisfactory  diagnosis  of  gastroneurosis, 
but  sot  until  all  other  possibilities  are  exhausted. 

Tabes  dorsalis  with  gastric  crisis  was  at  first  seriously  considered, 
but  oiu"  seriousness  was  disturbed  by  the  liveliness  of  the  knee-jerks. 
This  symptom  being  out  of  agreement  with  our  diagnosis,  there  appeared 
to  be  nothing  but  the  sluggish  light  reaction  of  the  pupils  on  which  to 
base  the  diagnosis  of  tabes.  There  were  no  lightning  pains,  anomalies 
of  sensation,  or  sphincteric  disturbances.  Several  confirmatory  points 
had,  however,  been  overlooked,  as  was  shown  by  the  outcome. 

Outcome. — It  was  subsequently  discovered  that  the  Achilles  jerk 
was  absent.  The  Wassermann  reaction  was  positive,  and  the  spinal 
fluid  showed  an  excess  of  lymphocytes. 

The  vomiting  perskted,  though  less  frequently,  until  the  fifth  of 
September.  After  that  it  ceased  and  convalescence  was  rapid.  Re- 
peated examinations  of  the  urine  were  negative.  No  treatment  that  was 
given  seemed  to  help  him. 

Diagnosis. — Tabes  with  gastric  crisis. 

Case  329 

An  Irish  laborer  of  forty-three,  of  good  family  hbtory,  entered 
the  hospital  November  15,  1907.  He  has  had  no  disease  of  im- 
portance, though  he  has  been  in  several  dynamite  explosions  and 
sustained  various  wounds  and  bums.  Within  the  last  eight  years 
be  has  taken  no  alcohol,  and  before  that  never  drank  to  excess.  He 
denies  venereal  disease. 

Since  the  last  explosion  in  which  he  was  involved  ten  months  ago 
he  has  vomited  once  or  twice  almost  every  day,  generally  in  the  morning 
before  breakfast.  The  vomitus  consists  of  greenish  mucus;  it  some- 
times contains  food  eaten  many  hours  before.  He  has  seen  no  blood. 
His  bowels  are  rather  loose,  mo\'ing  three  to  seven  times  a  day.  He 
has  no  pain,  a  fair  appetite,  and  he  has  kept  at  work  until  seventeen 
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days  ago,  when  the  vamiting  became  almost  incessant  and  he  bod  to 
give  up. 

On  examination  the  leropeiature,  pulse,  respiration,  blood,  and  urine 
art  nonniil. 

The  patient  is  obese,  shows  many  powdcx-marks  about  hb  right 
eye  and  some  scan  in  the  cornea  of  both  eye»,  which  he  nj-s  are  due  to 
the  old  explosion. 

Emminalion  of  the  nen-ous  system  and  internal  NiKera  is  through* 
out  nej^tivc.  No  contents  could  be  obtained  by  the  stomach-tube 
from  the  Eo&tiofC  stomach,  which  hdd  only  36  ounces  witliout  rlbtrcss. 
After  a  test-meal  the  gastric  contents  showed  free  HO,  o.iiS  per  ceoi. 

Discussion. — Is  it  wise  to  believe  the  patient's  story  on  the  subject 
of  alcolmltr  indulgence?  Is  it  not  more  probable  that  the  patient's 
vomiting  is  due  to  the  cause  usually  discoverable  in  such  asatf  How- 
ever this  may  be,  it  ^ould  be  noted  that  vomitin;;  continued  in  the 
hospital  after  the  alcohol  had  been  withdrawn.  Moreover,  hh  family 
and  Trit-nfU  confirmed  his  account  of  hts  h.-ibiL4. 

I  have  never  known  concealed  moqjhinisni  In  a  man  of  lliis  qrpe, 
Kevcrthdess,  it  b  always  a  |x»ssibility  to  be  reckoned  with  in  case  of 
unexplained  vomiting,  especially  if  there  are  wide-spread  pains,  insomnia, 
and  great  restlessness  associatc<l  with  it. 

A  point  of  special  importance  Is  the  patient's  obesity,  which  proves 
pretty  condusiwiy  either  that  hb  vomiting  has  occurred  on  an  empty 
stomach  indc[x'mlent  of  food,  or  that  he  has  not  ejected  the  whole  of 
many  meals.  Many  a  jaatient  fails  to  take  account  o(  the  difference 
between  emptying  tlie  stomach  and  merely  sjiilling  over,  as  a  baby  does, 
the  excess  of  what  has  lieen  eaten.  This  ex[)(arn.4  the  astonishinj*  dis- 
cre]>*my  often  confronting  us  between  the  patient's  account — "I  haw 
vomitt-d  every  meal  I  have  taken  for  weeks" — and  the  excellent  strtngth 
and  nutrition  of  his  tissues,  and  spares  us  the  necessity  of  assuming  tlut 
he  is  lying  or  consciously  cxaggeradng. 

As  we  go  over  the  cam:  aFrrsli  after  a  fruitless  search  (or  organic 
lesions,  we  note  that  his  vomiting  Followed  immediately  upon  a  dynamite 
exploaion.  Funher  inquir)*  may  jterhaps  slum-  that  deep  impressions 
made  at  that  time  may  be  connected  with  the  habit  and  practice  of 
vomiting— tlmt,  in  other  words,  wc  may  be  dealing  with  a  liaumatk 
neurosis.  This  must  not  be  assumed  without  a  careful  >tx>dy  of  the 
patient's  mental  attitude,  as  it  is  apt  to  W  rrv'caled  on  close  queslionlag 
about  the  accident  and  what  has  hapfwned  since.  It  would  Hccm  stnuige 
that  a  man  who  has  been  through  ec<>XTid  explo&ions  sliould  lose  hb 
nerve  for  the  first  lime  in  the  la.^t  orte.    Only  further  inc|uir>'  and  cxpcri- 


ment  can  decide.    Such  an  ioquiiy,  though  in  tatfa 
form,  was  undertaken. 

Outcome. — .After  some  preliminary  questioning, 
gave  the  patient  a  Ions  explanation  of  the  theory  an 
malic  neuroses,  exjiluining  the  supposedly  nervous  or 
development  of  the  trouble.    The  patient  accepted  e 
told  him  a  absolute  truth,  and  bcKiin  at  once  to  cat  an 
any  discomfort  or  vomitin;;,     .\fter  four  days  of  en 
symptoms  he  was  discharged  well. 

Diagnosis. — Traumatic  neurosis. 

Case  330 

A  married  woman  of  fifty-one  entered  the  hosp: 
Her  family  history  is  good,  and  she  has  always  In 
she  has  been  subject  lo  belching  and  nausea  for  m 
amount  of  ({aH  that  forms  itt               v 

^33^       J 

er  an  abbreviated       ^^| 

the  house  officer  ^^| 
d  practice  of  trau-  ^^| 
gin,  structure,  and  ^H 
verylhing  that  was  1 
d  to  <>moke  without  ^H 
tire  freedom  from       ^H 

tal  July  15,  1Q08.  ^H 
-en  well,  although  ^^| 
^ny  years.     "The        ^^| 

my  stomach  is  beyond  belief,"        ST  jjjjj  ^  4  mu 

snc  says,     r^re  nas  taken  uiree            "^ ^  '  — 
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1        et                If               t    , 

cups  ol  coHec  and  lour  ol   lea                           

J 
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daily.    She  passes  water  two  or        \  ^ 
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three  timesat  nipht     Catamenia          1 1— 5    _    _, 

^^^^H 

,,                                                             '  -  -i'-'i'-  ii'V 

^^l^^^l^?^              ■ 
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i/unng  the  past  winter  and            ^         ' 

^^^^H 

^^^^H 

sprmg  she  was  having,  as  usual,            „ 
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a  ?ood  deal  of  trouble  with  cas           m 
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and  distention  of  the  stomach,         ;  -  J-ji-i?' 
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end  of  May  she  had  an  attack            " 
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of  "Moiiling'' somewhat  severer         ;  ^ 
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1 

panied  by  epigastric  pain  and  by        ■  ■  ''^ -^^  ^^ 
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Ihi*  Ume  she  was  put  on  a  milk               ''^-  "-o  -chn 
diet  and  stayed  in  bed.     Seven  weeks  ago  she  was  pu 
and  this  was  continued  in  the  Hale  Hospital  at  Ha 
four  weeks.     She  has  gradually  vomited  more  and  frc 
what  she  eats  or  drinks,  even  in  the  absence  of  all  foe 
has  always  been  allowed  to  take  water  by  mouth.     .- 
her  vomitus  is  green  and  bitter,     .'\bout  three  weel 
about  a  teaspoonful  of  bright  blood  in  the  vomitw 
whlrh  has  been  gi\'en  in  considerable  quantities  for 

t  on  rectal  feeding,        ^^| 
verhill  for  the  last        ^H 
quently,  no  matter        ^H 
)d  by  mouth.    She              J 
U  the  present  time 
cs  ago  she  noticed 
>.     Even  morphin, 
the  last  week,  has 
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not  suflkcd  to  cootrol  vomiting.  Sh«  continues  to  have  gnawing  pain 
tn  the  epigastrium,  running  up  the  stcroum  tu  the  throat. 

On  examination,  tlic  lemptnitun:  is  ioi°  F..  the  pulse  88,  nspin- 
tion  94.  The  patient  ij.  obese;  the  pupils  small,  hut  reacting  nonnally. 
Her  lungs  and  other  internal  \-Jscera  rfiow  nothing  abnonnaJ.  The 
blood  is  negative,  likewbie  the  urine,  except  for  the  presence  o(  a  smaJl 
amount  of  acetone  and  diacetk  acid.  The  guaiuc  test  in  the  stool  and 
\-omitus  is  negative. 

Discussion.— In  a  patient  who  v^omits  with  a  temperature  of  101  **  F., 
infectious  diM^use  is  the  first  possihilitj'  to  be  investigated,  I  ha%t 
rci>catcdly  seen  a  case  which  t\imed  out  to  be  pneumonia,  but  in  whicli 
constant  nausea  and  vomiting  were  the  only  complaints  for  three  days, 
cough  and  signs  of  soltdificalioa  being  wholl)'  absent.  Less  fre(]ucnil}' 
one  sees  the  some  prolonged  nausea  at  the  outlet  of  ty|)})(Md  or  malaria, 
and  tn  children  in  almost  any  infection.  E\x-n  if  physical  examinatko 
is  at  first  wholly  negati%'e,  we  should  su»]>end  judfpnent  a»  long  as 
the  temperature  remains  dcvatcd,  and  continue  to  watch  for  the 
development  of  some  Hi^tinctivc  s}'m|>tom  Ijelraying  infectioa.  Vomit- 
ing itself  does  not  produce  fever. 

Some  type  of  organic  gastric  disease  or  some  of  the  cxlngastrlc 
lesions  simulating  it  should  next  be  looked  for,  although  at  Fffesenl 
there  seems  nothing  definite  enough  on  which  to  base  a  conjecture. 

Lea\-ing  these  possibQitics  for  the  present  undecided,  1  wisb  to  caB 
attention  to  two  points  of  interest: 

(a)  Thjit  slic  has  had  morphin  enough  in  tlie  p«sl  week  lo  prevrni 
her  vomiting  from  ceasing  if,  by  chance,  it  showed  any  tendency  to  do 
so. 

(6)  That  she  a  still  obese  and  has.  therefore,  in  all  prolwbtlily 
retained  and  absorbed  more  food  than  her  account  would  otherwise  lead 
us  to  suppose. 

Since  morphin  may  check  pain  or  vomiting,  many  physicians  are 
slow  to  realize  tliat  when  continued  more  than  a  few  days  it  hu  a 
tendency  to  prodiue  in  many  persons  both  pain  and  vomitinK* 

The  first  move,  therefore,  should  l>e  to  stop  the  morphin  and  i>tudy 
the  condition  of  the  patient  when  free  from  its  influence.  Ttie  sLec  and 
functions  of  the  stomach,  the  temperament  and  habits  of  the  patient, 
must  be  learned.  Thus  the  diagnosis  may  be  more  defmildy  outlined. 
But  as  a  working  hypothesis  I  think  we  have  already  e%'idence  enough 
to  justify  us  in  following  the  due  given  by  her  account  of  her  own  flatu- 
lence. A  history  of  this  kind  usually  points  to  a  habit  neurosis  dependenl 
upon  cribbing. 
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Outcome. — ^The  patient  was  found  to  be  swallowing  air  constantly, 
^e  was  given  at  once  a  liberal  diet  of  liquids  and  soft  solids,  with  a 
bitter  tonic  before  meals,  Buid  extract  of  cascara  for  her  bowels, 
and  HoSmann's  anodyne,  a  dram  at  night,  if  needed,  for  gas  and 
distress. 

In  the  four  days  following  her  entrance  to  the  hospital  the  patient 
vomited  only  once. 

Examination  with  the  tube  showed  no  fasting  contents,  no  enlai^e- 
ment  of  the  stomach,  and  after  a  test-meal,  free  HCl,  0.12.  The  patient 
was  kept  for  some  time  in  the  hospital  on  account  of  the  slight  fever, 
which  continued  for  something  over  two  weeks,  but  in  every  other  way 
she  seemed  entirely  well,  and  regained  her  conlidence  before  the  twen^- 
fifth  of  July,  when  she  was  allowed  to  go  home.  The  cause  of  fever 
was  not  round. 

Diagnosis. — Gastric  neurosis. 

Case  331 

A  single  woman  of  thirty,  formerly  a  buyer  for  a  dry-goods  house, 
entered  the  hospital  March  i,  1907.  Four  years  ago  she  weighed  135 
pounds  and  was  strong  and  vigorous.  She  then  began  to  have  frequent 
stomachaches  and  much  doctorii^,  both  of  which  have  continued  and 
got  worse  each  year.  She  had  an  osteopath  for  two  years,  with  consider- 
able relief  to  her  stomach  symptoms. 

For  the  last  year  vomiting  has  been  her  chief  symptom.  It  has  no 
relation  to  the  quality,  quantity,  or  time  of  food.  Some  days  she  can 
eat  and  retain  her  meals.  Other  days  even  a  mouthful  makes  her 
vomit. 

Three  weeks  ago  she  was  operated  on  for  a  floating  kidney.  Since 
tiien  she  has  vomited  everything.  She  is  convinced  that  the  operation 
was  unnecessary  and  harmed  her  stomach.  She  is  hungry  and  sleeps 
well,  but  is  very  weak  and  weighs  only  67  pounds. 

On  examination  the  patient  is  much  emaciated  and  nervous,  but  not 
despondent.  The  glands  in  the  neck,  axillse,  and  groins  are  slightly 
enlarged;  the  heart-sounds  weak  and  valvular;  a  systolic  whiff  is 
closely  confined  to  the  apex  region;  no  enlargement;  the  pulmonary 
second  sound  is  slightly  louder  than  the  aortic  second  sound. 

The  blood-pressure  is  95  mm.  Hg.  Occasional  riles  are  heard 
over  the  large  bronchi.     The  limgs  are  otherwise  negative. 

The  aorta  and  the  iliac  arteries  are  easily  palpable,  but  the  abdomen 
shows  nothing  abnonnai.  Hemoglobin,  75  per  cent.,  white  cells,  5200. 
Temperature,  pulse,  respiration,  and  urine,  normal. 


636 


OIFFEREMTtAL  DIAGNOSIS 


iv 


wv 


The  stomuch-tulw  showed  the  gastric  cjipacity  to  be  46  ounces. 
Th«  outlines  of  the  inflated  stomach  ^"VK  as  shown  in  the  accompuiyuii; 
diaKniin  (I^>S-  171)-  There  was  food  in  the  fasting  sinmach.  HCI  was 
absent  both  in  the  (asling  contents  .and  after  a  tcs-t-mcal.  There  was 
no  reaction  to  guaiac  in  the  stools  or  gastric  contcnte. 

Discussion. — Though  there  is  nothing  in  the  physical  signs  to 
suggest  lubcrculosia,  one  must  always  search  with  txUa  care  for  ca- 
dences of  tlii-^  di««it».'  when  a  patient  is  so  enuiciated  and  prcscnL<<  such 
marked  gastric  symptoms  at  the  a^c  of  thirty.  The  km  Uood-presstuc 
also  points  tn  the  same  direction,  hut  in  the  entire  absence  of  fc\'cr, 
without  more  dclJnite  physical  signs  in  the  li 
abdomen,  bones,  or  glands,  we  cannot  take  anot! 
step. 

Cancer  of  the  stomach  ts  verj'  rare  at  this  age. 
ytt  the  emaciation,  the  evidences  of  gastric  stasis, 
and  the  absence  of  h>'drochloric  acid  compd  us 
to  give  it  consideration.  As  l)caTin}(  on  this  nuvs- 
lion  it  b  of  importance  to  note  tliat  the  symplanu 
are  of  long  duration  and  gradual  onset — very  un- 
usually so  for  Rastric  caiKer.  The  good  appetite 
is  another  jwint  against  cancer,  likewise  the  atisence 
of  blood  in  the  slomach-conients  and  in  the  stools. 
The  pBticnl  is  so  thin  that  we  should  exjwct  Ui  feel 
a  tumnr  if  any  were  present,  especially  as  the  1 
has  lasted  so  long.  On  the  whole,  It  seems  well 
adopt  some  other  working  hypothesis. 

The  portion  of  the  upper  gastric  liorrter  nf 
the  stomach  proves  that  we  are  dealing  with  gas- 
troptosis  as  well  as  gastrectasb,  and  makes 
quite  possible  that  the  cnl;trgemcnt  may  be  due  wholly  to  the  dropping. 
Whether  an)  "*  bcni^  "  fonn  of  stenosis  is  present  at  the  pylorus  can  bai 
determined  only  by  |ttl|iation,  and  by  the  results  of  our  efforts  at  Induc-l 
ing  the  stomach  to  empty  itself  more  thoroughly.  Even  in  a  wann 
bad)  and  with  the  most  ficrfect  n-laxation  of  the  abdominal  walls,  t>o 
faiduntion  could  be  fdt  in  the  region  of  the  p>1anis,  which  was  unusually 
accessible  to  the  hand,  owing  to  the  lou-  position  of  the  wbole  organ 
(afterward  demuostiated  by  bismuth  and  x-ray  picture). 

As  a  result  of  these  investitnitions  and  of  a  good  many  studies  of 
patient's  mental  state  it  seemed  clear  that  we  were  dealing  with  a  ncie 
drde.    The   jwtient's   fruitless  reigrels  and   fulminations  about   the 
apparently  useless  opciation  doubtless  helped  to  a^ra\-ate,  and  were 
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in  turn  aggravated  by,  the  stasis  in  her  prolapsed  stomach.  Such  a 
vicious  circle  usually  has  some  pomt  of  least  resistance  either  on  the 
physical  or  the  mental  side.  We  break  it  by  striking  at  that  point, 
ascertained  by  experiment  or  as  a  result  of  previous  knowlec^e  of 
similar  cases.  In  the  present  case  it  seemed  well  to  attack  first  the 
gastric  stasis,  and,  by  conquering  that,  to  improve  the  general  nutrition, 
diereby  mitigating  the  mental  fermentation.  Other  cases  may  be  best 
attacked  from  the  mental  side. 

It  may  be  well  to  say  a  word  in  passing  of  the  dangers  of  under- 
taking any  operation  in  such  a  patient  except  in  genuine  emergencies. 
I  may  here  refer  to  the  interesting  and  suggestive  article  of  Dr.  Stuart 
McGuire  on  "Latent  and  Active  Neurasthenia  in  its  Relation  to  Sur- 
gery," Jour.  Amer.  Med.  Assoc.,  March  26,  1910.  As  the  result  of  a 
slight  orthopedic  or  cosmetic  operation  done  at  an  unfavorable  time 
in  a  neurasthenic  patient,  I  have  seen  acute  and  intractable  exacerba- 
tion of  all  the  patient's  previous  troubles  reinforced  by  a  host  of  new 
ones  which  tortured  the  patient  and  his  friends  for  a  year  thereafter. 
The  present  case  was  a  comparatively  mild  one  of  this  type,  but  I  have 
no  doubt  that  the  operation  made  her  far  worse  than  she  was  before, 
whether  the  kidney  remained  in  place  or  not. 

Outcome. — Under  daily  gastric  lavage,  liquid  and  soft  solid  diet 
for  the  first  two  days,  and  then  six  meats  with  dry  diet,  15  drops  of 
dilute  hydrochloric  acid  after  each  meal,  and  the  same  amount  of  tincture 
of  nux  vomica  before  meals,  the  patient  steadily  improved. 

The  food  residue  in  the  fasting  stomach  had  diminished  by  March 
19th  from  10  ounces  to  3  ounces.  The  patient  was  much  less  nervous, 
up  and  about  the  ward  daily.  On  the  twenty-third  she  weighed  79 
pounds  and  was  very  markedly  improved. 

Diagnosis.— Neurosis;  gastroptosis. 

Case  332 

An  Irish  teamster  of  forty-six,  of  good  family  history,  entered  the 
hospital  February  21,  1908.  He  has  had  attacks  of  stomach  trouble 
like  the  present  one  on  and  oS  for  ten  years;  nevertheless  he  has  kept 
at  work  practically  all  the  time,  has  smoked  35  cents'  worth  of  tobacco 
a  week,  and  averaged  one  whisky  a  day.     He  denies  venereal  disease. 

All  through  the  summer  and  autumn  his  stomach  was  in  bad  condition, 
but  for  the  past  four  weeks  he  has  been  having  an  increasing  amount  of 
distress.  He  vomits  abnost  daily,  often  four  or  five  times  a  day,  and 
usually  m  large  amounts — two  or  three  pints  at  a  time.  His  vomitus 
consists  of  food,  at  times  mixed  with  brownish  material.     Sometimes  he 
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seen  in  the  \'amitus  (ocxl  vatcn  forty-eight  hours  bcfon:. 
has  l>cen  no  blood  recognized  a<>  such. 

He  has  aJso  epigastric  pain,  which  radiates  to  the  back  and  abde 
severe,  but  always  relieved  by  vomiting.  Neither  pain  nor  vumit 
bears  any  relation  to  meals,  so  far  as  he  knows.  His  appetite  ts  excel- 
lent. Ht-  cats  evcrytiiing,  as  he  finds  that  lie  vomits  a»  much  mi  a  milk 
diet  as  when  eating  ><olid  food.  He  insists  especially  llialbcisall  ri^htif 
be  **  keeps  quiet,"  but  that  he  finds  it  liard  to  get  along  if  he  tries  to 
work.     Ne\'crthelc«i,  he  has  worked  up  to  February  aoth.     liisa\-( 

weight  is  135  [wunds.    Now  he  weighs  105,  tliou]^^ 
be  docs  not  think  that  he  has  lost  much  weight  of 
late. 

He  has  no  symptoms  except  those  above  mcniic 
On  examination  llie  patient  is  cmiiciulL-d,  with  ml 
dry,  somenhat  pole  skm;  the  cenncol,  axilUrr,  andj 
ingubo]  glands  are  slightly  enlarged.  Tbe  pupiU  are} 
nonnal  in  all  respects.  The  tonjfue  is  dean.  Tbaj 
arteries  are  palpable  and  tortuous.  The  bnchialt) 
show  a  lateral  excursion. 

I'hysical  examination  Is  otherwise  negative,  except 
[or  slight  rigidity  of  the  right  rectus  al>dominalis. 
^^'hitc   cells,   15400;    hemoglobin,  85  per  cenL; 

gZ  '. '.  "JTI       urine  ne);ative;    temperature  as  >ccn  in  the  accoin* 
m  '.  '.  f^^      ponying  chart. 
■iittjjtJ  Ejounioation  by  means  of  the  stomach-lube  showed 

that  the  stomach  held  60  ounces,  though  its  lower 
bordem-ached  only  to  the  level  of  the  navel  after  inl1a- 
tion,  and  no  fasting  contents  were  obtained,  .\ftcr  an 
Ewald  tc:st-meal  the  contents  showed  free  HCI,  o.a66  per  cent;  total 
acidity,  0.348;  no  reaction  to  guaiac.  On  examination  in  a  wann  bath 
a  hard,  irregular  mass  the  size  of  a  [jlum  was  felt  in  the  rif^ht  u[>ptf 
quadrant  of  the  abdomen.  It  was  ^-e^y  movable,  hut  not  tender.  It 
could  be  gras|>c«l  in  the  fingers  aod  mo^vd  (redy  from  a  jtoint  below 
the  umbilicus  until  it  disappeared  behind  the  ribs.  It  was  not  obliterated 
by  inflation  of  the  stomach. 

Discussion.— We  are  dealing   here  with  a  case  of  long-standing 
stomach  trouble  which  leads,  in  the  pultent's  forty-sbcth  year,  to  that  type 
of  persistent  vomitiag  which  poinfii  to  gastric  stasis  and  dilatation.    It 
is  to  be  noted  that  vomiting  relieves  jMiin  and  ts  associated  with  a  ^ood ' 
a|»petfte,  a  dean  tongue,  and  a  high  ga.<>lric  acidity.    The  presence  of  a 
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very  movable  intra-abdominal  tumor  is  the  chief  remaining  point  of 
importance. 

Tumors  of  extreme  mobility,  as  to  whose  nature  any  doubt  is  enter- 
tained, almost  always  turn  out  to  be  connected  with  the  pylorus.  Float- 
ing kidney  is  usually  recognized  with  ease  if  its  mobility  is  extreme,  and 
there  are  no  other  tumors  of  this  type.  Those  connected  with  the  gall- 
bladder may  have  considerable  mobility,  but  their  other  characteristics 
usually  serve  to  distinguish  them. 

Tumors  at  the  pylorus  result  either  from  cancer  or  ulcer.  Against 
cancer  in  this  case  is  the  long  duration  of  symptoms,  the  retention  of 
appetite,  the  high  acidity,  and  especially  the  marked  relation  to  exer- 
tion; but  as  we  know  that  cancer  may  become  ingrafted  upon  ulcer, 
it  does  not  seem  possible  to  be  any  surer  of  our  diagnosis  without  lapa- 
rotomy. On  the  whole,  though,  the  evidence  points  very  strongly  toward 
ulcer. 

Outcome. — On  the  twenty-eighth  the  abdomen  was  opened.  An 
area  of  induration,  with  glandular  enlargement  in  the  ne^hborhood, 
was  foimd  near  the  pylorus. 

Pylorectrany  and  gastro-enterostomy  was  done,  about  10  cm.  of  the 
lower  end  of  the  stomach  being  removed.  In  this  operation  there  were 
two  ulcers,  one  about  4  cm.  above  the  pylorus,  1.5  cm.  in  diameter, 
with  sharply  punched-oul  edges  and  deep  excavations.  Its  base  was 
firm  and  gristly,  but  consisted  only  of  chronic  inflammatory  tissue. 
Another  ulcer  about  a  cm.  in  diameter,  with  a  similar  gristly  wall,  is  just 
above  the  pyloric  ring. 

The  patient  left  the  hospital  on  the  twenty-eighth  of  March,  seemii^y 
quite  well. 

On  the  fifth  of  April,  1909,  the  patient  reported  that  he  was  in  good 
health  and  working  regularly.  He  has  no  gastric  distress,  but  has  to 
eat  hve  times  a  day  in  small  amounts.  He  has  gained  markedly  in 
weight  and  strength. 

Diagnosis. — Gastric  ulcer;  pyloric  stenosis. 

Case  333 

A  barber,  thirty-seven  years  old,  whose  father  died  of  Bright's 
disease,  was  first  seen  June  19,  1907,  complaining  of  vomiting  spells 
which  began  when  he  was  sixteen  years  old  and  have  continued  about 
twice  a  year  ever  since,  though  less  frequent  in  the  last  ten  years.  He 
feels  a  "  lump  like  lead  "  in  the  epigastrium  all  the  time  at  present, 
and  cannot  remember  when  he  did  not  feel  it  All  food  distresses 
him  about  equally.    His  appetite  is  good,  and  he  eats  slowly  and  at 
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regdtr  intervals.    The  bowds  aje  always  corudpated  unleM  be  takes 
Unlives. 

Icn  days  ago  he  began  to  vomit  witliout  ktiown  cause,  and  has 
SLOcc  then  rejected  cverythio);  except  malted  milk.  'I'hc  vtMnitus  b 
chieSy  phlegm  in  small  amuunts.  During  these  ten  days  he  has  ptf* 
spired  during  the  tsirlier  part  of  the  night,  and  fdt  very  cold  the  rest 
of  the  niKht  His  sleep  has  been  dull  and  heavy.  He  thinks  he  bu 
lost  weight.     He  has  been  able  to  do  no  work  for  thi&  !<aine  period. 

The  course  of  the  temperature  is  seen  in  the 
accompanying  chart 

The  patient  is  well  nourished,  slightly  pole, 
shows  some  concretioRs  of  blood  in  the  now. 
Heart  and  lungs  are  ncgati^*c,  likewise  the  ab- 
dunen  and  the  urine.  The  blood  shon-s  4000 
white  cells  and  60  per  cent,  of  hemoglobin. 

Discussion. — Our  first  impres.ijon  of  this  case 
would  be  that  it  is  one  of  chronic  indigestioQ  of 
unknown  cause  (gastric  neurosis,  cbrcoic  tdcer, 
chronic  ap|)cndicitts},  with  an  acute  cracerbaiioQ 
perhaps  due  to  constijialion  or  some  temiKmuy 
nervous  dkturhance.  But  for  the  ncKati\-c  ex- 
amination of  the  urine  and  the  absence  of  head- 
ache, one  might  !>ti.s)>ect  chronic  Bright's  disease 
or  cerebral  tumor,  both  of  which  I  have  known  to 
show  themselves  in  thl<t  way  in  a  patient  with  a 
rimilar  hbtory,  reaching  back  indefinitely  into  l>oy- 
hood. 

One  feature,  however,  arrests  attention:  In  the  present  vomiting 
spell,  which  seems  to  be  a  good  deal  worse  than  tlte  rest,  he  has  had 
night-sweats,  .Although  the  daily  chart  (the  temperature  bctn^  taken 
morning  and  evening)  tliows  no  fe^'er,  it  does  not  cover  tlic  perioil  during 
which  he  was  complaining  of  night-swcaU,  and  as  it  w-as  only  taken 
in  the  day  lime,  there  may  well  have  I>cen  a  febrile  rise  at  night  since 
his  entnince  to  the  ho^^pital,  as  well  as  before.  This  indlcatioa  should 
lead  U5  to  wareh  for  evidences  of  tuberculosis  or  othtT  infectious dlAcu:«r, 
more  especblly  as  there  is  a  coniuderable  degree  of  anemia  manifested 
by  tlic  lowered  hemoglobin  i>erccnt^e. 

Such  a  lowering  of  the  hemoglobin  should  a1wa\-s  lead  us  to  tlic  study 
of  a  «ta!nrd  specbncn.  To  one  well  trained  in  routine  lilood  worh 
the  stained  specimen  would  have  m&dc  clear  the  diagnosis  in  this  caw, 
yet  as  a  matter  of  fact  the  blood  has  already  lieen  examined  and  nothing 
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found  to  suggest  what  was  wrong  with  the  patient  A  good  example 
of  the  importance  of  competent  blood  examination  is  thus  furnished  in 
this  case  by  the  outcome. 

Outcome. — A  large  number  of  tertian  parasites — especially  the 
young,  unpigmented  ring  forms — were  foimd  in  the  stained  blood-smear, 
together  with  some  large  atypical  lymphocytes  exhibitii^  phagocytosis 
of  red  cells.  Had  the  blood  been  examined  unstained,  as  is  often  done 
in  cases  of  suspected  malaria,  these  parasites  would  probably  not  have 
been  recognized. 

The  patient  was  given  10  grains  of  quinin  and  the  dose  was  repeated 
an  hour  later.  After  this  he  received  5  grains  every  four  hours  imtil  his 
ears  b^an  to  ring,  then  enough  to  keep  them  rii^ing  for  three  days.  In 
two  days  his  blood  was  free  from  parasites  and  his  vomiting  had  ceased. 

I  may  add  a  word  here  concerning  other  atypical  forms  of  nrtalaria — 
1.  e.,  those  which  do  not  begin  with  the  familiar  tertian  chill.  Among 
the  malarial  fevers  of  temperate  climates,  almost  all  of  which  are  due 
to  the  tertian  oi^anism,  I  have  noted  the  following  unusual  clinical 
types: 

(a)  A  case  beginning  with  violent  maniacal  delirium  without  other 
distinguishable  symptoms. 

(A)  Cases  beginning  with  intense  headache  and  stupor,  closely 
simulating  the  onset  of  meningitis. 

(c)  A  case  beginning  with  violent  pain  in  both  axillary  K^ions  and 
along  the  lower  costal  maigin. 

(rf)  A  group  of  cases  already  referred  to  (see  p.  140)  which  simulated 
appendicitis,  owing  to  the  severe  pain  in  the  right  iliac  region  or  in  the 
epigastrium. 

(e)  Cases  in  which  headache,  sleepiness,  or  muscular  weakness  re- 
curred every  day  or  every  other  day  at  the  same  hour. 

In  estivo-autumnal  malaria  persistent  diarrhea  may  be  the  only 
striking  symptom.  A  very  lai^e  number  of  cases  occurring  in  children 
are  mostly  or  altogether  latent.' 

In  all  these  atypical  cases  diagnosis  is  comparatively  ample,  pro- 
vided we  are  led  to  make  a  careful  examination  of  the  stained  blood-film; 
without  this,  diagnosis  may  be  impossible. 

Diagnosis. — Tertian  malaria. 

>  Sm  Craig,  "  Latent  Infectiont  in  Malaria,"  being  Pan  III.  Chaptei  IV,  of  hit  book 
on  Malarial  Feven. 
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A  scwinf;  woman  of  fifty-nine,  always  pre\-iously  fn  good  be«]th, 
entered  the  ho^>ital  June  7,  1906.  She  fell  perfectly  well  in  the  morn- 
ing, four  days  ago,  and  went  to  call  upon  a  friend.  While  there  she 
«-as  suddenly  whed  witli  nausea  and  vomited  several  times.  She  wa» 
lalcen  home,  went  to  bed,  but  felt  mean  and  nau^atcd  all  the  next  day. 
She  has  not  been  able  to  work,  and  ha.<i  been  in  bed  practically  all  the 
dme  since,  vomitinK  a  little  each  day.  She  feels  "all  gone  "and  wcak.it 
x-cry  drowsy  and  sleepy,  and  has  liad  rather  a  sei-ere  headache  ance  the 
onset.  The  bowds  arc  moved  with  medicine.  She  gets  up  once  or  twice 
at  night  to  urinate;  she  has  a  very  slight  di>'  couith. 

The  [xiticnt  is  obese;  the  pupils  arc  equal  and  react  normally.  The 
tongue  is  clean,  the  heart  and  arteries  normal.  There  are  a  few  onck- 
ting  r&lcs  in  both  backs,  especially  at  the  bases. 

For  tcm;>eraturc,  «ee  the  accompan\-inK 
chart. 

The  alxlonicn  and  rcHexcs  are  nonnol. 
The  unite  axtragcs  40  ounces  In  twenty- 
four  hours,  I03I  in  ^{KTific  gravity;  do  albu- 
min; many  hyaline  and  fine  granular  casts. 
Discussion. — T'he  ytry  acute  onset  and 
llie  association  with  headache  and  drowsiness 
suggest  some  implication  of  the  brain.  Men- 
ingitis or  brain  tumor  sometimes  show  thent- 
sdv-es  for  the  lirsl  time  in  this  way.  but  when 
we  f(dlow  out  Utc  tests  indicated  by  ihoe 
hints,  there  seems  to  be  nothing  to  confirm 
them.  Nephritis  also  might  indirectly  pro- 
duce cerebral  symptoms  like  these,  and  the 
habit  of  noclunul  urinatjoo,  together  with 
the  abundance  of  tube<ast5,  gives  some  war- 
rant to  this  idea.  The  other  characteris- 
tics of  the  urine,  however,  do  not  bear  it 
out,  and  a»  there  is  fever  in  the  case,  the  preseiKe  of  casts  can  be  thiu 
accounted  for.  I'he  evidence  would  be  more  complete  upon  thit  point 
if  wc  liad  an  accurate  measurement  of  the  systolic  blood-pressure. 

Other  ditcases  which  ollen  begin  in  this  way  are  pneumonia  and 
tile  gastric  crises  of  tabes  dorsalis.  Occa.Monally  a  jiaroxysni  of  vomit- 
ing is  the  only  manifestation  of  an  attack  of  nephrolithtasii.    None  of 
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these  clue«^  however,  turned  out  fruitful  when  followed  up  in  this  case. 
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The  correct  diagDO&is  was  actually  suggested  for  the  first  time  by 
the  temperature  chart,  which  shows,  as  will  be  at  once  obvious,  a  tertian 
fever.  Such  fever  is  by  no  means  pathognomonic  of  malaria;  I  have 
known  it  to  occur  in  tuberculosis  and  in  various  types  of  st-psis.  Never- 
theless, it  could  hardly  fail  to  remind  us  that  malaria  may  begin 
with  nausea  and  vomiting  and  thus  lead  us  to  a  careful  blood  ex* 
amination. 

Outcome. — The  day  after  entrance  the  patient  had  a  chill,  and  par- 
asites were  looked  for,  but  in  vain.  It  w^s  not  until  the  third  day 
that  the  malarial  parasites  were  discovered. 

On  the  fourteenth  the  patient  had  a  rise  of  temperature  and  vomited, 
though  she  had  been  taking  quinin,  5  grain  ever>'  six  hours,  since  the 
eleventh.    After  that  day,  however,  she  had  no  more  fever  or  vomiting. 

Diagnosis. — Malaria  (tertian). 
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Case  335 

A  school-boy  of  sixteen  was  first  seen  August  34,  1907.  His  family 
history  and  |>ast  history  are  excdlent.  Last  winter  he  entered  high 
school  and  worked  very  hard.  'I'his  spring  he 
seemed  tired  out,  and  had  headaches,  sup- 
posedly due  to  eye-strain. 

Two  weeks  ago  he  began  to  \'omit.  For 
four  days  he  could  retain  no  food,  and  for  a 
week  more  vomited  each  morning.  The  bowels, 
meantime,  were  consli]>ated,  but  the  appetite 
was  good  throughout.  During  tlicsc  tw*o  weeks 
he  has  frequently  Ijeen  chilly  or  feverish,  his 
hands  and  feet  being  cold.  He  has  comjtiained 
of  headache  and  pjiins  in  his  biick  and  legs, 
with  slight  cough.  Throughout  he  has  been 
very  weak.  For  the  past  three  days  there  has 
been  delirium. 

When  seen,  the  patient  was  in  a  muttering 
delirium,  wilh  twitching  of  the  face.  He  was 
poorly  nourished.  The  course  of  the  tempera- 
ture is  seen  in  the  accompanying  chart  The 
chest  showed  noUiing  abnormal.  The  abdomen 
was  flat,  rather  tense,  tympanitic  throughout, 

and  apparently  not  tender.  Reflexes  were  nonnal.  There  were  no 
rose-spots.  There  was  incontinence  of  urine  and  feces,  but  the  uiinc 
sJiowed  nothing  abnormal. 
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White  cells,  7000;  berooglobto,  80 percent.;  Widal  retctkxi,  entirety 
Dcgative. 

The  case  was  Ix-ltevcd  to  be  one  of  typhoid  fever  with  meningeal 
irritation. 

Discussion. — When  a  boy  of  sixteen  b  suddenly  atUirked  by  fes-cr 
and  vomiting  in  the  middle  of  summer,  no  exanthem  or  other  obviou 
cause  beinK  vUihIc,  malaria  b  one  of  the  first  diseases  to  be  consideied. 
It  was  canity  excluded,  howevxr,  in  tliis  Iioy's  caM-  by  Mood  examination. 

Brain  tumor,  especially  solitary  tubercle  of  the  cerebellum,  some- 
times  begins  in  tliis  way,  and  without  an  rxaminjition  of  the  fundus  ooe 
can  hardly  exclude  it  with  certainty.  It  would  be  unusual,  however, 
to  find  no  hint  tending  to  localize  the  trouble  in  any  particular  port  of 
the  brain  (vertigo,  staggering  gait,  strabismus). 

Typhoid  (ever  w»s  the  diagnosis  actually  made  in  the  cariy  day*  of 
this  illneaa.  The  negative  Widal  reaction  neemed  to  be  of  no  srcat 
significance,  socc  this  reaction  b  so  often  absent  in  the  earlier  sUm^ 
of  t]i-{)hoid.  The  early  onset  of  delirium  and  tlic  rriaxadon  of  the 
s|>hincters  were  accounted  for  by  meningeal  irritation  (mcningismus). 
In  all  ^uch  cases,  however,  experience  tuis  tjtughl  mc  that  it  ts  wise  tofkt 
lumbar  puncture.  Several  times  I  have  known  l>'phoid  mistaken  for 
luI)e*-ulous  meningitis  and  a  hopde&s  prognosis  ^ven  in  oonscquence. 
When  the  child  got  wdl  and  the  diagnosis  of  typhoid  became  obvioui, 
the  family  were  not  pleased  with  the  prognosis  prc\'iou<Jy  given  by  the 
medical  attendant.  In  tlie  present  case  the  op]K>s)te  mistake  was  made, 
and  a  falvcly  ho|)cfuI  pnngnosis  was  given. 

Outcome.— On  the  twcnIy-se^■«lth  his  neck  was  lound  to  f>e  stiff. 
Lumbar  puncture  showed  10  cc.  of  clear,  colorless  f)ui<l.  the  sediment 
nf  which  ^howed  95  per  cent  lympliocytes,  .\  culture  of  blood-svrum 
rcm«in<.-d  sterile. 

The  Widal  reaction  was  tried  daily,  but  continued  n^ative.  The 
ear-drums  were  examined  without  rcsuil. 

On  tile  twenly-nintli  the  neck  became  more  rdaxed  and  the  fMtient 
quieter. 

A  second  lumbar  puncture.  September  ist.  gave  essentially  the  same 
Rsolts  as  iKrfore.     Some  of  this  llutd  was  inji-ctetl  into  n  guinoa-plg. 
The  patient  liecamc  unconscious  on  the  second  of  December  and 
on  the  fourth. 

Throughout  the  first  week  of  his  stay  in  the  hospital  he  was  trtai 
for  lyphrnd;   later  he  was  fed  by  stomach-tube,  milk.  iKcf-juice,  and 
eggs  lieing  introduced  in  this  way. 

October  7th  the  guinea-pig  which  had  recei\«d  the  spinal  fluid  inter- 
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peritoneally  was  killed,  and  showed  tuberculosis  of  the  spleen  and 
tjmphatic  gland. 

Diagnosis. — Tuberculous  meningitis,  [presumably  with  general  mil- 
iary tuberculosis]. 

Case  336 

A  married  woman  of  thirty-four,  of  good  family  history  and  past 
history,  entered  the  hospital  March  9,  1908.  She  had  a  miscarriage 
five  weeks  ago,  in  the  fourth  month  of  pr^nancy,  following  a  hard 
day's  wOTk  of  washing.  There  was  considerable  hemorrhage  both 
before  and  after  the  miscarriage.  She  was  curetted  at  the  time,  but  has 
been  very  weak  and  confined  to  bed  ever  since.  During  the  first  three 
or  four  days  after  the  miscarriage  she  had  two  chills,  but  there  has  been 
no  fever,  so  for  as  she  knows. 

For  the  past  three  weeks  she  has  vomited  persistently  and  has  been 
able  to  retain  no  solid  food.  It  is  chiefly  for  this  symptom  that  she  seeks 
advice. 

On  examination,  the  pulse,  temperature,  and  respiration  are  normal. 
The  patient  is  well  nourished,  slightly  pale,  pupils  equal  and  reacting 
normally,  the  toi^ue  thickly  coated  white,  the  left  tonsil  slightly  enlarged, 
about  half  of  the  teeth  missing.  The  heart's  impulse  is  not  seen  or  felt. 
The  sounds  are  best  heard,  and  the  left  border  of  dulness  found,  in  the 
fourth  space,  five  inches  to  the  left  of  the  midstemal  line,  one  inch  out- 
side the  midclavicular  line.  The  sounds  are  regular  and  of  good  quali^, 
the  pulse  of  low  tension. 

The  lungs  are  normal,  the  abdomen  considerably  tender  above  the 
symphysis  and  at  McBumey's  point.  The  patient  has  many  varicose 
veins  in  the  right  lower  leg,  and  two  white  scars  said  to  be  due  to  previous 
ulcers. 

Blood  and  urine  not  abnormal. 

Discussion. — The  salient  facts  appear  to  be  as  fcJlows:  Obstinate 
vomiting  following  miscarriage  and  associated  with  slight  enlargement 
of  the  heart  and  abdominal  tenderness  especially  marked  in  the  appendix 
region. 

This  group  of  symptoms  does  not  easily  cohere  into  any  of  the  tradi- 
tional groups  which  we  call  diseases.  The  cardiac  signs  are  ^ight — 
obviously  too  s%ht  to  account  for  the  vomiting  as  a  result  of  pas^ve 
congestion.  There  is  no  kidney  change  to  account  for  the  cardiac 
enlai^ement,  or  to  suggest  uremia  as  a  reason  for  the  vomiting.  There 
are  no  brain  symptoms,  and  though  a  fundus  examination  would  be 
a  satisfactory  completion  of  our  record,  it  is  not  urgently  called  for  by 
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the  other  sjrmptoim  of  the  caje.  MaJaria  and  other  tnfccUou»  dJaauai 
are  ruled  out  by  the  eatirc  absence  of  (c^-cr. 

The  abdomen  dc^rve^,  of  course,  our  special  aitentioa.  U  it 
possible  that  the  genera]  tenderness  may  be  the  mult  of  some  type  of 
peritonitis,  a  low-grade  septic  infection,  or  tul>en:ulosis?  The  endenoe 
b,  on  the  whole,  insuflicient  to  justify  any  such  belief.  There  arc  no 
muscular  spasm,  no  free  duid  or  masses — nothing  moie,  in  fact,  than 
one  finds  after  a  miscarriage  in  a  great  many  unaimplicated  cases.  la 
the  absence  of  tcwr,  leukocytosis,  elevated  pulse,  or  more  distincti\T 
local  evidences  appendicitis  seems  unlikely. 

A  more  ihorouKh  in^'estiKation  of  the  pelvis  is  mdicatcd.  Although 
we  know  very  Utile  about  the  connections  between  the  vomiting  center 
and  the  Koit^  tract,  connections  wherel>y  so-called  reflex  vomilinit  t4 
pdvic  disease  is  sup|x>svd  to  arise,  it  is  a  very  familiar  fuel  tliat  a  variety 
of  low-grade  intlammalor)'  changes  in  the  puerperal  uterus,  complicated 
no  doubt  to  a  greater  or  lesser  extent  (jy  atjsorption  from  incom[detdy 
organized  thrombi,  may  lead  to  well-marked  constitutional  disturbances. 
of  which  vomiting  h  one.  Whether  thb  comes  about  through  the 
nervous  system,  by  the  aid  of  ibc  vomiting  center,  and  favored  by  psjxhic 
disturbances,  or  whether  it  is  in  some  way  a  more  direct  result  of  infec* 
lion,  1  know  no  u-ay  of  determining  at  the  present  lime.  Hut,  howe^'cr 
this  may  be,  it  seems  dear  that,  when  we  have  finished  our  task  o( 
excludinK  the  other  posHibilitin  mentioned  alwvc,  tlie  l}cBt  remaining 
h>'poihcsis  on  whkh  wc  may  base  trcstmcnt  b  that  whkh  assumes  that 
the  vomitin^t  is  in  some  way  connected  with  the  residual  eflecta  of  the 
miscarriage. 

Outcome. — ^Th«  patient  was  put  to  1)ed  and  given  jomiaima  of  flukl- 
cxtiuct  of  ctsot  at  once,  and  15  minims  three  times  a  day  after  meal& 
There  was  »ome  reddish  viiginal  discharge  without  odor.  The  utenu 
was  mixlcraiely  enlarged,  frccty  mox'able,  and  somewhat  tender.  Dy  the 
tvrcotysccond  tlie  uterus  was  much  smalliT  and  less  toidcr.  Tbc 
vomiting  ceased  after  the  third  day.  The  treatment  consisted  of  laxa- 
tives and  a  daily  suds  enema. 

Diagnosis. —Incomplete  mi^farriage. 

Case  337 

A  stationary  engineer  of  fifty-seven  was  first  seen  January  7X.  1007. 
Two  of  hb  brothers  and  one  sister  died  of  consumption.  Hb  wife  b 
said  to  have  died  of  tuberculosis  of  the  bowels.  Me  has  himself  been 
wdl  except  for  so-called  rheumatic  ]taia»  referred  to  the  muades  of  the 
back  and  extremities.    These  he  has  had  for  many  years. 
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Eight  years  ago  he  was  poisoned  by  steaming  oxalic  acid,  and  was 
sick  a  week,  with  vomiting,  diarrhea,  and  abdominal  pain.  Since  that 
lime  he  has  had  occasional  attacks  of  a  slnular  nature  about  twice  a  year, 
lasting  three  or  four  days. 

HLs  usual  weight  is  184.  He  has  passed  urine  frequently  at  night 
for  a  number  of  years. 

Seven  months  ago  he  began  to  have  frequent  attacks  of  \'omitinK, 
coming  on  quite  suddenly  during  a  meal,  or  soon  after  it,  and  withoul 
any  pain,  naiisea,  or  distress.  He  has  vomited  every  day  for  scaae 
months — often  two  or  three  times  a  day.  There  has  never  been  any 
large  amount  of  vomitus,  nor  any  indication  of  food  eaten  the  previous 
day.  The  appedte  has  been  poor,  his  bowels  very  loose.  He  has  lost 
color,  weight,  and  strength  verj'  rapidly.  Six  months  ago  he  n-as  obliged 
to  take  to  bed,  where  he  remained  two  months,  and  got  somewhat 
bcticr.  Diarrhea  and  \omiting  improved  decidedly,  and  he  gained  in 
weight,  but  at  the  end  of  another  month  he  relapsed  and  had  to  take  to 
bed  again  for  most  of  the  succeeding  months.  His  complaints  arc  now 
the  same  as  tliey  were  se\cn  months  ago.  He  has  never  vomited  blood. 
The  character  of  the  food  has  apimrently  no  effect  on  the  vomiting, 
Sevenmonthsagohe  weighed  184  pounds;  four  months  ago,  142;  three 
months  ago,  153;  now  he  weighs  125  pounds. 

On  examination  the  jiatienl  is  pale.  The  heart's  apex  is  in  the  fifth 
space,  inside  the  nipple-line;  there  are  no  murmurs,  no  accentuations 
of  any  sound.  The  pulses  are  of  high  tension,  the  artery  wall  apjiarcntly 
somewhat  thickened.  The  abdomen  shows  distinct  resistance  in  the 
epigastric  region  and  beneath  the  right  costal  border.  Otherwise  it  is 
negative. 

The  blood  shwvcd:  Red  cells,  2,796,000;  white  cells,  9400.  of 
which  84  per  cent,  arc  polynuclcar,  the  rest  lymphoc>tes.  There  is 
no  achromia  and  no  other  change  exccjit  slight  deformities  in  the  red 
cells. 

The  urine  is  30  ounces  in  iwenty-four  hours,  and  contains  a  large 
ttace  of  albumin,  many  pus-cells,  no  casts.     Gravity,  1012-1016. 

The  stools  arc  negative  toguaiacand  show  no  abnonnal  food  residues. 

Discussion. — The  family  histor)'  of  tuberculosis  is  so  ihrcatcnlng 
in  this  case  that  one  would  naturally  begin  diagnostic  investigations 
with  a  search  for  evidence  of  phthisis  or  some  other  form  of  tuberculosis. 
This  was  done,  but  without  result. 

Since  his  occupation  docs  not  involxt  any  constant  exposure  to  the 
oxalic  acid  by  which  he  was  poisoned  eight  years  ago,  there  appears  to 
be  no  reason  to  connect  bis  symptoms  with  this  pcnson. 
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The  loss  ol  wdght,  ihe  anemia,  the  age  oi  the  jatient,  »tid  the  method 
of  oo9ct  suggest  ulcer  or  cancer  of  the  stomach.  1'bc  symptoms  have 
la»ted  so  lonx.  however,  that  stusts  would  ]irob&bly  have  muufalrd 
itself  before  thk  time.  It  b.  remarkable  also  that  the  food  be  lakm 
has  apparently  no  relation  to  the  \'omiting. 

Gastritis  and  enteritis,  without  9t>mt  obnous  catise,  such  as  alcohol, 
uncompensated  cardiac  lesions,  tropical  dysentery,  or  chronic  DCphritis, 
arc  distinctly  ran;  di»ca^c8  in  a  man  of  this  ame.  There  is  nolhinf;  in  tJic 
study  of  the  stools  or  of  the  vomitus  lo  justify  any  such  belief;  neither 
of  thc^  di'^iMS  is  apt  to  lie  accomivinicd  by  severe  anemia  tmkss  a 
great  deal  of  blood  has  been  diNrhar^c<]. 

It  is  often  profitable,  in  tlic  discussion  of  such  a  case,  to  bcRin  with 
the  well-established  fact  of  secondary  anemia  and  study  the  rcsloC  the 
disease  from  the  )H>int  of  view  of  the  |>os!>ib1e  caufc  of  such  an  anemia. 
I  have  previously  refciTcd  to  a  case  (see  p.  539)  in  which  se^-erc  anemia 
was  produced  by  long-standing  hemorrhoids  with  bleeding,  aliogeltier 
unknown  to  the  patient.  Such  a  cause  wassouRht  for  in  Ihe  prewntcase, 
but  not  found. 

Obscure  anemia  in  a  patient  of  this  age  ^'ery  often  turns  out  to  Itc  of 
cancerous  origin.  It  did  not  wcm  lo  me.  at  the  time  that  the  cam  came 
under  my  oljservatwn,  tliat  tlie  possibility  of  gastric  cancer  hod  Iwcn 
sulTidcntly  investigated,  and,  accordingly,  I  ad\iscd  further  study  of 
the  gastric  content.'^  and  functions.  Nothing  of  importance  wax  elicited, 
however.  The  capacity  of  the  stomach  was  within  Donnal  limits, 
there  was  no  stasis,  and  although  the  amount  of  free  h^rdrochloric  acid 
was  very  small,  this  fact  could  not  be  inter))relcd  as  of  any  Importance 
En  relaiioo  to  the  [xissibility  of  cancer,  since  it  could  be  explained  in  m> 
many  other  ways.    The  guaiac  test  was  ncgatixc  in  the  gastric  contents. 

Chronic  nephritis  was  next  considered,  Mnce  it  it  a  familiar  loci 
that  long-standmg  irrilation  of  the  stomach  and  intestines,  with  or 
without  a  catiirrluil  inllamjnation ,  often  complicates,  and  Is  the  main 
cause  of,  Ui:^tress  in  this  disease.  Little  could  I>e  found  to  supjinrl  (his 
idea.  There  was  no  demonstrable  enlargement  oi  the  heart  Un- 
fortunately, the  blood-pR^ure  was  not  measured,  so  that  we  could  not 
be  certain  that  our  digital  imprcssioDs  really  corresponded  to  hyiwr- 
tcnsioQ,  as  they  were  sup[io!ied  to  do.  Hie  urine  was  not  incompatible 
with  nephritis,  but  not  characteristic  of  It—*  wry  famQiar  and 
baffling  state  of  things. 

Although  the  [latient's  habits  were  supposedly  excellent,  the  resist- 
anre  beneath  the  rif^ht  costal  border,  the  unexplained  anemia  and  per- 
sistent wmiting,  made  us  speculate  concerning  the  possilMlily  of  a  cir- 
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lus,  but  we  found  no  means  of  advancing  beyond  the  region  of  specu- 
Islloo  upon  this  point.  In  the  end  the  diaj^nosis  was  veiy  uncertain. 
Fewer  objcctioDs  were  mised  against  the  diagnosis  of  chronic  nephritis 
witli  uremic  vomiting  than  against  any  other,  but  none  of  us  felt  satbfied. 

Outcome. — 7'he  patient  grew  progressively  weaker,  and  died  on 
the  twenty-eighth. 

Autopsy  showed  chronic  InterstitLi!  nephritis,  a  very  firm,  rubbery 
dtik  liver,  enteritis  and  gastritis,  with  chronic  colitis,  and  terminal 
streptococcus  septicemia. 

DiagoOGis. — (See  abo\-e,) 


Case  338 

A  barber  of  thirty-five  with  an  excellent  family  history  and  past  history, 
entered  the  hospitiil  January  ii,  1908.  lie  has  been  having  business 
reverses  for  the  past  four  weeks,  during  which  he  has  slept  poorly  and 
become  very  nervous. 

On  the  night  of  December  27  he  fell  down  eight  or  nine  stairs  and 
bruised  his  right  hip,  which  has  improved  somewhat  under  poulticing, 
but  is  still  lame  and  stiff  and  has  confined  him  to  bed. 

The  night  aftt-r  this  fall  he  began  to  vomit,  and  has  continued  to  do 
so  three  or  four  times  a  day,  and  once  at  night  ever  since.  The  vomilus 
at  tirst  coiuiistcd  of  food  in  considerable  amounts;  later,  of  a  fmtliy 
liquid  and  mucus.  Once  or  twice  there  has  been  a  small  streak  of 
blood.  His  bowels  meantime  have  moved  from  two  to  six  times  a  day, 
with  coni^derablc  griping  pain  and  gas.  Throughout  there  has  been 
a  dull,  steady  pain  in  the  epigastrium,  with  a  sense  of  dragging  when 
he  stands  or  sits  up,  but  no  especial  pain.  His  food  has  been  mtik, 
eggs,  oysters,  and  cool  drinks. 

On  examination,  the  temperature,  pulse,  respiration,  blood,  urine, 
and  internal  «scera  are  all  negative,  except  that  the  abdonien  b  held 
rather  rigidly  and  that  there  is  some  flattening  of  the  right  lower  chest 
in  front,  apparently  connected  with  a  funnel-breast  deformity. 

Examination  of  the  stools  showed  no  blood  to  any  test  and  no  abnor- 
mal food-remains. 

Discussion. — Gastro-enterilis  is  the  usual  diagnosis  in  such  a 
case,  but  while  it  is  impossible  positively  to  exclude  such  an  affection, 
I  think  it  is  unwarrantable  to  assume  its  presence  when  the  stools  and 
the  gastric  contents  furnish  no  better  eiidence  of  inflammation.  The 
presence  of  mucus  in  the  vomitus  and  the  occasional  small  strtak  o( 
Uood  are  in  no  way  distinctive.  .Mrnost  any  case  characteri/xKl  by 
persistent  vomitbg  shows  such  products  now  and  then. 
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The  abdominal  rif^clUy  leads  us  to  think,  at  least  for  a  moment,  ot 
some  type  of  peritonitis,  but  there  is  not  a  ^gle  other  fact  to  sut>iKin 
ihLs  idea.  Surely  there  would  be  some  change  in  the  lemperaiurc, 
pulse  or  blood,  were  peritonitis  present.  MoKOVtr,  any  jMitient  who 
ha.<  recently  \'omited  a  good  deal  is  apt  to  hold  his  abdomen  rather 
rigidly  when  the  palpating  hand  ex])lores  it 

It  b  worth  noticing  that  the  vomiting  came  on  immediately  after 
the  patient  had  been  confined  to  bed  by  the  injury  to  his  hip.  The 
bolatjon,  the  inactiWty  and  the  dcpriration  of  all  occupation  w  interest 
produced  by  jtutting  a  patient  to  bed  wQI  gi\'e  him  a  splendid  opportunity 
lo  dwell  upon  the  worried  aiKi  depressing  c\-cnts  which  had  previously 
made  him  ncn'ous  and  sleepless.  One  is  justified  in  laying  stress  upon 
these  factors  in  a  case  of  thu  kind  when  careful  physical  examination 
funushcs  no  explanation  of  the  symptoms.  Treatment  sbouhl  be 
plmnned  in  accordance  with  the  possibility  tiiat  the  s>TOploms  may  be 
pqnchic  in  origjn,  though  greatly  aggravated,  no  doubt,  by  physical 
exhau-^tion  and  slar>-ation. 

Outcome.— The  patient  was  given  a  liquid  aitd  soft-solid  diet, 
gentian  and  nux  before  meal»,  and  trional,  15  grains,  at  night  for  two 
nights.  In  the  three  days  following  the  beginning  of  this  treatment  he 
had  BO  vomiting  whnleier,  and  (Iu:lart-d  that  he  felt  perfectly  wdl. 
Doubtless  tiie  reassurance  given  Kim  as  tlic  result  of  a  negative  phyucal 
examination  contributed  lo  his  recovery. 

Diagnosis, — Ncrv'ous  exhaustion. 

i>  Case  539 

A  motorman  of  forty-four  entered  the  hospital  May  S,  1408. 
family  histoiy  and  past  history  are  rather  tmc\-cntful,  but  he  admits 
that  he  has  lost  much  weight.  Four  years  ago  he  weighed  310  pounds; 
now  he  weighs  159.  He  has  not  wtu'kcd  since  October,  1907,  because 
of  stomach  trouble.  For  the  first  two  weekA  of  his  illness  he  vomited 
everything  that  he  had  eaten,  the  sour  vomitus  consisting  of  undigested 
food,  but  never  containing  blood. 

Soon  after  recovering  from  this  he  had  "  the  grip,"  and  was  in  bed 
for  several  weeks.  Since  then  he  has  liad  wandering  p,'uns,"likerheuma- 
tism,"  in  the  shoulders  hips,  and  abdomen.  He  has  not  been  confined 
to  bed,  and  he  was  able  to  walk  to  the  hospital,  though  he  complains 
of  con<ddeTable  weakness.  He  has  had  a  cough  all  n-intcr  until  last 
week — since  tlien.  none.  His  iippetite  is  poor,  likewise  his  sieef>. 
The  bowels  are  moved  daily.  (For  temperature,  see  the  accompeoying 
chait.) 
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The  patient  is  emaciated,  the  heart's  apex  in  the  fourtli  interspace, 
Inside  the  nipplc-line,  the  sounds  of  good  quality.  The  pulmonic 
second  sound  is  slightly  accentuated. 

At  the  apejc  of  the  right  lung  there  are  a  few  fine  ciackk-s  after  cough 
and  a  slight  prolongation  of  expiration.  In  the  left  liack  there  is  &  tri- 
angular area  of  dulncss,  with  its  apex  at  tlic  spinal  column,  i}  inches 
above  the  lower  angle  of  the  scapula;  thence  it  slopes  out  into  the  mid- 
scapula.  Over  this  artu  tactile  and  vocal  fremitus  an:ab»cnt,breathing 
distant  and  bronchovesicular.  Just  above  this  area  tlie  voice  has  a 
nasal  qualily.    The  abdomen,  blood,  and  urine  arc  normal. 

The  sputum  was  twice  examined  for  tubercle 
bacilli,  with  negative  results, 

Discussion.~'i'he  onset  of  well-nnarkcd  gas- 
tric s)Tnptonis  in  a  man  of  fort) -four  whose 
stomach  has  never  troubled  him  previoudy, 
should  always  compel  us  to  coniMder  gastric 
cancer,  but  more  especially  so  when  the  physical 
examination  of  the  rest  of  the  body  reveals 
nothing  which  might  be  a  cause  for  die  gastric 
disturbances.  This  can  hardly  be  said  to  be  the 
case  here,  so  that  our  attention  is  properly  concen- 
trated first  upon  the  extragastric  causes  which 
might  lead  to  his  present  gastric  symptoms. 

Nothing  is  said  regarding  the  reflexes  in  this 
record.  Without  a  knowledge  of  their  condidon 
it  would  be  impossible  for  us  to  exclude  tabes 
dorsalis  with  gastric  crises.  Further  investiga- 
tion, however,  showed  that  all  the  reflexes  were 
normal. 

The  most  important  abnonnalitlcs  discoverable  on  physical  examina- 
tion are  in  the  lungs,  and  though  these  signs  are  not  extensile,  they 
lead  us  to  ask  whether  so  much  emaciation  and  stomach  trouble  could 
be  produced  by  any  well-known  disease  affecting  the  lungs.  This  ques- 
tion must  be  answered  in  the  affirmative.  Not^g  is  more  familiar 
than  the  production  of  such  a  clinical  picture  as  a  result  of  puhnonary 
tuberculosis.  But  have  we  endence  of  enough  pulmonary  disease  to 
explain  such  severe  constitutional  manifestations?  This  point  I  have 
discussed  in  previous  cases.  Experience  has  made  us  very  familiar 
with  the  discrepancy  often  existing  between  the  extent  of  the  discovera- 
ble physical  signs  and  the  sevcrit}  of  the  consdtutioniU  manifestations, 


Fig.    170.— t.'harl   of 
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such  *s  fever,  sweats,  chills,  cmaciatioD,  and  gastro- intestinal  dbturb- 
ances. 

I(  is  quite  poedblc  that  some  dc^ee  of  secondary  gastridi  may  arise 
as  a  result  of  lowered  powers  of  resistance  |>ro(luced  by  lubercuJoas, 
Init  postmortem  cndence  docs  not  compel  us  to  make  any  such  assump- 
lion. 

No  weiffht  should  be  laid  upon  the  absence  of  tubercle  bacilli  in  the 
sputum  examined  in  this  case.  Such  tests  arc  of  importance  mily  whm 
many  times  rcjiested. 

Outcome. — A* -ray  showed  a  deep  shadow  ov-er  tbc  lower  part  of 
the  left  chest.  'ITie  upper  margin  of  this  shadow  had  an  irregular  out- 
line, and  did  not  suggest  the  existence  of  any  constdeiahk  pleural  eUu- 
sioD.  'ITiere  was  also  a  slighter  sliadow  corres^xinding  to  the  left  apex. 
The  [wliL-nl  n-as  discharged  to  a  sanatorium  for  lubcrculoMs 

Diacooiis. — Phthisis. 

Case  340 

A  woman  of  fifty-six,  a  post-office  clerk,  of  good  family  history  and 
past  hbtory,  entered  the  hospital  January  q,  190S.  Slie  jw-vK-d  the 
menopause  six  years  ago  without  trxnible.  Throughout  the  post  summer 
:^ie  has  been  bothered  by  sour  stomach  and  tlatulcnce. 

Five  da)-s  ago  she  ate  camied  salmon  for  supper,  and  that  night, 
after  going  to  bed,  she  felt  very  chilly,  headachy,  v<omiled  aiKi  sweated 
profu.'«ly.  The  next  two  days  she  alw  vocniled  a  good  deal,  and  during 
the  last  two  days  has  been  extremely  nauseated.  Throughout  thmc 
live  days  she  has  had  aching  all  over  her  body,  has  slept  ^rry  little,  and 
has  felt  feverisb.  Tbc  matter  vomiled  lias  been  cither  food  or  a  greenish- 
colored  material.  The  bowels  havt  moved  twice  in  five  days.  She  baa 
eaten  praclJcally  nothing. 

For  Uie  last  three  days  she  has  had  a  con^ttant,  irritating,  drycoufch. 

Physical  examination  was  negative,  save  that  in  tlie  leJt  upiwr  chest 
and  in  the  right  axilla,  at  the  extreme  Ihik,  were  a  few  Innsirnt.  line 
moist  r&les.  Temperature,  102"  P.;  pulse,  100;  rcsptratioD,  20:  white 
cdls,  19,500;  hemof^obtn,  90  per  cent;  WIdal  reaction,  negatJvT; 
urine,  nepalive. 

Diicusaion. — The  acute  onset  of  symptoms  in  this  case  naturally 
and  properly  turns  our  attention  for  the  time  being  away  from  the  long- 
•taodlng  causes  of  vomiting,  such  as  have  l>een  di^usttcd  in  [urcvious 
cases.  It  is  true  that  some  of  these  chronic  diseases — such  as  biain 
tumor,  nephritis,  gastric  cancer,  or  iK-un>sis — may  suddenly  be  "lighted 
up"  or  roused  to  unusual  activity  after  ha\'tng  remained  latent  (or  a  kng 


6S3 


tone,  but  few  if  any  of  them  would  then  be  associated  with  such  marked 
(«ver,  leukocytosis,  and  general  consUlutional  signs  pointing;  to  infection. 

It  h  rea.sonable.  therefore,  to  consider  whether  any  well-known 
infection  is  prone  to  bejjin  in  this  way.  Infections  of  the  gastro-intcstinal 
tract  are  uncommon  and  stQl  more  uncommonly  recotniizable.  Typhoid 
sometimes  starts  out  with  prolonged  gastro-intcstinaJ  disturbances, 
but  the  high  leukocyte  count  i»  sufTicient  to  exclude  any  uncomplicated 
type  of  this  disease.  The  same  Ls  true  of  acute  or  incipient  tubcrculoMS, 
except  in  the  meningeal  form.  Tlie  unknown  infections,  us-ually  termed 
"grip"  or  "ptomain-poisoning,"  arc  much  less  likely  to  produce  such 
leukocytosis  and  such  continued  vomiting  than  is  one  possibility— next 
to  be  mentioned. 

Of  all  the  severe  infections  which  arc  apt  to  attack  elderly  people 
in  or  near  the  month  of  January,  pneumonia  h  the  one  most  often 
iKginnin;;  with  gastrointestinal  s)'mpIoms  alone.  The  Icukocyto^s. 
the  cough,  and  the  trilling  chest  signs  arc  all  quite  consistent  with  this 
idea.  Vet  no  one  could  make  a  ])ositi\x-  diagnosis  of  pneumonia  from 
the  facts  here  presented.  -A  blood-culture  mipht  enable  him  to  do  so, 
since  the  pneumococcus  is  not  infrequently  to  be  found  in  the  circulating 
blood  before  any  evidence  of  solidificadon  has  become  manifest  in  the 
lungs.  Without  culture  one  can  only  susjiect  pneumonia,  the  practical 
agnificance  of  which  act  consists  in  what  it  le<ids  us  to  say  to  tlie  family, 
together  with  the  focusing  of  our  attention  on  the  results  at  repeated 
examinations  of  the  lungs.  In  many  cases  wil)i  exactly  ^uch  signs  as 
are  here  recorde<l,  the  siethoscoi>e  reveals  nothing  characteristic,  but 
with  the  free  ear  against  the  chcsl-wall  we  may  be  able  to  delect  a  dis- 
tant but  quite  distinctive  tubular  breathing. 

Outcome. — Twenty-four  hours  after  the  above  record  was  taken 
there  apjwared  in  the  left  upper  lobe,  below  Uie  clavicle  in  front,  dulness, 
diminished  breathing,  diminished  voice-sounds,  and  many  fine  and 
mt-dium  moist  rAlcs.  Although  the  breathing  was  of  diminished  intensity, 
the  expiration  and  the  whispered  voice  were  high-pitched  and  relatively 
Intense.    The  patient  had  no  dyspnea  and  no  pain. 

On  the  eleventh  the  white  cells  were  38,000;  on  the  thirteenth,  34.600; 
on  the  Gftecnlh.  7600. 

There  were  no  sputa  at  any  time  and  practically  no  cough.  By 
the  sixteenth  the  abnormal  sounds  were  less;  by  the  twenty-second 
they  were  gone. 

The  patient  complained  %'cry  much  of  alxlominal  distress  and  numb- 
ness. She  vomited  occasionally  on  the  following  da>'s.  and  It  was  sug- 
gested that  she  ought  to  have  a  special  nurse  and  be  fed  by  the  bowel. 
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February  ist  she  announced  that  she  would  like  lo  sit  up.  and  her  appetite 
began  lo  return;  lhi»  was  not  until  her  lemperature,  pulse,  and  rt«i)ini- 
tkin  had  been  normal  for  >cvcntepn  dav-s. 

On  the  third  u[  February  si\c  complained  of  l>eing  [jar&lyzed  all 
over.  On  questioning,  "  poralyus  "  turned  out  to  mean  numbness,  and 
there  was  not  the  slightest  sign  o(  impaired  motion  nor  of  impaired  st-nsi- 
tion  anywhere. 

Diagnosis.— Pneumonia. 

Case  341 

An  unmarried  Canadian  woman  of  twenty-seven,  of  good  Eamfly 
bistor}'  and  past  history,  was  first  seen  November  31,  1906.  She  hai> 
bad  occasional  indigestion  for  the  pa«t  two  or  three  years,  and  of  late 
hu  been  run  dou-n  and  anemic.  Catamcnia  have  been  absent  for  tbe 
pas!  two  and  one-half  months.  For  eight  weeks  she  has  had  nausea 
and  vomidng  almost  every  day,  sometimes  sevvial  times  a  day.    \'oniit- 

ing  may  follow  food,  but  at  times  she 
retches  when  tiic  stomach  is  empty.  Loss 
of  weight  and  strength  has  been  such  that 
ten  days  ago  .she  was  obliged  to  go  to  bed, 
in  spile  of  which  ramiting  has  continued. 
Five  days  ago  she  began  to  h.ive  duU 
pain  in  the  lower  left  chest.  it>crea»cd  by 
deep  breathing  or  cough.  M  the  same 
lime  she  began  to  be  short  of  breatli.  For 
tn-o  weeks  slie  has  had  cough,  occa.<uca- 
ally  raising  thick,  yellow,  blood  streaked 
sputum,  iSee  accompanying  chart  for 
the  temperature.) 

On  ejotmination  the  heart's  apex  b 

not  seen  or  fell.       The    right  IvinU-r  of 

catdiacdutocssappcars  to  extend  ,^i  inches 

to  the  r^cht  of  midstemum.    The  sounds 

are  clear,  but  are  best  heard  to  tlie  right 

of  the  sternum.     The  condition  of  the 

lungs  is  shoun  in  tlie  accompanying  diagram  (Fie9,i78  and  179).    The 

alxlomco  shows  noihiog  abnormal.   Ttie  reflexes  are  also  Dormal.   The 

white  cdh  are  5>;oo:  the  urine  neinlive. 

On  the  Iwentr-sccond  74  ounces  of  yellow,  slightly  lurbld  fluid 
were  withdrawn  from  the  chest.     Specific  gravity  was  1018;  albumin. 


Flf.  177.— Clian  of  cur  j|i. 


Rg.  I7g. — Signs  at  recorded  in  Cine  341.     Nolc  al-.iiu''    if  jtij-  frconl  of  iiiira\'ertcbral 
dulncu  (UKM-'oa'ii  M)(ii)  011  ihe  ciglit.     In  igob  v>c  h.iil  nui  t>ccii  UiiKhl  In  look  for  it 
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4  per  cent.  In  the  sediment  small  lymphocytes  made  up  98.5  per  cent 
No  tubercle  bacilli  could  be  demonstrated  from  the  digested  clots. 

After  the  tapping  the  patient  ceased  vomiting  and  felt  finely.  By 
December  ist  there  was  no  vomiting  at  all;  then  it  returned  in  occa- 
sional attacks,  and  by  the  twelfth  it  was  causing  a  great  deal  of  trouble. 
Free  fluid  had  reaccumulated  in  the  chest  to  a  slight  extent  only,  but 
the  patient  seemed  to  be  losing  ground. 

Discussion. — The  pleurisy  which  was  so  easily  demonstrable  in 
this  patient's  chest  seemed  at  first  a  sufficient  reason  for  her  vomiting. 
We  were,  therefore,  surprised  that  the  vomiting  continued  after  the 
effusion  had  been  tapped.  Neither  the  temperature  chart  nor  any 
of  the  other  signs  in  the  case  seemed  to  indicate  that  the  tubereulosis, 
presumably  in  the  background  of  this  pleural  eEfu^on,  was  the  cause 
of  the  vomiting. 

There  appeared  to  be  no  reason  to  suspect  organic  disease  of  the 
stomach,  brain,  heart,  or  kidney.  There  was  no  constipation  or  toxemia 
apparent  We  might  have  been  tempted  to  settle  down  on  the  unsatis- 
factory diagnosis  of  "gastric  neurosis."  One  ia.ct,  however,  still  re- 
mained unexplained — namely,  the  amenorrhea.  This  was  not  to  be 
accoimted  for  by  anemia  or  by  any  obvious  psychic  cause.  Cleariy, 
it  was  our  duty  to  investigate  the  possibility  of  pregnancy. 

Outcome. — Tuberculous  salpingitis  was  suspected.  Vaginal  ex- 
amination showed  a  mass  in  the  pelvis,  distinguishable  from  the  uterus, 
softer  and  more  iluctuant  on  the  right  than  on  the  left  A  great 
number  of  remedies  for  vomiting  were  tried,  among  them  sodium 
bicarbonate,  1  dram  in  half  a  glass  of  hot  water,  sipped,  Hoffmann's 
anodyne,  i  dram  in  hot  water,  ginger-ale  with  sodium  bicarbonate  in 
sips,  mustard  leaf  to  the  epigastrium,  bismuth  and  beta-napbthed, 
cerium  oxalate,  2  grains  every  two  hours,  and  various  diets.  Finally, 
CSX  the  fourteenth  of  December  she  was  put  on  nutrient  enemata  and 
all  food  by  mouth  omitted.  As  the  patient  contmued  to  vomit  and 
retch  at  times,  though  the  nutrient  enemata  were  well  retained  and  did 
not  cause  discomfort,  it  seemed  best  again  to  explore  the  pelvis,  with 
a  view  to  freeing  the  adhesions  and  perhaps  stopping  the  vomiting  in 
this  way.  Accordingly,  on  the  twenty-first  the  abdomen  was  opened  and 
showed  nothing  but  a  laige,  presumably  pregnant  uterus,  with  normal 
tubes  and  ovaries.  Within  five  days  after  this  exploratory  operation 
vomiting  ceased  altogether. 

Diagnosis. — Vomiting  of  pregnancy;  pleural  efEuaon. 
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I  Cmti  342  ^^ 

A  Ru<)!uan  tuilor  o(  Uiirty-scvcD  cnlercd  the  hospitul  April  38,  1908. 
He  bus  found  hiin^elf  unable  to  work  for  several  month.-L,  becau:^  wlwo- 
ever  he  tries  to  move  about  at  all  hi'  vomits.  Thk  vomiting  b  aocoon- 
ponicd  hy  shortness  of  breath  and  jtalpitation.  He  iias  also  a  alight 
cough,  anorexia,  constipatioD,  and  insomnia.  He  has  noticed  no 
edema. 

On  cjoimination,  the  right  pupa  is  slightly  larger  than  the  left  The 
heart's  apex  15  in  the  tifth  space,  one  inch  outside  the  left  nipjjle.  At 
the  apei  there  is  a  murmur  which  lasts  through  the  whole  of  diaitole 
with  a  crescendo  toward  its  end.  The  first  a{>cx  sound  is  very  sharp, 
and  preceded  by  a  palpaMe  thrill.  The  pubnonic  second  sound  n  not 
accentuated.  I'herc  are  crackles  and  squeaks  scattered  throughout 
both  lungs,  es}>ccially  at  the  base  behind,  where  there  are  alight  dulne* 
and  diminished  fremitus. 

In  the  alxlamcn  there  is  a  tittle  dulness  laterally  when  Uie  pdlivnl 
is  lying  down,  this  dulness  shifting  witli  change  of  position. 

Physical  examination,  including  the  blood  and  urine,  is  otherwise 
negative. 

Discassioo. — Attendon  should  be  arrested  by  an  unusual  com- 
bination oF  symptoms  present  tn  this  cose — vU.,  vomiting,  cxdtcd, 
apparently,  by  exertion.  This  is  a  very  significant  ftrouping  of  bets, 
and  may  be  interi'Teled  to  mean  cither  tliat  vomiting  is  dependent 
upon  wmc  circulator)'  dlsturljancc  which  exertion  increases,  or  upon  the 
shifting  of  the  |K>sition  of  some  vbcus  when  he  assumes  the  upright 
position. 

Since  the  vomiting  b  associated  with  other  symptoms  suggesting 
disturbance  of  the  circulatioa  and  tlie  ph>'¥ical  examitulion  rc\'cals  a 
cause  for  this  dblurbance,  we  must  usk  whether  mitral  stenosb,  which 
is  aj^iarently  the  lesion  present.  Is  ca)juble  of  producing  such  pcrsbtcnl 
voniting,  even  when  compensation  Ik  not  very  seriously  dUturf>cd. 
Iuxi>erience  shows  that  we  may  answer  this  question  in  the  aOumadve, 
although,  as  a  rule,  troublesome  gastnv- intestinal  synptoou  do  not 
occur  until  rather  later  tn  the  course  of  an  uncompensated  cardiac 
lesion. 

Since  physical  examination  gives  us  no  hint  of  any  other  cause  for 
die  vomiting,  it  Is  pro[)er  to  trtat  the  patient  with  reference  purely  to 
hb  circulatory  disturbance,  and  to  anticipate  that  he  wHl  stop  vomit 
when  his  compcnsatlnn  U  improved. 

Outcome. — The  patient  was  kept  In  bed,  given  an  ounce  of  magnc^ 
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siura  sulphate  each  morning,  and  a  bitter  tonic  before  meals.  Occa- 
sionally he  needed  10  grains  of  triooal  to  induce  <ileep,  but  no  cardiac 
stimulation  seemed  called  for.  Aftt-r  a  week's  rest  he  was  in  g<x)d 
condi^on  and  had  no  symptoms  as  long  as  he  did  not  exert  himself 
violently. 

Diagnosis. — Mitra!  stenosis. 

Case  343 

A  Swedish  tailor  of  fifty,  with  a  good  family  hUtory  and  past  history, 
entered  the  hospital  June  12,  1907. 

About  February  i,  1907,  he  began  to  have  abdominal  pain  and 
vxaniting.  At  first  his  pain  was  relieved  by  belching  sour  gas,  but  it 
gradually  became  more  severe,  csjiccially  after  eating  meat  nr  hea\y 
food,  less  after  milk  or  crackers 

For  the  past  two  months  the  pain  comes  three  or  four  hours  after 
eating,  and  Is  very  se\'ere  and  grinding,  passing  from  right  to  left  across 
the  epigaslriimi.  and  relieved  by  vomiting,  which  is  apt  to  occur  once 
or  twice  every  two  or  three  days,  usually  after  a  siege  of  pain.  He  1ms 
often  seen  in  the  vomitus  food  eaten  a  day  or  tivo  before.  Usually  the 
vomitus  contains  the  unchanged  food  and  bilc-staincd  mucus,  never 
more  than  a  pint  at  a  time,  never  dark  or  bloody. 

He  has  constantly  lost  weight,  strength,  and  color.  In  February  he 
weighed  15a  pounds,  now  he  weighs  131.  He  is  constipated;  sleeps 
well.  He  gets  up  two  or  three  times  at  night  to  pass  water.  His  appetite 
b  excellent.    He  workc<i  until  two  days  ago. 

Kxamination  showed  emaciation,  pallor,  negative  chest  and  abdomen. 

Uliite  cells,  50C0;  hemoglobin,  75  per  cent.;  urine,  normal.  The 
stomach  held  70  ounces  of  water;  after  a  test-raea],  free  HCl  was  absent 
on  two  occasions.  Total  acidity,  0.12  and  0.2.  Stools  altogether 
normal.    The  fasting  stomach  contained  considerable  food  remnants. 

After  a  few  days  in  the  hospital  on  3  dry  diet  di^'ided  inlo  sue  meals 
daily,  HCl,  20  minims  after  meals,  and  2  drams  of  Carlsbad  salts  each 
morning,  the  symptoms  disappeared. 

There  was  at  no  time  any  visible  peristalsis. 

Two  days  after  leaving  the  hospital  the  pain  recurred  and  a  profuse 
diarrhea  began. 

On  July  34th,  1007,  he  reentered  the  hospital,  complaining  that 
he  had  Iiad  since  his  last  entry  five  or  six  attacks  similar  to  timt  just 
described,  beginning  with  severe  abdominal  pain  followed  by  vomiting 
and  diarrhea.  Most  of  these  attiicks  have  followed  some  indiscretion 
in  diet.    As  in  the  prenous  illness,  he  has  noticed  in  what  he  vomits 
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food  eaten  a  day  or  more  before.    The  appetiU:  is  good,  bowtds  con 
stipaled.    He  sleeps  well  except  during  the  attacks  of  ]>ain. 

The  alxlraiu-n  now  showi  marked  rigidity  and  tendemirte  in  the  rit^t 
lower  quadrant,  but  no  masses  ore  nude  out.  The  hemoglobin  lias  ouw 
fallen  to  50  per  cent. 

Discussion. — Gastric  cancer  is  stron^y  suggested  by  thb  hhtcty. 
Here  is  a  man  who  has  lived  on  peaceful  terms  with  his  atomach  foe 
forty-nine  years  and  then,  without  any  discoverable  cause,  begins  to 
have  trouble  with  it  The  regular  recurrence  of  pain  three  or  four 
hours  after  eaUng  is,  however,  less  characteristic  of  cancer  than  of 
ulcer  and  some  other  diseases.  Quite  obviously  wc  ha%'e  stasis,  emacia- 
tion, and  anemia,  presumably  of  the  secondary  ty]K.  These  facts, 
together  with  the  af«cnce  of  hydr«  hloric  acid,  still  further  gupj»art  the 
hypothecs  of  cancer,  especially  as  no  hemorrhage  or  other  cauw  for  the 
anemia  U  manifest. 

Though  we  were  much  inclmed  toward  the  diagnosis  of  gastric  cancer, 
the  disap]>carance  of  symptoms  after  a  few  days'  stay  In  lite  hospital  made 
us  more  doubtful,  \farked  improvement  docs,  however,  occur  in 
cases  of  undoubted  gastric  cancer,  and  I  have  often  known  a  Ealw  con- 
clusion based  upon  such  tm)>rD^'ement.  I>oubtleis  tlie  secondary 
irritation  of  the  gastric  mucous  membrane  resulting  from  the  stasis  is 
Itself  the  cause  of  many  of  the  symptoms  in  gastric  cancer  When  the 
sla»5  is  Tclie\'ed  by  diet  and  Ia%-age,  the  symptoms  improw,  though  the 
cancer  docs  not. 

Ily  the  time  of  hb  second  entrance  to  the  hospital  we  had  Ix-gun  to 
notice  certain  anomalies  in  the  clinical  picture,  which  made  it  difficult 
to  identify  it  with  that  of  gastric  cancer.  First  of  all,  it  was  notable 
that  the  [uin  passed  across  the  epigastrium  from  right  to  left — 1.  f., 
against  the  current  of  the  gastric  contents.  This  is  unusual  In  pyloric 
obstruction.  Next,  we  were  forced  to  obser\-e  that  the  pain  had  not 
the  stejidy,  grinding  character  u^^ually  seen  in  the  more  painful  types 
of  gastric  cancer,  nor  was  it  conlin»l  to  that  indrfmile  distress  and 
sense  of  weight  which  characterizes  the  less  painful  tyfics  of  the  dhcase. 
This  man's  pain  came  in  distinct  paroxj-sms  of  ureat  ^ewrity,  scgmnitcd 
by  intervals  of  complete  freedom.  This  is  more  suggestix-c  of  intestinal 
than  of  gastric  cancer.  The  profuse  diarrhea  following  hk  kft  stay 
in  the  h(Mpttal,  and  the  constijMition  which  has  been  a  feature  of  hk  case 
throughout,  fall  in  very  well  with  this  idea. 

U  we  are  dealing  with  chronic  intestinal  obstruction,  as  thli  last 
interprvtattoo  of  the  symptoms  seems  to  indicate,  there  is  reason  to 
believe  that  cancer  is  ita  cause,  both  because  the  great  majority  of 
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such  cases  occurring  in  men  of  this  age  tiun  out  to  be  cancerous  and 
because  the  anemia  is  not  otherwise  explicable. 

Oatcome. — Subsequently  a  hard  mass  with  indefinite  outline  was 
made  out  on  the  right  side  of  the  abdomen,  at  the  level  of  the  navel. 

Rectal  examination  was  negative,  but  the  stools  now  exhibited  a 
marked  reaction  to  guaiac.  After  a  test-meal  the  stomach-contents 
showed  free  HCl,  0.018. 

Leukocytes,  4100,  among  which  59  per  cent,  were  polynuclear,  30 
per  cent,  lymphocytes,  11  per  cent,  eosinophiles. 

Operation  on  the  twenty-seventh  showed  cancer  of  the  ascending 
colon. 

Diagnosis. — Cancer  of  the  ascending  colon. 

Case  344 

A  married  woman  of  fifty  years  was  first  seen  in  September,  1903, 
for  major  hysteria.  After  this  she  passed  out  of  my  ken  and  I  did  not 
see  her  again  until  December  8,  1908.  During  this  time  she  had  got 
into  the  habit  of  taking  brandy  at  the  rate  of  about  a  quart  a  week  at 
irregular  intervals;  also  a  spray  of  cocain,  which  she  used  two  or  three 
times  a  day  for  most  of  the  time.  Besides  this,  she  had  a  prescription 
for  amylene  hydrate,  originally  given  her  by  Brown-S^quard,  and  con- 
tinued by  her  at  intervals  ever  since. 

She  has  been  more  or  less  hors  de  combat,  owing  to  the  influence  of 
hysteria  and  drugs,  for  a  considerable  portion  of  the  time.  Two  and  a 
half  weeks  ago  she  got  overtired  with  shopping  and  the  theater.  Within 
a  day  or  two  she  began  to  have  persistent  vomiting,  headache,  and 
great  irritability,  which  at  times  amounted  almost  to  delirium,  and  was 
accompanied  by  suicidal  impulses.  This  continued  until  within  the 
present  week,  when  she  became  very  quiet  and  drowsy  most  of  the 
time,  but  continued  to  vomit.  As  far  as  can  be  estimated,  she  has 
consumed  about  a  quart  of  brandy  in  the  last  three  days. 

For  the  past  four  days  it  has  been  noticed  that  the  amount  of  urine 
has  considerably  diminished.  Yesterday  afternoon  it  was  examined 
and  found  to  contain  0.5  per  cent,  of  albumin.  It  was  smoky  in  color, 
and  in  the  sediment  were  a  great  many  casts,  chiefly  fine  granular 
and  brown  granular,  with  a  smaller  number  of  the  hyaline  and  cellular 
^pes.  It  was  subsequently  learned  that  she  had  had  albumin  in  the 
urine  four  years  previously,  but  its  other  characteristics  were  not  known. 

For  the  past  tiivelve  hours  she  had  been  semiconscious,  and  as  we 
went  upstairs  the  attending  physician  said  to  me  that  the  case  seemed 
to  him  veiy  grave;  he  doubted  somewhat  whether  she  could  be  roused. 
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Wc  Stepped  to  the  bcdydc.  "Mrs.  D.,"  said  he.  "here  Is  Dr.  Cabot 
Do  you  renwrabcr  swing  him  some  years  ago?"  "Yes,"  said  she,  "and 
a  bifiKer  fool  1  never  knent-."  All  of  which  seemed  to  argue  that  she 
was  DOl  so  badly  ofTufler  all;  yet  :^he  ^on  slip{>ed  ofIaf;ain  into  a  ttcmi- 
unconKioiLs  condition,  in  which  the  pupils  reacted  very  sluKKi>^>ly- 

On  phystoil  examination  there  was  dixidvd  muM:ular  ncf^tivism. 
The  heart  and  lun^s  sltnued  nothing  abnonnal;  the  blood- pressure  WM 
not  hi;;h:  the  abdomen  was  negative.  There  wait  no  muscular  [HUalysts, 
but  the  knee-jerk?'  could  not  be  obtained,  and  there  was  an  cxtmordinaiy 
degree  of  tlabbincss  in  the  calf  muscles— almosl  no  musde  left.  Else- 
where nutrition  wa»  fair.  Blood  examination  showed  nothing  wToof; 
in  that  din-ction. 

Discussion. — .A&  there  was  no  muscular  tremor  and  no  su)g;e8tioo 
of  alacrity  in  the  i>sychic  responses,  there  seemed  no  good  reason  I« 
anticijiate  delirium  tremen*. 

Uremia  was  seriously  considered,  and  could  not  be  excluded.  The 
poinLs  against  it  were  the  low  blood-pressure  and  the  muscular  rdaxk- 
UoD,  also  the  emphatic  statement  by  the  husluind  that  sIh'  had  often 
*'beeoa5l>ad  as  Ihi^  l>efwe,"bul  had  alwaj'scomeoutofitall  rttjht  wticn 
alcohol  and  dru};s  were  taken  away. 

On  the  other  hand,  it  scemoil  dinkult  to  .octounl  for  the  liad  coodi- 
lion  of  the  urine  as  a  result  stmt>ly  of  alcoholism  and  cocain.  On  the 
whole,  I  wiu«  incline*]  to  think  her  uremic  and  to  give  a  bad  [troKtrnd.'^ 

Outcome.  -Alcohd  and  drugs  were  slopped,  and  she  was  kept  on 
a  diet  of  milk  and  water  for  twenty-four  hours,  alter  which  iJie  rel*clled 
and  nihbled  a  considerable  quantity  of  various  objects.  Within  a  week 
the  urine  had  cleared  up  and  the  |ialienl  was  decidedly  acli\X!  and  liid 
lemjiervd,  but  insisted  on  running  her  automobile,  which  die  dro^e 
herself.  So  far  as  could  lie  asccrlaim-d,  ihc  alUck  hud  pa;^»ed  off  with- 
out leaving  her  any  worse  than  before,  bihI  without  producing  any  per- 
manent damage  in  her  internal  viscera. 

The  cA-ic  taught  me  a  lesson  not  unfamiliar  to  those  who  deal  with 
acute  alc<>holi.sm  and  drug-{>oi!toning,  viz.,  tliat  then;  ift  almost  do  limit 
to  the  amount  of  albumin  aitd  casts  which  may  be  excreted  in  the  urine 
of  ]Hitient>  during  .an  acute  attack  of  nanolic  poisoning,  wilhoul  leaving 
any  evidence  of  permanent  damage  to  the  kidnc)'s  after  the  attack 
pawes  off.  One  diould  attempt  no  judgment  about  the  corMlitkin  of  the 
kidneys  until  we  have  been  able  to  eliminate  the  present  effect  of  alcobol 
and  other  narcotics. 

Oiagoosis. — Hysteria;  alcoholism;  dnig  habits. 
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Case  345 


AnneK.,  a  laundress  of  forty-eight,  entered  the  hospital  March  14, 
1909.  She  has  always  been  well  and  has  an  excellent  famUy  histoiy. 
She  passed  the  menopause  a  year  ago.  On  the  morning  of  Christmas, 
1908,  after  a  hard  day's  work  preceding,  she  vomited  "half  a  washbowl 
of  phlegm"  when  she  first  got  up.  She  noticed  no  food  or  blood  in  the 
vomitus.  She  breakfasted  and  worked  as  usual  that  day.  Through 
January  and  February,  1909,  she  considered  herself  perfectly  well,  though 
her  bowels  had  been  more  thanusuallyconstipated,  and  when  once  started 
by  catharsis  there  had  often  been  a  slight  diarrhea  for  several  days. 

Three  weeks  ago  she  took  a  dose  of  salts  one  momii^  for  one  of  her 
usual  spells  of  constipation  and  Immediately  began  to  vomit  bile-stained 
phl^;m.  Her  vomiting  continued  all  day,  though  she  kept  at  work. 
She  spent  the  next  three  days  in  bed  and  continued  to  vomit  after  eating. 
She  then  went  to  a  friend's  house  for  a  rest.  There  the  vomiting  soon 
ceased,  and  in  five  days  she  was  able  to  resume  work. 

A  week  later,  March  8,  1909,  vomiting  recurred  for  the  third  time. 
Nevertheless  she  kept  at  work  until  March  lath,  the  day  previous  to  her 
entering  the  hospital.  The  vomitus  has  always  been  small  in  amount 
and  apparently  free  from  blood  or  food  residue.  She  says  she  has  had 
no  pain  at  any  time  except  a  "griping  "  after  taking  a  cathartic. 

Appetite  poor,  sleep  excellent,  weight  (a  year  ago)  150  pounds. 
Her  mistress  says  that  she  has  always  been  reticent  and  uncomplaining. 

On  examination  her  weight  was  found  to  be  151  pounds,  and  she 
seemed  distinctly  obese,  though  it  was  also  noted  by  one  of  the  consult- 
ants that  "  her  flesh  hung  on  her  body  with  wrinkles  and  folds,"  suggest- 
u^  that  she  had  previously  been  heavier. 

Physical  examination,  including  the  blood  and  urine,  was  wholly 
n^ative,  save  for  a  very  slight  degree  of  abdominal  distention.  After  the 
bowels  had  been  started  by  a  glycerin  enema  of  4  ounces  on  March  13th 
and  a  high  oil  enema  of  6  ounces  March  15th,  they  continued  to  move 
normally.  The  stools  were  not  remarkable  either  in  number  or  appear- 
ance, and  showed  a  negative  guaiac  reaction  March  i6th,  17th,  and 
20th.  After  the  i8th  she  was  able  to  take  milk  and  crackers  without  any 
vomiting  or  distress.  March  29th  she  was  taking  a  full  diet  without  any 
symptoms,  and  AprU  ist  she  was  dischai^ed  well. 

Discussion. — The  diagnosis  of  gastric  neurosis  and  consHpation  was 
made  in  this  case.  The  basis  for  thb  was  chiefly  the  negative  physical 
examination,  and  the  prompt  recovery  of  gastric  and  intestinal  function 
under  rest  and  diet,  with  enemata. 
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\Vc  were,  ihercfore,  quite  astonished  and  somc\^'hai  amused  »vben 
Dr.  E.  A.  CodnuiQ,  who^w  bcr  March  i8ih,  made  a  diogDosis  olchranic 
intestinal  otistruction,  |)robably  due  to  cancer.  Yet  the  outcome  showed 
that  Dr.  Cudman  was  in  all  prulKibility  right.  The  (ac<5  which  guided 
him  (and  should  tiavc  guided  us)  to  thb  diagnosis  were  (a)  the  prescDoc  of 
slight  abdominal  dUtcntinn  on  March  t8th  after  five  dayy  of  [lartial 
siarvation  and  free  cathant!^;  {i')  the  occurrence  <>f  vomilinn  in  a  middle- 
aged  woman  who  had  been  previously  well  and  had  no  special  cause  (or 
s  nen'ous  breakdown;  (c)  the  history  of  periods  of  constipation  altemal- 
Eng  with  diarrhea:  (if)  the  gripinj;  jiain  which,  thoui;h  ailribuicd  by  the 
patient  to  the  action  of  cathartics,  did  not  seem  to  Dr.  Ctxlman  explain- 
able tlicreby. 

Outcome.— After  leaving  the  hospital  A[>ril  ist,  she  sta>i-<l  at  a 
friend'^  bourse  for  Uirw  weeks;  she  then  relumed  to  her  worft  as  a  laun- 
dress and  seemed  |>erf6ctly  wdl  through  May  and  June.  1  ini|uircd 
after  her  this  time  and  noted,  with  ^reat  satisfaction,  her  continued  f^itnd 
health,  conlirminic.  as  I  thought,  my  diagnosis  of  gastric  neurosis.  )b 
July  she  had  her  fourth  attack,  which  came  on  this  lime  with  great  sud- 
denness. She  was  seen  at  once  by  a  physician  who  found  distention 
and  vomiting,  but  under  his  treatment  she  iwemed  well  a^ain  wilbin  a 
few  days  and  n-sumed  wori;.  A  few  weeks  later  her  mislrir»  )iap|>cncd 
to  go  into  the  laundry  and  found  that  Anne  had  a  lifth  recurrence  of  her 
old  trouble— vomiting.  Another  vacation  was  advised,  but  after  three 
weeks'  rest  at  a  friend's  house  her  symptoms  returned  in  great  force. 
In  this,  the  -4xth  atuck,  tlic  vomiting  ftnally  liccamc  fecal  and  there  was 
intense  abdominal  pain  and  rapid  emaciation.  Dr.  John  T.  Bolinmlcy 
saw  her  in  consultation.     In  answer  to  my  in^juiry  he  writes  as  f«ll<nva: 

"She  presented  a  picture  of  tlie  terminal  jtage  of  an  intestinal  ob- 
struction; distended  abdomen,  anxious  (ace,  fec^  \-omiting,  empty 
rectum,  etc.  .\  mass  was  indistinctly  fell  in  tlie  upfier  alxlomen  and  was 
belie^Td  to  lie  malignant." 

It  seemed  too  late  to  operate  and  the  patient  died  soon  after. 

Diagnosis.— Chronic  Intestinal  olistruction,  prol>ablydue  to 
nant  disease. 


Case  346 

Called  al  noon  Februar)'  lo,  iqio.  to  see  a  Syrian  housewife  of 
twenty  nine  (childless)  whose  gnans  and  cries  reached  me  in  llio  street 
as  I  aune  to  the  house.  I  found  her  «rilhing  in  intense  pain,  referrtti 
lo  the  epigastrium,  and  accomjanied  by  so  much  retching  llial  1  could 
hardly  get  her  history  between  the  s]>asms. 
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Six  days  previously  she  had  begun  to  vomit  without  obvious  cause — 
the  act  being  immediately  preceded  by  epigastric  pain  and  relieved  by 
emesis.    The  early  morning  was  her  worst  time  in  this  respect. 

Until  this  morning  she  had  slept  well  and  had  suffered,  no  pain  between 
the  vomiting  spells,  but  at  5  a.  m.  to-day,  after  a  sleepless  night,  the  pain 
began  again  and  her  vomiting  no  longer  relieves  it. 

Her  bowels  moved  after  an  enema  yesterday,  and  again  this  morning. 

1  examined  her  as  well  as  I  could  between  her  spasms  of  writhing 
and  vomiting.  She  was  a  stout,  flushed,  powerful  woman.  No  percus- 
sion dulness,  no  tenderness  or  muscular  s[>asm,  no  palpable  mass  could 
be  felt  thioi^h  the  belly-walls  by  rectum  or  by  vagina.  The  tempera- 
ture was  97.6°  F.,  the  pulse  100,  the  respiration  30.  The  vomitus 
consisted  of  mucus  and  bile-stained,  watery  fluid.  The  urine  con- 
tained no  albumin  or  sugar.    The  blood  was  negative. 

The  woman's  sufferings  seemed  as  intense  as  those  of  acute  perfora- 
tive peritonitis,  yet  I  could  find  no  objective  evidence  of  that  disease. 
The  pain  was  such  as  I  have  seen  in  gall-stone  disease,  yet  until  this 
morning  it  had  been  merely  an  accompaniment  of  the  vomitii^ — and 
relieved  by  it. 

All  the  complaints  pointed  to  an  abdominal  emergency  of  some  kind, 
yet  I  could  find  none  on  physical  examination. 

Discussion. — I  felt  very  much  puzzled  by  the  case.  The  loudness 
and  vigor  of  her  cries  and  her  healthy  appearance  inclined  me  to  belteve 
that  she  was  free  from  any  serious  disease.  On  the  other  hand,  the 
attending  physician  had  evidently  felt  much  alarmed  about  her.  When 
he  bad  previously  telephoned  me  and  found  that  it  would  be  an 
hour  before  I  could  get  there,  he  said  he  was  not  sure  she  would  live  so 
long.  In  the  hullabaloo  going  on  in  the  room  it  was  very  difficult  to 
think,butaslmadethe  effort,  my  eye  roved  about  the  room  and  fell  upon 
the  center  table,  which  contamed  a  huge  Turkish  hookah,  two'boxesof 
cigarettes,  and  a  hypodermic  syringe.  The  last  was  the  clue  that  I  wanted. 

Inquiry  showed  thatit  belonged  to  the  doctor,  and  that  he  had  given 
morphin  once  or  twice  daily  for  the  last  Ave  days.  As  soon  as  I  came 
to  look  at  the 'patient  with  this  in  mind  I  saw  that  her  outcries,  tossing, 
and  thrashing  about  the  bed,  and  her  vehement,  though  inchoate  desire 
for  something,  she  knew  not  what,  were  very  characteristic  of  what  I 
had  so  often  seen  in  morphin  habitues  deprived  of  their  drug.  Inquiry 
showed  that  she  was  not  a  habitu^,  but  had  acquired  a  strong  need 
for  the  drug  in  five  days. 

Outcome. — The  subsequent  course  of  the  case  showed  that  there 
was  nothing  else  the  matter  with  her;  her  original  attack  of  vomiting 
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was  brought  on  by  overeating  and  constipation.  It  had  been  inten^fied 
and  prolonged  by  the  unwise  use  of  morphin  in  a  neurasthenic.  After 
the  evacuation  of  a  large  fecal  accumulation,  the  withdrawal  of  the 
morphin,  and  a  sensible  diet,  she  recovered  completely,  though  with  & 
good  many  relapses. 

Diagnosis. — Neurosis;  morphin. 
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■  The  s)>ii;al  limitalion^  nf  my  malerial  nuke  it  inipo-sibic  for  me  la  cMimalc 
RCi.'uT.ilelr  [lie  pruponiim  of  caset  in  which  heniituri:!  ii  a  fetturc  of  icuie  aeiihritis,  bat 
1  b>-1i('ve  II  lu  be  tbe  coinTivine'-t  lype  or  bleeding  from  the  unniiy  Inct. 


CHAPTER  XX 

HEHATURIA 

The  term  is  applied  only  when  blood  is  Wsible  in  the  urine  by  the 
unaided  eye.  It  does  not  apply  to  cases  in  which  the  microscope  alone 
enables  us  to  detect  red  corpuscles  in  the  urine.  It  is  also  distinguished 
fmm  hemoglobinuria,  a  rather  rare  condition,  in  which  the  urine 
contains  free  hemoglobin,  but  no  corpuscles. 

It  is  important  to  make  sure,  before  deciding  that  we  are  dealii^ 
with  a  case  of  hematuria,  that  all  admixture  of  vaginal  discharges  is 
avoided. 

CAUSES  AND  TYPES  OF  HEOATURIA 

Since  a  very  large  proportion  of  the  varieties  of  hematuria  are  not 
such  as  lend  themselves  to  the  method  of  differential  diagnosis  by  case 
analysis  which  I  have  used  throughout  this  book,  I  shall  not  be  able  to 
exemplify  them  all  by  discussable  cases  presenting  diagnostic  difficulties. 
I  ^all,  therefore,  mention  them  in  more  than  usual  detail  in  this  intro- 
ductory section. 

It  is  convenient  to  divide  the  cases  of  hematuria  into  those  due  to: 

1.  Trauma. 

2.  Nepkriiis,  acute  or  chronic. 

3.  Renal  disease  (other  than  nephritis). 

4.  Vesical  disease. 

5.  Hemorrhagic  diseases  and  diseases  of  the  blood. 

6.  Poisons. 

7.  General  infections. 

Traumatic  hematuria  is  most  frequently  seen  as  the  result  of  severe 
crushing  accidents,  as,  for  example,  when  the  body  has  been  run  over 
by  a  heavy  wagon.  It  also  occurs  as  the  result  of  injuries  in  the  perineal 
region  and  after  instrumentation.  It  rarely  presents  any  diagnostic 
difficulties. 

In  nephritis,  hematuria  frequently  occurs  as  part  of  an  acute  process 
without  leading  to  any  puzzles  in  its  interpretation.  In  chronic  nephri- 
tis it  may  appear  out  of  a  clear  sky  when  the  underlying  disease  is  quite 
latent,  and  under  these  conditions  mistakes  of  diagnosis  often  occur. 
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The  best  methods  of  guanUn>;  against  them  will  be  discussed  in  coanec- 
tioo  with  wme  of  the  cases  presented  in  the  latter  poriion  of  this  chapter. 

Exdudinf;  nephritis,  wc  have  left  a  group  of  diseases  of  the  kidnejr 
ordinarQy  termed  "^ur)(ical,*'  and  including — {a)  The  irTitali<in>  pro- 
duced by  oxaluria,  with  or  without  gravel,  or  by  stone;  {b)  renal  tuber- 
ctdo^;  (c)  renal  neoplasm;  c/)  cystic  kidney;  (r)  unknown  cauM. 
All  these  will  lie  cxcmjiIitWd  later,  and.  accordingly,  arc  not  further 
discussed  here. 

Vencal  hemamria  may  be  due  to — (a)  Cystitis  of  unknown  origin; 
(b)  stone  in  the  bladder;  {<-)  tumors,  bcni^  or  malignant;  ((/}  acuM 
prostatitis  and  |)ro8talic  hypertrophy;  (c)  lulierculosis  of  the  bladder; 
(J)  the  sudden  and  complete  emptying  of  an  overdistendcd  bladder,  as 
in  casL-5  of  acute  retention;  (g)  bilharm  dL>ease,  which  is  seen  only  in 
tropical  climates  or  in  juticnts  recently  rvtunicd  from  such  a  dbrulc. 
Most  of  these  will  lie  discussed  later  on  in  thb  chapter.  BDhanaa 
diaouie  is  recognizable  by  fuiding  the  cKgs  of  the  parasites  in  the  urine. 
When  once  sctn,  they  are  easily  remembered. 

The  vesical  Jorms  of  hematuria  arc  generally  dislinguuhablc  from 
the  other  tyiws  aba\-e  mentioned  because  other  s-c^tcal  symptoms,  such 
as  urinar)'  frequeiKy,  tencimus,  or  jiain,  arc  a.'ii>ociate<d  with  tlic  hema- 
turia. This  rule,  however,  b.  by  no  means  invariable,  since  renal 
tuberculosis  may  produce  marked  vesical  symptoms,  while,  on  the  other 
hand,  bladder  tumors  may  remain  wholly  latent  saxv  tar  the  occasioaai 
presence  of  blood  in  the  urine. 

In  die  hrmorrhagU  liistUics,  such  as  hcmo|)hilia,  scurvy,  artd  the 
various  types  of  purpura,  Wood  may  ap]»ear  in  the  urine  as  wcJI  as  die- 
where.  The  dtagno^ds  of  the  underlying  condition  is  usually  obviooSt 
and  gives  us  a  clue  to  the  cx|>lanath)n  of  the  hematuria.  The  same  b 
true  of  the  hematurias  occasionally  seen  in  connection  with  leukemia 
or  pernicious  anemh. 

A  large  number  of  fioisons  occasionally  produce  bloody  urine,  but 
among  die  drugs  which  arc  often  used  at  the  present  time  there  are 
\-ery  few  that  lead  to  this  accident.  Candiarides,  turpentine,  and 
phosphorus  are  not  often  used  today  in  such  doses  as  are  capable  of 
producing  hematuria.  In  factories  where  coloring-matters,  espedally 
(uchsin,  are  manufactured,  gases  arc  evolved  which  not  infrM^uently 
produce  a  severe  hematuria,  but  obviously  not  many  of  us  arc  likdy 
lo  encounter  cases  of  this  origin. 

In  the  hemorrhagic  forms  of  various  inftttious  diseases  such  as 
typhoid,  typhus,  •onall-pox,  yellon-  fever,  and  septicemia,  blood  Is  occa* 
doDally  discharged  with  the  urine,  but  its  origin  is  usually  dear  enough. 
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Case  347 


Sbuscmaiaoftw'cnty-tiNc.  whose  mother  and  one  uncte  died  of 
con^iunpiiun.  enU-itd  the  hospital  December  33,  i<>o7.  She  has  had 
bladder  trouble  for  eight  weeks.  She  was  in  the  Boston  City  Hospital 
three  years  ago,  Thrtc  months  after  this  time  she  piissed  a  tumbler 
of  clotted  blood,  but  was  well  in  a  few  days.  The  same  tiling  occurred 
again  in  three  months.  N'tne  months  ugu  she  again  [uisscd  liquid  and 
dotted  blood  for  three  days,  hut  recovered  without  treatment.  Her  last 
attack  wa^  about  four  weeks  ago.  and.  like  llie  olherii,  was  over  in  three 
days.  The  attacks  have  no  relation  to  the  time  of  menstruation.  Two 
dare  ago  she  |)asaed  a  small  cU>l  and  some  bloody  urine.  After  that  her 
urine  was  normal  for  twenty-four  hours.  Yesterday  afternoon  hemor- 
rhai^c  was  again  profuse.  In  these  atLacks  she  occasionally  has  u  little 
pain  during  or  at  tlic  end  of  micturition.  There  is  no  frequency  of 
micturition,  but  she  passes  urine  twice  in  the  course  of  each  nighl.  In 
all  other  rcs|>ects  she  feels  perfectly  well. 

Her  physical  cxcunination  is  negative  except  for  some  tenderness 
in  the  lower  pari  of  the  abdomen,  esijecially  on  the  left  side.  Tlie 
leukocytes  are  8000;  hemoglobin,  75  per  cent.  The  urine  is  not  remark- 
able, except  fur  the  jircscnce  of  a  large  amount  of  blood.  An  .r-ruV 
of  the  bladder  and  kidneys  showed  no  evideni-e  of  the  presence  of  -.tone. 
Cystoscopy  showed  thai  the  blood  was  coming  from  the  right  kidney. 
Catheterization  of  the  ureters  ga\'e  clear  urine  from  the  left,  nothing 
from  the  right.  There  was  evidence  of  ulceration  here  and  there  in 
the  left  upper  portion  of  the  bladder.  Rectal  examination  showed 
tenderness  in  tlie  region  of  ihc  right  ureter  and  in  the  region  of  the 
ulceration  on  the  left  side  of  the  bladder. 

Discussion. — The  essential  feature  of  this  case  is  the  intcrmitlcnl 
hematuria  [jersisling  for  three  years  in  a  woman  of  twenty-five  \vith 
long  inler\a[s  between  the  attacks  and  |>crfcct  health  in  the  intcrrals. 

By  the  study  of  the  urine  we  obtained  no  evidence  of  nephritis, 
genito-urinar)'  tubcrculosJs,  or  lithiasK.  There  arc  no  bladder  symp- 
toms poindng  toward  tumor,  benign  or  malignant,  nor  toward  any 
tj-pc  of  cystitis.     The  .v-ray  evidence  supports  u.t  in  excluding  stone. 

Under  these  conditions  cystoscopy  is  obviously  indicated.  By  the 
combination  of  cystoscopy  and  rectal  examination  we  obtained  tlie 
following  additional  information:  th.it  the  blood  comes  from  the  right 
kidney,  that  the  bladder  is  ulcerated,  that  the  ureter  I-n  tender,  and 
probably  stenosed.  These  facts,  together  with  the  family  history, 
point  distinctly  to  tuberculoids  of  the  kidney  and  bladder.      There  is 
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no  Other  conunon  Icsioo  which  produces  unilatvml  renal  hi-mjiturii 
with  Icodcmcss.  jjartial  obstruction  of  the  ureter,  and  ulceration  of  ibe 
bladder-wall. 

In  \-iew  of  this  evidence  it  li  not  nece»»ary  to  delay  the  besinnins 
of  treatment  until  a  Ktunca-|Hg  can  be  inoculated  nith  the  urinary  M«li< 
menl  and  allowed  to  "ri|)en"  >ux  weelcs.  'Iliis  procedure  iihnuld. 
Dc\'erthclcss,  be  carried  out  at  once. 

Malignant  disease  of  the  kidney,  especially  hy]>eme[>hroina,  hu 
been  knon-n  to  produce  hematuria  lasting  over  a  ]>criod  of  three  years. 
But  with  h>^K■mcl^hn^^^.^  wc  should  not  exjjccl  ulceration  of  tht  lad- 
der or  IcndcrncM  of  the  ureter,  and  aflcr  the  lapse  of  tiirec  years  we 
should  expect  local  tumor,  mvtastaM^.  and  constitutional  dUiurbance. 

It  should  be  noted  how  vcr}'  ^ood  this  patient's  general  condition 
appcan  to  be,  despite  the  apjiarcndy  long  duration  of  the  discuc.  In 
(his  connection  we  may  remember  that  in  the  kidney,  as  in  the  lung, 
tuberculosis  may  jjursue  an  entirely  "silent"  and  symptomless  course. 
I  have  recently  si-cn  Ihe  result-  of  s\Kh  a  tuWrcuIosis  at  aiitop<iy,  altliou^ 
the  patient  had  never  had  any  symptoms  remotely  suggesting  any  malady 
of  the  genitourinary  tract. 

Outcome. — December  j8th  the  right  kidney  »-as  cut  down  apnit 
found  to  Ik-  enlarged  and  c>*slic,  the  ureter  full,  enlarged,  and  in  [>Utcc5 
constricted.    It  was  removed  togctlicr  with  the  kidney. 

The  histologic  examination  of  the  kidney  showed  tubcrculo«us.  with 
complete  blocking  of  the  ureter  near  the  kidney. 

The  patient  made  an  une\cntful  recover)', 

ilefore  the  operation  a  specimen  of  urine  remo\cd  by  catheter 
(December  18th)  was  injected  into  a  guinea-pig.  Autopsy,  January 
ijlh,  showed  tu))erculosis  of  the  animal,  and  tubercle  bacilli  were  re- 
covered in  coMf-glass  examination. 

Diagnosia. — ^Tuberculo«>is  of  ilie  kidney  and  bladder. 
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Case  M8 

An  Irbh  shop-clerk  of  twenty-eight  entered  the  h(»i)ital  March  »8, 
1908.  One  brother  and  one  ^ister  died  of  phthtsts.  For  two  jmn 
he  has  noticed  frei)uent  micturition.  Two  months  ago,  for  |ier»ods 
la.'itiRg  atmut  eight  days  at  a  time,  he  passed  bloody  urine  with  cloL«. 
There  wa&  some  patn  during  micturition.  Ten  days  ago  this  wia 
repeated  twice.  There  hav-e  been  no  other  symptoms.  He  feels  |«r- 
fectly  well. 

,     Physical  examination  was  negatiw,  except  for  some  lei>demcss  on 
deep  pressure  in  the  right  Hank.     On  the  night  when  he  was  ftr»t  seen 
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he  passed  some  urine  entirely  free  from  blood.  The  next  morning  the 
urine  was  excessively  bloody.  X-ray  of  the  kidneys  was  entirely  nega- 
tive. 

The  urine  drawn  by  catheter  showed  the  following  characteristics: 
Amount  in  twenty-four  hours,  26  ounces;  color,  bloody;  specific  gravity, 
1033;  albumin,  very  slight  trace;  sediment,  considerable  blood,  nonnal 
and  abnormal.    Some  pus,  no  casts.    Few  acid-fast  bacilli. 

Cystoscopic  examination  showed  on  the  anterior  wall  of  the  bladder 
a  single  small,  shallow  ulcer  surrounded  by  a  reddened  area. 

DiBCussioB. — The  age  of  the  patient  and  the  duration  of  the  case 
are  against  malignant  disease  of  the  kidney  or  bladder.  The  ^-ray 
evidence  tends  to  exclude  stone.  Single  circumscribed  ulcers  of  the 
bladder  are  not  infrequently  due  to  tuberculosis,  and  the  family  history 
supports  this  idea.  Further  certainty  cannot  be  obtained  without  a 
further  study  of  the  urinary  sediment  for  confirmation  of  the  finding  of 
acid-fast  bacilli.  A  guinea-pig  inoculated  subcutaneously  with  35  c.c. 
of  luine  on  the  second  of  April  was  killed  May  nth,  and  showed 
tuberculosis  of  the  lymph-glands,  spleen,  and  liver,  from  which 
tubercle  bacilli  were  recovered.  There  was  no  evidence  of  renal 
disease. 

Outcome. — In  May,  1908,  an  ulcer  of  the  bladder-wall,  apparently 
tubercular,  was  excised.  May  11,  1910,  the  patient's  physician  writes: 
"I  am  more  than  pleased  to  let  you  know  that  Mr.  F.  has  been  feeling 
very  well  since  his  operation.    He  works  every  day." 

Though  poatjve  evidence  relates  only  to  the  bladder  here,  it  is 
more  than  possible  that  the  kidney  was  also  involved. 

Diagnosis. — Tuberculosis  of  the  bladder.     Renal  tuberculosis? 

Case  349 

A  child  of  four  years  was  first  seen  June  29,  1908.  In  the  previous 
July  he  fell  off  a  ladder,  after  which  he  was  poorly  and  was  thought  to 
have  malaria.  Six  weeks  ago  he  fell  off  an  express  wagon,  striking  on 
his  left  side  in  the  lumbar  region.  Soon  after  this  he  began  to  pass 
bloody  urine,  and  within  the  last  six  weeks  he  has  had  three  such  attacks, 
lasting  each  a  couple  of  days;  and  soon  after  his  fall,  six  weeks  ago,  a 
lump  was  noticed  on  the  left  side  of  the  abdomen.  It  has  rapidly 
increased  in  size  since  that  tune.  The  presence  of  this  lump,  together 
with  the  fact  that  he  has  fever  every  other  day,  has  led  to  a  diagnosis 
of  malaria.  He  comes  from  a  very  malarious  village.  He  has  been 
rapidly  losing  weight  for  the  past  six  weeks. 

On  physical  examination  the  child  shows  no  anemia  and  no  malarial 


673 


DIFPERENTTAL  DUCNOSIS 


{Mrasitcs,  but  is  pooriy  nourUhcd.  Ejiamination  ol  the  bi-ad,  neck, 
and  chest  revculs  nothing  abnonnal.  The  left  upper  portion  of  the 
alxlomon  is  prominent,  and  contains  a  liirKc.  turn,  irrcRuIar  nuss,  <lb- 
IcndinK  on  inspiration.  (Sec  Fig.  iSo.)  'Pte  air-distend<xl  colon  ptasa 
in  front  ol  the  tumor.  'Ilie  edge  of  the  liver  is  fdt  two  inches  bdow 
the  costal  margin,  in  the  nipple-line. 

DiicauioD.— Tlic  time  of  year  at  which  this  illness  occurs,  the  fever, 
the  af^e  of  the  child,  and  the  presence  of  the  liunOT  which  may  represent 
colargcnient  of  the  spleen,  naturally  suggest  malaria,  which  wa», 
indeed,  the  diaffnosii  at  the  time  when  the  case  nas  lirst  seen.  Malaria 
of  the  severer  ty|*c  may  Ik-  iisMxiatcd  with  something  rescmUinr; 
hematuria, — i.  <■„  with  hemoglobiauria, — but  there  Is  no  blood  and  no 
true  hematuria,  only  free  hemoglobin  discoloring  the  urine.  Wc  must 
liavc  some  ottier  explanation,  therefore,  for  the  bloody  urine  in  this  case, 
especially  m  no  malarial  parasites  were  found,  despite  careful  seaich. 

Leukemia  mif^ht  give  us  a  similar  clinical  picture,  and  is  not  infre- 
quently complicated  by  hcmaturi;i.  That  diMra>e,  ho^^'e^'c^,  could  be 
excluded  in  the  pre::<ent  ca»c  because  the  stained  blood-smear  was  quite 
free  from  any  suggestion  of  leukemia,  ll  is  tna-  that  leukemia  may  (or 
a  short  time  cxht  without  a  l)i>ical  blood-picture;  under  treatment 
with  arsenic  or  .v-ray  the  blotx)  may  return  altogether  to  normal,  and 
the  same  change  has  liecn  known  tu  occur  as  the  result  of  a  coin|)licaiing 
inferdon  (pneumonia,  cry^pclas,  etc.).  or  even  without  known  cause. 
All  the%  iKissibilities,  liowe^cr,  arc  extraordinarQy  rare,  aitd  wc  have 
no  good  reason  to  consider  them  here. 

Large  abdominal  tumors  occurrinj;  in  young  children  arc  not  comm<in. 
II  tnlateral.  they  arv  umially  due  to  congenita]  cystic  kidneys;  if  unilateral, 
some  form  of  renal  neoplasm  is  usually  the  dia^osls.  Hie  oilier  poft- 
sOnltties  are  very  few.  In  tliiii  child  there  is  no  reasonaMe  doubt  that  wc 
an:  dealing  with  a  new-growth  of  the  left  kidney.  The  hematuiia, 
the  tumor,  the  poor  nutritiim.  and  the  fe^er  are  the  unial  fealtires  of 
such  a  disease.  Renal  iul)crculos.is  is  almost  unknown  in  a  child  to 
young,  and  would  not  have  produced  a  tumor  of  this  iize  without  mani- 
festing itself  in  the  urine  by  the  presciKc  of  pus  and  probably  by  vesical 
irrilation. 

Malignant  dLs«L%c  of  the  kidney  may  be  difBcult  or  impossible  of 
diagnosis  in  its  earlier  stages,  before  the  tumor  is  large  enough  to  be 
palpable.  A  metastasis  in  some  distant  organ,  usually  in  some  bone, 
may  be  the  first  hint  of  the  renal  ncoplawn.  In  other  cases  we  ba%if 
long-standing,  intermittent  hematuria,  such  as  we  have  already  exempli- 
fiod  in  genito-urinary  tuberculosis.    This  is  unfortunate,  because  early 


Fi^  180. — Outliae  plolled  by  palpadan  in  a  cmc  oT  Inicmiilicnl  hematuria  of  a  «eck's 

i]u  ration. 
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diagnosis  and  eariy  operation  give  the  only  iiope  of  cure.  WTien  the 
tumor  is  well  marked,  as  in  the  present  case,  the  diagnosis  is  not  usually 
difficult 

Outcome. — The  child  died  July  19,  1908.    There  was  no  autopsy. 

Diagnosis.— Kenal  neoplasm  (?). 

Case  350 

A  married  woman  of  fifty-two,  a  shoe  stitcher  by  profession,  was  first 
in  the  hospital  in  1905  for  acute  nephritis,  recovering  at  the  end  of  a 
month.  Although  there  were  still  a  very  slight  trace  of  albumin  and  a 
few  fine  granular  casts  in  the  urine  at  the  end  of  her  treatment,  ^e 
felt  perfectly  well  and  showed  no  cardiac  enlargement 

She  was  next  seen  November  18,  1907,  complaining  of  hematuria. 
She  has  worked  without  a  vacation  since  her  last  illness,  though  last 
spring  she  fainted  several  times  while  working.  Since  last  May  she  has 
had  much  dyspnea  on  exertion,  and  has  felt  very  tired  most  of  the  time, 
but  has  not  again  fainted.  A  week  ago  the  sight  of  her  left  eye  began 
to  iAui.  She  says  that  she  had  similar  trouble  with  her  right  eye 
tnelve  years  ago.  She  has  noticed  a  dight  swelling  of  her  ankles  off 
and  on  during  the  last  three  months.  Her  appetite  has  been  poor,  and 
her  weight  has  fallen  from  187  pounds  last  May  to  119  pounds  at  the 
present  time. 

For  the  past  week  ^e  has  noticed  bloody  urine  and  has  had  cough 
aitd  pain  in  the  chest     She  has  had  no  headache  or  vomiting. 

On  examination  the  temperature,  pulse,  and  respiration  were  normal 
The  apex  of  the  heart  was  in  the  fifth  interspace,  anterior  axillary  line, 
the  action  slightly  irregular,  with  a  tendency  to  gallop  rhythm.  There 
was  a  soft  systolic  murmur  at  the  apex,  transmitted  to  the  axilla,  and 
the  pulmonic  second  sound  was  accentuated. 

The  blood-pressure  was  175  mm.  Hg.  X-ray  of  kidneys  and  bladder 
negative.    The  blood  was  negative. 

There  were  many  coarse  and  medium  crackling  riles  scattered  over 

both  chests.    Otherwise  they  were  negative.    There  was  no  edema. 

The  abdomen  and  extremities  were  apparently  normal.    The  mine  was 

smoky,  ion  to  1014  in  specific  gravity;  the  twenty-four-hour  amount, 

from  40  to  50  ounces,  with  albumin  from  o.r  per  cent,  to  0.9  per  cent. 

In  the  sediment  were  enormous  nimibers  of  fresh  red  cells.    At  first  there 

were  no  casts.    Later  on,  moderate  numbers  of  hyaline,  fine  and  coarse 

granular  casts  appeared,  some  with  cells  adherent.     The  hematuria 

ceased  m  ten  days.    At  no  time  was  there  any  edema,  headache,  N-mnit- 

ing,  or  oliguria. 
a 
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DiRcuuioa. — By  tva->on  nf  the  sympicum  alone  a  dugnmU  ol 
pulmonary  lulierculoiiis  had  prGnously  been  made  in  this  case.  The 
cnugh,  the  chcsl  pain,  and  the  emaciation  led  to  thi»  mistake,  which 
waA  easily  rectified  when  the  chart  and  chest  were  examined.  M  no 
time  was  there  any  fwcr  or  anything  suggesting  Ihe  umuU  higns  i>f 
pulmonary-  tutwrculosU  in  the  lunga. 

We  had  no  evidence  of  ihc  urdinan'  causes  of  hematuria,  such  as 
stone.  tuWicuIosis,  or  tumor.  'I'herc  was  notliinR  lo  call  attention 
lo  the  bladder  or  to  any  diseaw,  primary  or  secondary,  in  iu  wall*. 

TTie  high  WoihI- pressure,  the  urine,  and  the  condition  of  the  heart  arc 
such  as  we  ex|>Gct  to  tmd  in  chronic  ne|>hriii<t  of  the  glomcnilnnciihritic 
or  inter^tilial  tyi>c,  especially  the  former.  But  we  do  not  ordinarily 
associate  hematuria  with  chronic  nephritis,  It  b  in  the  acute  case* 
thai  we  exi»ect  Wood.  Xevcrtheless,  it  has  been  rejK-atedly  fioinled 
out.  as  a  result  of  surgical  ex])cncnce  within  the  past  ten  years,  that 
the  kidneys  in  chronic  nephritis  may  bleed  profusely  without  any  evi- 
dence of  an  exacerbation  of  the  renal  disease  itself.  WTiy  this  ocmj» 
we  have  no  idea,  but  a  numlwr  of  surgeons  have  provetl  the  fact  when 
searching  the  kidney  for  c\-idcrw:e  of  stone  or  other  cause  for  the  hema- 
toiu.  Doubtle^A  many  of  the  cnse»  of  apjtarently  causeless  hematuria 
belong  to  thk  group. 

Outcome.— The  jMlicnt  was  fatigued  on  the  slightest  exertion,  and 
was  very  slow  in  regaining  her  streikgth.  C'on.<uderatile  imjtrovrmcnt 
took  place,  however,  in  the  course  of  her  two  months'  stay  in  the  hosjiital. 
Treatment  consisted  of  diet,  with  an  occasional  bitter  tonic. 

Diasoosis. — Chronic  ncph^iti^. 


I 


Case  351 

A  lady  of  sc\-enty.  of  eiodlent  family  hision-  and  ;ia»t  history,  en- 
tend  the  hospital  June  35,  1907.  She  has  had  nocturia  (1  to  3)  for 
ten  years.  For  aljout  a  year  she  has  had  to  las,**  water  frequently — f,  r,. 
about  e\'ery  two  or  three  hour^  tn  the  daytime,  and  seven  or  eight  times 
at  night.  During  most  of  this  period  she  has  frequendy  noticed  the 
pmence  of  fresh  bltxM)  in  her  urine,  togctlwr  with  small,  blackish  clots. 
The  urine  has  never  been  (oul,  and  there  has  )>cen  no  \m.\n  or  burning 
on  micturition.  Tliere  have  txen  iieriods  of  a  month  or  two  durinc 
the  post  year  when  she  was  free  from  her  present  trouWc,  but  for  the 
la»t  three  months  it  has  been  constant.  She  has  lieen  gradually  losing 
weight  (or  a  number  of  years,  but  for  the  i>ast  year  her  appetite  has 
been  very  jwor  and  emaciation  has  Ix-en  ratiid. 

On  physica]  examination  the  heart'<i  ai>cx  was  not  seen  or  fell.    The 
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sounds  were  best  heard  in  the  normal  situation.  There  were  no  murmurs 
or  other  abnormalities.  The  tension  of  the  pulse  was  apparently  in- 
creased, but  the  blood-pressure  was  only  125.  There  were  slight  general 
abdominal  tenderness  and  a  small  umbilical  hernia. 

Several  examinations  of  the  urine  showed  essentially  the  same  condi- 
tions: Amoimt  in  twenty-four  hours,  30  ounces;  color,  very  dark 
brown;  specific  gravity,  1016;  albiunin,  0,3  per  cent.;  bile  and  si^ar 
absent;  sediment,  large  amount  of  fresh  blood  with  niunerous  round, 
mononuclear  cells,  somewhat  larger  than  the  erythrocytes.  Occasional 
small  macroscopic  blood-clots. 

Vaginal  examination  was  entirely  negative,  as  likewise  was  the  a:-ray 
of  the  kidneys  and  bladder.  Cystoscopic  examination  showed  ulcerated 
nodules  in  the  wall  of  the  bladder. 

DiscussioD. — Without  a  cystoscopic  examination  no  dif^o^  is 
possible  in  a  case  of  this  kind.  From  her  age,  the  urinary  data,  and  the 
Uadder  symptoms,  one  might  suspect  bladder  stone  or  malignant 
disease,  but  nephritis,  genito-urinary  tuberculosis,  and  renal  tumor 
would  also  be  possible. 

Genito-urinary  tuberculosb  is  very  rare  at  this  patient's  age.  The 
urine  would  probably  contain  more  pus  and  less  blood.  Renal  tumor 
would  probably  be  palpable  after  a  course  as  long  as  that  indicated  by 
this  patient's  history.  The  condition  of  the  heart  and  arteries  is  not 
such  as  we  expect  in  chronic  nephritis.  Acute  nephritis  is  almost 
imknown  at  the  age  of  seventy,  especially  in  the  absence  of  any  infection 
or  poisoning. 

Even  without  a  cystoscope,  then,  the  diagnosis  of  some  bladder 
trouble  was  rendered  probable  by  the  exclusion  of  renal  disease.  Bladder 
stone  would  probably  produce  more  discomfort  than  this  patient  suffered. 
Cystitis  is  not  likely  to  produce  such  long-continued  bleeding.  Tumor, 
therefore,  seems  most  probable. 

The  ocular  evidence  through  the  cystoscope  left  no  considerable 
doubt  as  to  the  nature  of  the  case. 

Diagnosis. — Cancer  of  the  bladder. 

Case  352 

A  blameless  cook  of  fifty  years  entered  the  hospital  January  11, 1907. 
She  had  previously  been  there  in  1896  for  "chronic  cystitis,"  but  of 
late  years  she  has  been  very  well.  A  year  ago  she  fell  down  stairs,  and 
although  she  kept  about  and  on  her  feet  after  it,  she  became  very  much 
exhausted,  had  pain  in  her  back,  and  had  to  be  sent  to  the  Boston  City 
Hospibd.    Two  days  after  arriving  there  she  passed  bloody  urine. 
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She  went  home  contalcsccoi  six  wcckn  later,  and  has  toocv  then  been 
very  well. 

Ijist  Sunday  (fi^"e  dzy?'  ago)  she  walked  Iwo  miles  to  sec  Mrs.  Mary 
Raker  Eddy's  home.  \Mien  she  f^ol  back  her  urine  n-a.s  liloody,  and 
she  had  much  jnin  on  micturition,  with  tenderness  over  the  bladder 
and  in  the  left  lumbar  rcRion.  She  has  been  passing  Mood  ever  sjnre. 
She  is  very  ncrvmiT^,  and  sa>*s  that  Im*  heart  turns  somersaults.  She 
has  been  stcadHy  at  work  since  Xovcmbcr  ist  the  prtntnis  year.  For 
the  past  three  years  she  has  {lersevercd  in  the  habit  of  reading  in  bed 
until  3  o'clock  in  the  morning. 

Phy^iical  cxajninalion  shows  an  obvioutdy  cyanotic  woman,  with 
slight  tenderness  in  the  lower  abdomen,  but  without  any  other  evidences 
of  disease  except  in  the  urine,  which  is  bloody  and  shows  in  the  sediment 
much  fresh  Uood  and  triple  phosphate  crystals.  No  casts  or  pus. 
During;  her  stay  in  tlie  hospital  the  \u-ine  was  approximately  45  ounces 
in  cvay  twentj'-four  hours,  specific  j^vity  from  loio  to  1013,  alkaline 
in  reaction,  with  a  wry  slight  tntcc  of  albumin.  The  colon  baciIlu^  wa* 
recovered  in  pun:  culture  from  the  urine.  A'-ray  of  the  kidney  and 
Uadder  waa  negative. 

The  patient  had  numerous  ehills,  not  accompanied  by  any  rise  of 
tcmpcntturc.  The  bladder  was  carefully  souitdcd  for  stone,  but  none 
was  found.  She  was  given  urotropin  10  grains  three  time*  a  dsy, 
abundance  of  water,  and  liy  the  twenty-first  of  January  the  symptoms 
uvre  nipidly  clearing  up. 

Discussion. — Such  bladder  symptoms  in  a  woman  of  this  age  are 
often  due  to  renal  tuberculosis,  but  Ihc  alkaline  urine,  without  any 
considerable  amount  of  pus,  without  fcx'cr  or  renal  tumor,  incline  us 
to  look  elsewhere  for  ihc  cause  of  the  symptoms. 

The  low  gravity  urine  and  the  trace  of  allnimin,  together  with  the 
■gc  of  the  ]iatient.  lead  us  to  consider  chronic  nephritis  with  one  of 
the  jfcriodic  hemorrhages  already  referred  to  as  in  occasional  comiJica- 
liun  of  that  di>4-asc.  .\gainst  this  idea,  however,  Is  the  absence  of  any 
cardiac  enlargement  and  tite  fact  that  we  can  account  for  tlic  Mnall 
amount  of  albumin  pnrscnt  as  a  result  of  the  hematuria  itself. 

I'he  increase  of  symptoms  following  a  walk,  cwn  though  it  was  a 
walk  to  the  residence  of  the  founder  of  Christian  Science,  suggests 
bladder  stone  and  led  lo  the  careful  investigation  of  the  blailder  bv  meanii 
of  the  souivd.  Since  no  stone  was  thus  disco^'crcd.  it  did  not  seem 
necessary  to  use  a  cysloscoi»e. 

Bladder  cancer  or  papilloma  t»  posiiiblc.  and  should  the  symptoms 
recur  a  cystoscopic  search  will  be  indicated. 
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It  seemed  reasonable  to  try  next  the  therapeutic  test,  based  on  the 
idea  that  we  were  dealing  with  a  cystitis  of  unknown  origin,  and  pending 
the  results  of  animal  inoculation  with  the  urinary  sediment. 

Outctune. — ^The  sediment  of  the  urine  was  injected  into  a  guinea- 
pig  January  23d.  When  the  animal  was  killed  six  weeks  later  no  evi- 
dence of  the  tuberculosis  was  found.  By  this  time  the  patient  was 
convalescent,  the  urine  almost  normal.  On  the  thirtieth  of  January 
she  went  home  apparently  well. 

Diagnosis. — Cystitis  due  to  the  bacillus  coli. 

Case  353 

A  stationary  fireman  forty-nine  years  old  was  first  seen  on  July  22, 
1909.  One  sister  died  of  cancer  of  the  stomach;  his  family  history  and 
past  history  are  otherwise  good. 

Twelve  years  ago  his  urine  began  to  be  cloudy  and  occasionally  con- 
tained blood.  At  this  time  there  was  also  pain  at  the  end  of  micturition 
on  various  occasions.  He  had  acute  retention  nine  years  ago,  and 
was  operated  on  at  the  Boston  City  Hospital  by  Dr.  Watson  through 
a  suprapubic  incision.  He  believes  that  he  had  spasm  of  the  neck 
of  the  bladder.  After  seven  weeks  in  the  hospital  he  was  able  to  be  at 
work,  but  his  urine  has  ever  since  then  been  passed  frequently  and  in 
small  amounts. 

At  the  present  time  there  is  no  pain.  He  passes  water  about  every 
two  hours,  and  now  and  then  there  is  blood  in  it.  For  the  past  six 
months  he  has  had  a  poor  appetite,  and  has  frequently  vomited  during 
the  day  after  drinking  water.  He  has  also  had  a  great  deal  of  sour 
stomach  and  belching.  Within  the  past  year  he  has  lost  28  pounds, 
but  he  still  weighs  187. 

There  was  a  systolic  murmur  at  the  apex  of  the  heart,  transmitted 
to  the  axilla,  and  associated  with  accentuation  of  the  pulmonic  second 
sound,  but  without  cardiac  enlargement.  The  abdomen  showed 
nothing  abnormal.  The  urine  was  very  turbid,  but  not  at  this  time 
bloody.  The  kidneys  were  not  palpable.  The  cutaneous  and  sub- 
cutaneous tuberculin  reaction  was  negative. 

Cystoscopy  showed  a  normal  bladder.  Thick  pus  was  seen  coming 
from  the  left  ureter,  while  norma]  urine  came  from  the  right  ureter, 
y-ray  of  the  kidneys  and  bladder  was  negative. 

DiBcussion. — The  case  looks  like  one  of  tuberculous  kidney,  and 
this  disease  cannot  be  positively  excluded.  In  a  case  which  has  lasted 
so  long  we  should  txpect  a  palpable  kidney,  but  as  we  do  not  know 
with  any  accuracy  the  duration  of  the  disease,  this  point  is  not  of  great 
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importance.  More  si^nincanl  b  the  absence  of  tever,  and  especially 
the  absence  of  tuberculin  reaction.  The  evidence  agEin&t  tuberculosis 
could  be  strengthened  by  rc|)eatcd  scaich  for  tubercle  bacilli  m  the 
urinary  sediment  and  by  animal  inoculation. 

Hematogenous  infoctiotis  of  the  kidney  would  explain  almost  cvvry- 
thinf;  in  the  case  except  the  hcmattiria,  but  so  far  as  I  am  aware  : 
turia  has  not  yet  bivn  reportc-H  in  connection  with  this  ty|w  of  disease.' 

Stones  in  the  kidney  may  be  divided  into  the  "silent"  and  the  "ob- 
streperous"; the  loigest  branching  stones  are  often  entirely  latent  and 
symptomless,  discovered  first  at  autopsy  or  by  the  array.  Their  fhe 
makes  it  very  unlikely  that  they  will  be  o^'crlooked  in  an  A'-ray  plate, 
such  as  was  taken  In  tlic  prvsent  case.  On  the  other  hand,  the  small 
stones,  such  as  mi^hl  be  missed  in  x-ray  ejcamination,  arc  wry  much 
more  likely  to  cause  pain.  In  this  case  we  ha^'e  no  pain  and  no  x-ray 
shadows.    Stone  may  be,  therefore,  in  all  pro)>abiliiy  excluded. 

What  are  the  other  possH^lc  causes  of  a  unilateral  renal  pj'uria,  such 
as  was  here  demonstrated  by  cystoscopy?    I  can  think  of  but  two: 

(a)  I')*onephra6is  of  unknonn  ori}^. 

(b)  Renal  neoplasm. 
Renal  suppuration  with  a  nonnaJ  bladder  and  without  tuberculosis 

is  not  common  except  as  a  result  of  hcmatOKcnous  infection,  which  I 
have  already  dixusMe^l  and  excluded.  PyonephroAis  of  unknown  (iri);in 
is  usually  intermittent,  like  hydronephrosis  die  material  accumulating 
for  a  i-on*iderablc  (>criod  while  a  tumor  gradually  forms,  then  em]>tying 
with  a  gush  into  the  bladder,  with  disapfx-arance  of  the  timior.  There 
is  no  histor>'  of  anjlhinx  of  this  kind  in  tlic  present  ca^:. 

Renal  neoplasms  are  not  prone  to  suppurate.  Nevertheless,  we  do 
find  pu»  in  var^-ing  amounts  acconi)»anytn>;  the  hematuria  or  alternating 
with  it.     It  is  impossible,  therefnre,  to  exclude  neoplasm  in  this  ca.se. 

Outcome.— <>]K'ration  .August  ^  showed  that  the  left  kidney  was 
converted  into  a  pus-sac,  which  at  tlie  time  was  thought  to  be  the  result 
of  tuberculosis.  Coder  the  microscope,  however,  the  wall  of  the  sac 
showed  the  structure  of  papillaTy  cystadcnoma.  The  kitbicy  and  urrter 
were  removed.  The  recovery  from  operation  was  !<atisfactory,  but  the 
patient  soon  pa.ssed  out  of  obscr^'ation. 

Diagnosis. — Papillary  cysladcnoma  of  the  kidney. 


Case  354 

An  iron-moldcr  of  forty-two  entered  the  hospital  April  6,  igo6. 
His  uncle  has  recently  de^-cloped  blotxly  urine.  Hb  wife  has  canca 
of  the  uterus.     His  past  hbtory  is,  nevertheless,  unc\'cntful. 
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One  month  ago  he  noticed  that  his  urine  was  dark  in  color,  and 
except  for  one  day,  it  has  been  of  this  same  tint  ever  since.  There 
has  been  no  pain  at  any  time,  and  no  other  symptoms.  No  clots  or 
gravel  have  been  noticed.  The  color  of  the  urine  varies  a  good  deal, 
but  is  never  normal.  Cystoscopic  examination  by  Dr.  Lincoln  Davis 
showed  considerable  intravesical  enlai^ement  of  the  prostate.  The 
bladder  was  normal.  From  the  r^ht  ureter  came  a  jet  of  blood-tinged 
fltiid,  from  the  left,  normal  urine. 

Except  for  a  mild  secondary  anemia,  physical  examination  was 
otherwise  entirely  negative.  The  blood,  pulse,  and  temperature  were 
normal.  The  urine  averaged  35  ounces  in  t\venty-four  hours,  with  a 
specific  gravity  of  1027  to  1031,  a  large  trace  of  albumin,  but  no  sugar. 
The  sediment  was  made  up  of  normal  blood  and  a  few  leukocytes.  New- 
growth  of  the  kidney  was  thought  to  be  the  most  likely  diagnosis. 

X-rays  of  the  kidney  and  bladder  were  negative.  The  sediment  of 
the  urine  was  repeatedly  investigated  for  tubercle  bacilli,  with  negative 
results. 

On  the  eighth  of  April  there  was  no  blood  in  the  urine,  but  on  the 
tenth  it  was  agam  present. 

During  these  three  days  urotropin,  10  grains,  was  given  every  eight 
hours,  with  abundant  water. 

Discussion. — ^As  a  result  of  the  cystoscopic  examinadon  we  know 
that  the  blood  comes  from  the  right  kidney,  not  from  the  bladder.  We 
have  no  evidence  of  stone  or  of  tuberculosis  in  the  kidney.  The  urine 
and  the  condition  of  the  heart  do  not  surest  nephritis.  We  tind  no 
calcium  oxalate  crystals  or  other  source  of  local  irritation.  No  drug 
or  poison  capable  of  inducing  hematuria  had  been  ingested.  The 
patient  has  no  form  of  hemorrhagic  or  infectious  disease,  no  anemia 
or  leukemia,  no  cachectic  condition,  such  as  might  be  complicated  by 
renal  bleeding. 

When  all  these  possibilttics  are  excluded,  as  is  often  the  case  in 
the  difTerential  diagnosis  of  hematuria,  tno  alternatives  remain.  We 
may  be  dealing  with  hematuria  due  to: 

(a)  Renal  neoplasm. 

(A)  Unknown  cause. 

It  has  already  been  stated,  in  the  discussion  of  a  previous  case, 
that  diagnosis  of  renal  new-growths  is  often  impossible  until  the  tumor 
has  reached  a  considerable  size  or  has  produced  metastases.  There 
may  be  months  or  even  years  of  latency  with  nothing  but  an  occasional 
attack  of  hematuria,  perhaps  without  even  this.  As  no  tumor  can  be 
idt  in  this  case,  we  have  no  dehnite  reason  for  the  diagnosis  of  new- 
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growth,  but  we  can  liy  no  meui^  be  sure  of  its  absence  excc|>t  u  the 
rettult  of  cx|>loralor>-  incisioo. 

A  vcn'  liirge  number  of  hematurias — pcriia]>8  the  majority  of  them 
all — arc  due  to  cau^rs  altogclhcr  unknown  to  us  at  the  pn^cnt  tune. 
.\f(er  wc  haw  dktinfjuished  and  excluded  chronic  nephritis  aa  a  cause 
of  olhcrwiM  inexplicable  hematuria,  wc  h&w  left  the  bleedings  due  lo 
minuu-  x^rices  or  vessels  in  the  ninal  j»clvU,  In  many  cases  not  ewn 
these  slight  lesions  can  be  found  when  the  kidney  Ls  o]>ened  at  opera- 
lion  or  at  autopsy.  Vague  guesses  like  "vicarious  mcnstmation,"  sntan 
phraser  like  "  rvnal  cpistaxis,"  do  not  help  us,  and  for  the  present  wc  are 
altoKctlirr  in  t)ic  dark  regarding;  the  cause  of  a  large  group  of  hematurias. 

Outcome. —The  kidney  was  cut  down  u|>on  April  tSth,  and  fourtd  to 
be  entirely  healthy  both  within  and  without.  A  month  later  the  patient 
wrote  Ihat  he  had  remained  perfectly  well  since  leaving  the  hospital. 

Diagnosis.— Hematuria,  cauw  unknown. 


Case  255 

\  phy^ian  of  forty,  always  previously  well,  was  first  seen  August 
36,  1908.  About  clex-cn  that  morning  he  rmticed  that  his  urine  wa& 
bloody.  The  urine  [tassed  the  night  before  was  ivormal.  Ho  has  been 
having  a  cold,  with  ^me  cough  and  lioar^itess  for  ^ix  days,  and  at  the 
onset  of  this  illness  much  headache  and  chilliness.  At  the  present  time 
the  cold  is  practically  gone  and  his  urine  is  exceedingly  clear. 

Physical  examination  of  the  internal  viscera  was  whtdly  negative. 

A'ray  of  the  ki<lncys  and  bladder  »liowe<l  no  stones.  The  urinarj' 
sediment  consisted  »f  blood  with  many  large  calcium  oxalate  crystal*. 
(>n  the  mominj!  <if  the  twenty- seventh  the  urine  was  normal  In  color. 
Later  in  the  day  it  was  attain  bloody,  the  amount  of  calcium  oxalate 
varying  directly  with  the  amount  cf  blood. 

Discussion.— In  the  abseiKc  of  fever,  pyuria,  and  local  bladder 
symptom^.  tut>crculosts  seems  here  unlikely.  A  careful  study  of  the 
urine  aitd  of  the  kidncx-s  by  x-rav  ».)iowed  no  cxidence  of  stone,  ne|>hritu, 
or  vesical  parasites  (bilhar^ia  disease).  Cystoscopy  was  considered,  but 
since  there  were  no  bladder  svmptum<.  or  other  del'inite  Indicattoft*  to 
guide  the  search,  it  was  postponed.  Malignant  disease  of  the  kidney 
and  tul>erculosis  were  considered,  but  no  concrete  evidence  could  lie 
found  to  HUp)>ort  either  idea. 

Wc  were  much  impressed  with  the  close  parallelism  between  the 
degree  of  hematuria  and  the  amount  of  calcium  oxalate  prewnt  in  the 
urine  from  hour  to  hour  and  from  day  to  day.  So  clow  was  this  panl- 
lelism  that  it  seemed  wise  10  base  treatment  upon  the  idea  that  Ihe 
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calcnun  oxalate  might  be  causing  sufficient  irritation  to  produce  the 
hematuria  by  some  means  or  other.  Nevertheless,  we  felt  by  no  means 
convinced  that  this  hypothesis  was  correct,  and  looked  forward  with 
much  interest  to  its  confirmation  or  refutation  through  the  outcome. 

Outcome. — The  patient  was  given  a  diet  from  which  tomatoes, 
spinach,  berries,  cocoa,  tea,  and  pepper  were  excluded.  The  carbo- 
hydrates of  the  diet  were  also  moderately  limited.  Water  was  given  in 
abundance;  also  30  grains  of  sodium  phosphate  before  each  meal.  By 
the  twenty-ninth  of  August  the  bleeding  had  wholly  ceased.  Eighteen 
months  later  there  had  been  no  return  of  the  symptoms. 

DiagnoBia. — Renal  irritation  from  oxaluria. 

Case  356 

A  man  of  forty-eight,  who  had  had  lead-poisoning  four  years  before, 
entered  the  hospital  January  21,  1903. 

Eight  years  ago  he  had  an  attack  of  pain  in  the  region  of  the  right 
kidney  and  thinks  he  passed  a  small  calculus.  Two  years  ago  he 
b^an  to  notice  blood  in  his  urine,  and  this  was  almost  constant  for  six 
months.  When  it  stopped  for  a  day  or  two,  he  usually  had  pain  over 
the  right  lumbar  region,  relieved  when  blood  reappeared  in  the  urine. 

In  the  next  six  months  hematuria  came  for  about  twenty-four  hours 
every  week  or  two.  Between  these  attacks  he  had  dull  pain  in  the  right 
renal  region,  relieved,  as  before,  by  bleeding.  When  bleeding  occurred, 
he  also  noted  pain  at  the  end  of  the  penis.  He  was  now  losing  strength 
and  had  to  give  up  work.  Hematuria  continued  off  and  on  until  t^vo 
months  before  he  entered  the  hospital,  when  it  ceased  altogether.  He 
has  lost  50  pounds. 

Physical  examination  showed  emaciation,  anemia  (hemoglobin,  60 
per  cent.).  Temperature,  99°  to  101.2°  F.;  chest  and  extremities 
normal;  in  the  right  hypochondrium  a  nodular,  insensitive  mass, 
extending  9  cm.  below  the  ribs,  descending  with  deep  inspiration. 
Urine  bloody,  otherwise  normal;  leukocytes,  6500. 

Discussion. — The  renal  pain  makes  it  altogether  probable  that  the 
kidney,  rather  than  the  bladder,  is  the  source  of  the  hemorrhj^e.  The  pres- 
ence of  a  palpable  tumor  in  the  renaJ  region  points  strongly  in  the  same 
direction.     Tuberculosis,  stone,  and  neoplasm  are  the  chief  possibilides. 

Stone  never  produces  a  tumor  having  these  characteristics;  it  may 
lead  to  a  small  accumuladon  of  pus  and  cheesy  material  in  the  renal 
pelvis,  but  not  to  anything  like  the  mass  here  described. 

The  emaciation,  the  fever,  and  the  renal  timaor  are  quite  consistent 
with  tuberculosis,  but  we  expect  pyuria,  less  profuse  bleeding,  and  more 
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bladder  symptontii,  such  a>  urinary  frequency,  burning,  and  imn. 
Nevertheless,  tuberculosis  cannot  be  excluded  without  cystoscoity  and 
anintol  inoculation. 

The  occurrence  of  pain  relieved  by  UecdinK  is  distbcUy  suKKettivc 
of  renal  tumor,  also  the  long  duration  of  the  bicctliiig  witlwut  any  chvck. 
Iitdeed,  the  most  prolonged  attacks  of  hematuria  which  wc  recognize 
clinically  usually  turnout  to  lie  due  to  renal  neo|)U.tm,  Innephrolithiuii 
the  bleeding  is  usually  brief,  and  occomiKtnics  the  [>am,  instead  of 
n-lieving  IL 

Outcome. — Operation  showed  a  h)'pcmcphTonia  which  weij^ed 
ijoo  gram*,  and  measured  16x14x1^  cm.  This  was  successfully 
remo^-ed.  Nine  months  later  the  patient  wrote  that  he  was  steadily  at 
work  and  had  gained  40  pounds. 

Diagnosis. — Hypcmephronia. 

Ceise  357 

An  Irbh  stableman  of  iwenty-eiKbt  enterrd  tlic  hospital  Augttst  i87 
IQ06.     His  family  hUlory  and  past  history  arc  negative. 

Two  months  ago  he  noticed  that  his  urine  was  bloody.  He  experi- 
ences a  dull  pain  in  his  back,  more  or  less  constant.  A  considerable 
portion  of  the  time  «ince  then,  he  has  had  jmin  in  the  epigastrium,  in- 
CTcaied  by  food,  and  has  wmilfd  fre<|uently. 

Physical  examination  ot  the  chest  and  abdomen  is  neKatixe.  In 
the  rijtht  back,  jusl  below  the  angle  of  the  scapula,  was  a  tumor  the  Mice 
of  a  small  English  walnut,  freely  movable  beneath  tlic  skin,  not  tender, 
and  was  Mid  by  tlte  |>atieni  to  be  due  to  a  bullet  which  entered  just 
below  the  right  nipple  in  the  front  und  lodged  in  hts  back.  The  patient 
sho»-cd  evidence  of  marked  anemia,  the  red  celts  being  3.300,000,  hemo- 
globin, 40  [K-r  cent.,  white  cells,  ()ooo.  The  stained  s|wctmen  showed 
nothing  remarkable  eicept  achromia.  The  urine  contained  a  large 
amount  of  normal  blood,  but  no  casts.  It  was  sufficient  in  amount. 
and  not  abnormal  in  any  other  rcsi>ect  Tuberculin  rtraction  (cutaneous) 
negaiiw. 

A'-ray  of  the  kidnej's  wasn^atlve.  'Hirough  the  cystaAcojw  blood 
was  seen  spurting  from  the  left  ureter.  There  was  no  evidence  of  trouble 
tn  the  bladder. 

Discussion. — I^ft  renal  hematuria  associated  with  well-marked  sec- 
oodaiy  anemia  occurring  in  a  young  man  who  complains  of  no  bladder 
symptoms  )ire»enls  a  clinical  picture  distinctly  puzzling  at  the  out*el. 
Wc  haw  done  what  wc  could  lo  rule  out  s.tone,  nephritis,  calciimi  oxa- 
late, and  other  toxic  infectious  and  constitutional  sources  of  hematuria. 
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Tuberculosis  rarely  produces  so  marked  an  anemia  except  in  ad- 
vanced cases  with  well-marked  pyuria,  fever,  or  tumor.  Against  tuber- 
culosb  we  have  the  absence  of  the  above  signs  and  the  absence  of  a 
tuberculin  reaction. 

Renal  new-growth  is  always  a  danger  threatening  such  patients — 
i.  e.,  patients  with  unexplained  hematuria.  The  nodule  in  the  right 
posterior  thorax  is  not  so  situated  as  to  correspond  with  any  of  the 
ordinary  sites  for  metastasis  from  a  renal  or  suprarenal  tumor.  There 
seems  no  good  reason  to  doubt  that  the  patient's  idea  about  the  origin 
of  this  nodule  is  correct.  If  the  case  be  not  one  of  renal  tumor,  we 
have  no  other  plausible  alternative  to  suggest.  Very  possibly  it  may 
be  one  of  those  cases  of  "idiopathic"  bleeding  discussed  on  p.  680. 
Further  certainty  can  be  obtained  only  by  operation.  As  the  patient 
does  not  seem  to  be  improving  and  has  a  very  considerable  degree  of 
anemia,  exploratory  incision  seems  justified. 

Outcome. — In  the  pelvis  of  the  left  kidney  there  was  found  at 
toleration  one  or  two  clots  of  blood.  A  section  of  the  kidney  was  re- 
moved for  examination  and  showed  absolutely  normal  kidney  tissue. 

September  2d:  The  patient,  who  had  made  a  good  recovery  from 
the  operation,  though  he  still  continued  to  pass  considerable  amoimts 
of  fresh  blood,  began  to  complain  of  sti^ness  in  his  neck  and  jaw  muscles, 
with  pain,  and  was  imable  to  open  his  mouth  more  than  an  inch.  Later 
in  the  day  he  began  to  have  convulsions,  and  died  at  9  p.  h. 

Autopsy  showed  ulcer  of  the  stomach,  no  cause  for  hematuria,  and 
nothing  else  of  importance. 

The  results  of  the  autopsy  indicate  that  the  anemia  was  in  all  proba- 
bility due,  in  part  at  least,  to  the  gastric  ulcer.  Our  attention  had  been 
completely  diverted  from  this  side  of  the  case  by  the  more  spectacular 
symptoms,  especially  the  hematuria.  In  the  retrospect  we  say  to 
ourselves  for  the  hundredth  time  that  a  major  operation  should  never  be 
lightly  undertaken. 

Diagnosis. — Gastric  ulcer.     Hematuria;  cause  unknown. 

Case  358 

A  Jewish  schoolboy  ten  years  old  was  seen  October  15,  1908.  He 
had  measles  when  he  was  thirteen  months  old.  Six  weeks  later  he 
began  to  have  incontinence  of  urine,  which  he  has  had  ever  since.  The 
trouble  b  mostly  nocturnal,  Thk  morning  his  mother  saw  in  his  bed 
some  blood,  which  she  thinks  was  passed  during  the  night.  The  boy 
did  not  know  it,  but  since  that  time  has  continued  to  pass  exceedingly 
bloody  urine,  with  clots. 
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Phjmical  examination  was  entirely  negative ;  the  urine  contained  only 
blood  with  pus  unci  large  mononuclear  cells.  Catheter  Hpecinien  remained 
sterile  on  culture-media.  Ko  tubercle  bacilli  found.  Cysioscopjc 
examination  showed  general  reddening  with  areas  of  ulceration.  No 
stone.    The  stream  from  each  ureter  was  clear. 

DiecussioQ. — Sudden  hematuria  occurring  in  a  boy  of  ten  without 
prenous  c%'idence  of  cystitis  is  di<iiitictly  rare.  Stone  in  the  bUddcr 
WAS  my  first  thought  after  going  over  the  case.  The  renal  causes  of 
hetnatutia,  <^uch  as  ha\-c  been  dit^cus^  in  the  previous  pages,  are  all 
of  them  very  infrequent  in  children,  with  tlic  sin^e  exception  of  renal 
new-Rfowth,  of  which  we  had  no  evidence  in  this  ease. 

The  results  of  cystoscopy  showed  that  we  had  no  reason  to  sus{>cct 
the  kidney  an  the  source  of  bleeding,  and  indicated  that  ux  were  dealing 
with  a  cystitis  of  unknown  origin.  What  may  have  been  the  dumtion 
of  this  cystitis  we  have  no  means  of  judging;  it  gave  no  signs  of  ib  pres- 
ence until  the  day  on  which  he  was  seen,  unless,  indeed,  we  reckon 
the  eight  years  of  nocturnal  enuiettis  as  such  a  sign.  1  see  no  good  reaMin 
for  considering  the  cnurcsb  in  Ibis  light. 

Outcome. — The  patient  was  given  urotropin,  5  grains  three  times 
aday.  October  J5th  the  urine  was  free  from  blood  and  tlie  incontinetKC 
had  almost  ceased.  By  the  I'lr^i  of  Novem)H.-r  he  M^emcd  jH-rfcctly  weQ 
and  aiHrdy  able lo ccnlnti  thefiiru.'  oj urine.  I'his  improicmenl  was  sub< 
jiequently  mainiained.  A  guinea-pig  inoculated  with  the  urinary  sedi- 
ment was  killed  seven  weeks  later  and  sliowed  no  evidence  of  tul>ennilosts. 

A  point  of  considerable  interest  in  this  case  is  the  sudden  stoppafge 
of  a  long-standing  and  obsdnate  enuresis.  Can  we  supiraf^e  that  the 
cystitis  was  of  a  chronic  ty^K  and  re]>rescntcd  the  cause  of  the  incon- 
linenoe?  It  does  not  seem  probable,  for  ai  no  time  had  the  boy'« 
qmptoins  differed  from  those  of  any  other  case  of  enuresis.  He 
hardly  have  had  the  cystitis  since  hb  thirteenth  month. 

,\nothi-r  possible  explanation  presents  itself:  May  It  not  be  that 
the  instrumentation  itself— the  cystoscopy — cured  the  enuresis?  It  b 
a  well-known  fact  that  enuresis  is  prone  to  cease  after  an  operatinn  of 
any  kind.  presuma)>ly  because  the  operation  makes  a  strong  impresekm 
uixm  the  chDd's  gray  matter,  both  cerebral  and  spinal.  In  the  present 
rase  the  boy  Imd  no  reason  to  sup|K>se  that  the  cystoscopy  was  done 
for  the  relief  of  enuresis.  He  knew  tliat  he  was  I>eing  treated  for  the 
bcmaturia,  and  that  nothing  was  said  alx'ut  curing  the  other  and  older 
habit.  Nevertheless,  be  may  have  drawn  his  own  conclusions  in  hit 
own  way — we  cannot  tell. 

Diagnosis.— Cystitis;  enuresis. 
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CHAPTER  XXI 

DYSPNEA 

It  is,  on  th«  whole,  be^t  to  maintain  the  usual  dislinciion  Wtwcvn 
dy\pwa  and  polyfinra,  and  to  ui^c  poly)incii  (or  a  iiuickcnin^  of  rvspin- 
lion  without  any  evidence  of  effort  or  distress,  objective  or  subjccti\T. 
Such  a  polypnea  is  stcn  mo^t  ofli-Ti  in  infnlious  fcvi-rs.  such  as  tyi>boid 
or  septicemia.  less  often  in  the  terminal  coma  of  diabetes.  In  iLs  rxtrcnir 
form  it  is  to  be  witnessed  in  hysteria,  which  produces  the  most  rapid 
breathing  to  be  met  with  clinically. 

Nevertheless,  ihc  distinction  alto\'c  ex|)laiiKd  is  neither  so  sharj)  nor 
no  lo];ical  as  \vc  might  desire.  When  a  healthy  man  begins  to  run.  hi^. 
breathing  is  6rsl  quickened.— i»lypnca,— then,  at  Ihc  end  of  a  ^-ariable 
|)criod.  it  begins  to  be  Mightty  diirxriill.  until  at  last  true  r[y\{im-a  i> 
reiicbcd.  So  il  Li  in  case^  of  failing;  cardiac  comjfen^tKin.  and  occa- 
sionally in  general  infections  ^uch  a»  those  alwve  mentioned.  In  the 
early  stages  of  the  disea.'*  the  breathing  is  quickened;  later  it  becumes 
difficult  as  well.  We  might  agree  to  say  that  dyspnea  tjcgitis  when 
the  accessor)-  muK:les  of  respiration  are  called  into  play.  But  this  is 
rather  an  arbitrary  disliiKtion.  I'hc  movement  of  the  ala*  nasi  begins 
in  "ome  patients  t>efoit  the  brralhing  has  become  even  di'^tinctly 
quickened,  yet  this  movement  must.  I  suppose,  be  reckoned  among 
(hoK  tnvolxing  accessory  mux-les  of  respiration. 

For  these  reasons  it  seems  to  mc  that  wc  can  maintain  the  distinc- 
tion between  dyspnea  and  (xdypnea  only  as  one  of  cont'cnience,  and  in  an 
approximate  sense. 

Dynpnra  and  jhart  breath  are  not  always  used  as  etiuivaltnts.  Some 
patients  puzzle  us  \-cry  much  by  complaining  of  short  Irn-ath  despite  our 
inability  to  I'lnd  any  sign  of  disease  on  )>hy:»ici>l  examination.  More 
careful  questioning  sometimes  brings  out  the  fact  that  by  short  breath 
the  |)attcnt  means  a  feeling  of  inability  to  get  us  much  breath  as  he 
thinks  is  o\nng  him.  His  breathing  may  not  l>e  quickened  or  difficull. 
but  he  has  the  sense  that  he  cannot  fully  fill  or  distend  his  lungs.  Th!^ 
is  complained  of  most  often  by  those  who  arc  overworked,  underfed,  and 
short  of  sleep,  or  who,  for  some  other  reason,  have  allowt-<l  thcnucUts 
to  get  run  down.  Beyond  this  I  have  no  idea  of  its  exjilanatitMi. 
AM 
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Among  the  types  of  difficult  breathing  we  may  distiaguish; 

(o)  Inspiratory  dyspnea, 

(i)  Expiratoiy  dyspnea. 

(c)  Mixed  types. 

The  last  is  by  far  the  most  conunon,  and  is  seen  in  the  great  majority 
of  uncompensated  cardiac  cases,  in  pneumonia,  pulmonary  tuberculosb, 
and  other  cardiac  and  respiratory  affections. 

Inspiratory  dyspnea  is  comparatively  infrequent,  and  occurs  especi- 
ally as  the  result  of  some  obstruction  in  the  upper  air-passages,  for 
example,  in  laryngeal  diphtheria,  edema  of  the  glottis,  "croup,"  tumors 
of  the  larynx,  foreign  bodies  in  the  larynx,  trachea,  or  primary  bronchi, 
postpharyngeal  suppurations,  Ludwig's  angina,  and  similar  conditions. 
If  the  obstruction  is  below  the  primary  bronchi,  we  do  not  see  dyspnea 
of  this  type. 

Expiratory  dyspnea,  usually  accompanied  by  wheezing  noises,  occurs 
chiefly  in  emphysema  and  asthma,  occasionally  in  pulmonary  edema. 
It  is  apt  to  be  more  or  less  paroxysmal,  whatever  its  cause. 

•  CAUSES  OF  DYSPNEA 

Heart  disease,  phthisb,  and  pneumonia  are  doubtless  the  commonest 
sources  of  dyspnea,  but  one  sees  the  slighter  d^rees  of  the  condition  in 
a  great  many  anemic  or  debilitated  patients,  perhaps  as  the  result  of  a 
slight  cardiac  insufficiency  not  recc^izable  by  other  means. 

Very  acute  and  alarming  dyspnea  is  seen  at  the  onset  of  pneumo- 
thorax, although  both  the  frequency  and  the  distress  disappear  alti^ether 
within  the  course  of  a  few  days  or  weeks  after  the  thoracic  cavities  and 
their  contents  have  adjusted  themselves. 

Occasionally  in  miliary  tuberculosis  one  sees  a  dyspnea  so  extreme 
and  a  rate  so  rapid  that  hysteria  is  sometimes  falsely  diagnosed.  A 
careful  history  and  a  thorough  physical  examination  should  set  us 
right 

Increased  intrathoracic  pressure  due  to  mediastinal  tumors,  to 
aneurysm,  and  occasionally  to  pericardial  effusion  may  produce  dyspnea, 
sometimes  of  a  paroxysmal  type,  which  is  difficult  to  understand,  since  the 
cause  persists  unchanged. 

A  high  diaphragm  pushed  up  by  pressure  from  an  accumulation  of 
fluid  or  gas  or  by  some  solid  tumor  causes  a  certain  amount  of  polypnea, 
and  occasionally  dyspnea,  by  reducing  the  amount  of  space  available 
for  respiration. 
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THE  EFFECT  OP  POSITION  AND  OP  THE  TIME  OF  DAY 
ProbaUy  for  ihc  reason  referred  to  in  Ilie  last  i«ngni{»h  (hij 
diaphragm)  dyspava  b  always  increased  by  the  recumbent  posilioD 
and  eased  by  sitting  up.  In  extreme  cases  the  patieni  leans  forwaid 
over  his  knees  and  much  prefers  to  sit  in  a  chair,  owing  to  the  cram[ial 
pubition  uf  his  Ic^s  in  bed.  Mountain -dimWr^  at  extreme  cle\'alioiu 
inslincli^eJy  assume  a  similar  (losiiion  when  cndea\'oring  to  rest. 

M\  t)-pcs  of  dyspnea  arc  apt  to  be  vrorsc  at  night.  Thb  is  not  whoUy 
due  to  the  fact  that  at  night  the  patient  is  usually  trying  to  a^utume  a 
recumbent  position.  Even  with  bed-ridden  patients,  wliosc  positiun 
varies  scarcdy  al  all  in  the  twenty-four  hours.,  d>*spnea  is  much  more 
annoying  after  dark.  This  has  been  explained  by  Hoover  and  others 
OS  diK  to  the  incl  that  the  respirator}'  center  goe»  to  iUeep  and  allows 
the  respirator)-  act  to  become  almost  $usiK:ndcd.  The  patient  then 
wakes  with  a  horrible  ga»p.  It  is  in  acctnd  with  this  theory  that  the 
most  troublesome  dyspnea  of  most  cardiac  paltcnis  is  in  the  earlier 
hours  of  the  night,  when  deep  Is  de«i)est.  I.ater  in  the  night  Uiey  can  often 
lie  down  and  get  some  rcsL 

CHEyrf£..STOKES   BREATHING 

Rigularly  recurrent  or  iteriodic  variation  In  the  dcptli  and  frcciucncy 
of  res.pimlion,  with  intervals  of  apnea  alternating  with  dyspnea,  retcivcs 
the  name  of  Cheiitc-Stokcs  breathing.  If  there  is  no  pause  or  apnefe 
period,  but  merely  a  rhythmic  <juickcning  and  dowlng  of  respiration, 
the  name  of  fliot's  breathing  is  applied. 

Either  of  these  types  of  breathing  may  occur  in  healthy  infants 
during;  sleep.  In  adults  the)  usually  com|>licate  severe  dtMue  of  the 
heart  or  kidney.  less  often  of  the  brain,  but  also  occur  in  the  nmc 
critical  stages  of  acute  infectious  diseases,  such  as  pneumonia,  and 
under  these  conditions  may  not  be  the  harbinger  ol  death.  In  cardiac 
and  renal  troubles  such  brcAthing  is  a  bad  prognostic  s^n,  though  I 
ha^'C  known  it  to  occur  during  sleep  for  many  months  before  the  fatal 
termination. 

Case  359 

A  German  me,ssengeT-boy  of  twenty-two  was  first  seen  February  18, 
tgoS.  His  family  history  was  ncgati\-c.  Seven  ycai^  ago  he  was  thrown 
from  a  horvc  and  trampled  on;  Ills  left  thigh  and  many  of  the  riln  oa 
the  left  side  were  broken.  He  was  in  the  hospital  for  eighteen  months, 
and  states  that  he  was  unconscious  for  the  first  six  months  of  this  time. 
In  December,  1907,  he  wa.<t  in  the  Boston  City  Hospital  for  three  days 
oa  account  of  a  cough  of  four  days'  duration,  accomjumivd  by  blood- 


I 


DYSPNEA 


69t 


stFe&ked  sputum  and  pain  m  the  left  axilla.  Physical  examination 
was  negative,  and  he  was  discharged  in  three  days.  He  again  entered 
the  same  hospital  on  the  ninth  of  January,  1908,  complaining  of  chest 
pain,  sore  throat,  and  a  slight  cough.  Caieful  physical  examination 
and  x-ray  examination  showed  nothing.  Since  that  time  be  has  felt 
weak  and  run  down,  but  has  worked  steadily  up  to  this  morning.  For 
a  week  he  has  noticed  that  his  left  ear  wa^  not  as  good  as  is  the  right, 
and  fOT  the  same  period  he  has  had  sensations  of  pinching  on  both  sides 
of  the  chest  near  the  left  nipple, 
and  in  the  neck  a  feeling  as  if  it 
were  being  scraped. 

For  the  past  four  days  he  has  had 
frequent  cough  with  bloody  sputum. 
He  thinks  he  may  have  raised  as 
much  as  half  a  pint  of  blood  in  the 
whde  four  days.  During  this  time 
his  breathing  has  been  very  rapid. 
He  has  been  restless  and  wakeful  at 
night,  and  has  vomited  everything 
that  he  has  taken.  When  on  his 
feet,  he  is  dizzy  and  faint  He  has 
bad  frequent  chilly  sensations,  but, 
so  far  as  he  knows,  no  fever.  This 
mining  while  at  work  he  fainted 
away,  but  walked  to  the  hospital 
without  assistance. 

On  physical  examination  the 
patient  showed  a  remarkably  rapid 
respiration, — 80  to  the  minute, — 
though  his  pulse  was  only  72,  later 
slowing  down  to  50.  Temperature 
was  99.4"  F.  He  lay  fiat  upon  the 
accident  room  table,  and  seemed  to  be  half  asleep,  except  when  spoken 
to;  then  he  was  notably  alert,  answering  all  questions  in  a  strong,  clear 
voice.  There  was  an  occasional  slight,  dry  cough.  The  throat  was 
somewhat  reddened,  the  pupils  equal  and  reacting  normally,  the  heart 
absolutely  n^ative,  the  lungs  slightly  less  resonant  in  the  right  front 
than  in  the  left.  In  the  same  region  the  voice-sounds  are  very  slightly 
increased.  Inconstant  bubbling  r&les  are  heard  in  the  right  front  and 
back.  Physical  examination,  including  the  nervous  system,  blood,  and 
urine,  was  otherwise  entirely  negative. 


Fig.     181. — Anesthetic    areas     demon- 
etraied  in  »  case  of  polypnea. 
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During  the  first  week  of  bis  stay  in  the  hospital  the  pattcot's  rvs()in- 
tion  continued  at  from  80  to  95  a  minute,  while  hk  pulse  was  from  50  to 
60.  His  hands,  arms,  and  lower  legs  were  cyanotic,  congested,  mottled, 
showing  markMl  sluggi^ness  of  the  capillary  ciiculatioo.  The  face 
was  flushed,  but  not  cyanotic.  He  was  as  cfsnfortable  when  lying  down 
OS  in  any  other  i)Osition.    The  fundus  oculi  was  negative. 

DJscutsioQ.—Summing  up  the  }>asl  history  of  this  boy,  we  fii>d  two 
sets  of  events,  one  or  both  of  which  may  bear  upon  his  present  dis- 
turbance of  breathing.  'I"hv  lirst  of  these,  however. — the  accident  ot 
scwti  years  ago, — seems  rather  too  much  in  the  |>ast  to  be  of  any  impor- 
tance in  relation  to  his  present  trouble.  The  puhnonary  Injuries  arising 
from  broken  ribs  arc  matters  of  immediate  importance  within  a  few 
days  or  weeks  after  their  occurrence,  not  after  the  lapse  of  seven  years. 
Qui'slions  of  thb  kind  arc  raised  in  connection  with  suits  for  damages 
sup[iosedly  due  to  accidental  injuries,  and  it  is  often  claimed  that  an 
injury  of  this  kiiKl  might  he  the  source  of  loog-tttanding  pulmonary 
disease.  I  do  not  l>dieve  that  there  is  imy  suflkicnt  ground  for  this 
idea. 

The  tivo  attacks  of  axillary  puin  with  cough  are  ^Try  miKh  more 
recent,  and  arc  probably  connected  in  some  way  with  the  pre^nt  trouble. 
Tubcrculosb  15  strongly  suggested  by  tlie  hemoptvus,  as  well  us  by  the 
nature  and  |>osition  of  the  pain  (pleuritic?).  I  have  known  polypnea 
similar  in  many  resi>ccts  lo  that  here  described,  and  due,  as  it  afterward 
turned  out,  to  mih'ary  tut>erculosis.  I'his.  indeed,  was  my  first  thought 
in  the  case  here  under  discussion.  The  absence  of  cyanosu,  the  remark- 
ably slow  puls«.  and  the  perfect  comfort  in  the  mclining  jNjsition  first 
aroused  our  skepticism,  which  was  further  increased  by  the  neariy 
ncgalivT  results  of  physical  examination. 

No  blood  was  expectorated  during  his  stay  in  the  hospital,  aitd  we 
had  no  independent  account  of  the  fact  of  blood -spilling — only  the 
patient's  own  siatemcnt.  The  other  symptoms  complained  of — the 
fainting  and  dizziness,  the  »nsc»y  disturbances  in  the  chest  ,ind  neck, 
the  curious  menial  state,  and  the  mottling  of  the  skin — all  pointed  toward 
a  functional  nervuu>  di.<>Iurhanc('  as  at  least  a  F>art  of  the  cause  of  lhe»e 
symptoms.  It  will  be  recalled  also  that  he  Is  stated  (o  have  been 
unconscious  for  six  montlis  after  his  accident  of  seven  years  ago — k 
condition  slronjUy  suggestive  of  hysteria.  I'his  hy|>Dtltirsb  accordisgly 
was  followed  up  and  ted  to  the  additional  obsenations  recorded  in  ibc 
outcome. 

Outcome. — It  was  noticed  that  when  actually  talking  to  bis  frieodst 
his  breathing  slowed  down  to  the  normal,  and  that  any  intcmtptioB  or 
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surprise  would  slow  his  respirations  for  a  few  seconds.  During  the 
night  he  got  but  little  sleep,  but  when  he  dozed  off,  it  was  noted  that  his 
respiration  fell  to  21.  The  patient's  friends  say  that  he  has  been  very 
peculiar  and  untruthful  for  a  long  time. 

The  patient's  bed  was  screened  off  and  he  amused  himself  by  readii^. 
When  thus  occupied,  his  breathing  would  at  times  fall  to  normal.  At 
times  his  pulse  was  as  slow  as  45  and  his  respiration  as  rapid  as  100. 
The  patient's  headache  was  entirely  removed  by  an  ethyl  chlorid  spray. 
Areas  of  absolute  anesthesia,  as  shown  in  the  accompanying  diagram, 
were  demonstrated  by  Dr.  Fitz  at  a  clinic.  Half  an  hour  later  thej 
were  not  present. 

It  was  later  learned  that  he  had  worked  for  a  long  time  in  the  hospital 
at  Baden,  Germany,  and  was  interested  in  medical  subjects;  also  that 
seven  weeks  ^o  he  received  news  of  the  death  of  his  father,  the  last  of 
bis  immediate  relatives.  Since  then  he  says  he  feels  that  he  has  no  one 
to  live  for.  On  the  twenty-fourth  of  February  it  was  noticed  that  he 
had  no  palatal  reflex.  On  the  third  of  March  he  said  that  he  had 
swallowed  a  safety-pin.  He  did  not  say  whether  it  was  open  or  closed. 
X-ray  showed  a  doubtful  shadow  in  his  stomach.  The  patient  said  he 
could  feel  the  pin  in  his  throat. 

At  this  time  the  respiration  became  more  normal  and  remained  so, 
but  the  next  day  he  said  he  could  feel  the  pin  in  the  region  of  the  left 
sacro-iliac  joint.  The  patient  was  dry-cupped  at  this  point,  and  re- 
assured. Hb  respiration  still  remained  norma],  and  he  was  allowed 
to  go  home. 

In  view  of  all  these  facts  we  had  no  hesitation  in  making  the  dif^nosis 
of  hysteric  polypnea.  Of  the  four  cases  of  this  disease  which  have  come 
under  my  observation,  three  have  occurred  in  male  patients.  In  all, 
the  rapidity  of  the  breathing  was  greater  than  in  any  but  the  terminal 
st^es  of  organic  pulmonary  or  cardiac  disease.  From  these  it  may  be 
distinguished  by  the  following  criteria: 

(a)  Hysteric  polypnea  is  not  associated  with  any  demonstrable 
lesions  of  the  heart  or  lungs;  the  cough  b  generally  very  trifiing. 

(b)  The  rapid  respiration  does  not  continue  throughout  the  twenrt- 
four  hours;  it  may  often  be  interrupted,  as  in  the  present  case,  whenever 
the  patient  can  be  led  to  talk  with  interest,  and  frequently  ceases  during 
sleep. 

(c)  Other  evidences  of  hysteria  are  usually  demonstrable — for 
example,  the  susceptibility  to  suggestion,  areas  of  anesthesia,  and  wide 
deviations  from  the  truth  which  seem  like  ordinary  lying,  but  are  more 
probably  due  to  the  peculiar  mental  state. 


6W 


DIFrERENTIAL  DIAGNOSIS 


(d)  The  dtstrciuv,  cyanosis,  orthopnea,  and  other  evideoces  tbftt 
breathing  is  difiicull  (true  dys]>nea)  are  absent  The  breathtog  is  fmpid 
but  not  labored,  and  its  rapidity  is  usually  much  ^rcatiT  tlian  that  uso- 
ciatcd  Willi  any  Dt^anic  disease  of  the  heart  or  lung. 

Diagnosis.— Hysteric  polypnea. 

Csse  360 

A  collector,  sixty-four  years  old,  was  first  seen  March  lo,  igoS, 
He  has  had  dys|>nea  for  eightmi  months.  For  the  past  four  or  five 
weeks  it  has  become  worse,  and  he  has  slept  every  Dijjht  in  a  chair. 
For  two  or  three  weeks  he  has  liad  a  cough  witli  yellowish  sputa. 

Physical  examination  shows  obvious  loss  of  weight.  The  left  pupil 
is  larger  than  the  right,  and  slightly  intgular.  TIk  heart's  tmi>ul»e 
is  in  the  tifth  space,  )  inch  outside  the  nipple.  There  is  no  obvious 
enlargement  to  the  right.  The  action  is  irregular  and  the  sounds  are 
indistinct  I'hc  second  aortic  sound  cannot  lie  heard.  A  coarse,  dis- 
cordant, s<]uealcing  murmur  b  heard  with  systole  at  tlie  apex,  and  is 
transmitted  to  the  axilla.  At  the  base  there  is  a  rough  systolic  murmur, 
and  ttong  the  left  bonier  of  the  stt-mum  a  lon'-pitched  diastolic  murmur. 
In  the  third  right  interspace  near  the  sternum  is  a  systolic  thrill,  llie 
arteries  are  palpable,  tortuous,  and  show  a  lateral  excursion.  The 
pulses  are  of  small  \'oIume,  low  tendon.  There  is  no  capillary  pulM. 
Coarse  liubblin^  rAles  arc  scattered  throughout  both  limgs,  and  there 
is  dulness,  diminished  respiration,  and  fremitus  at  botli  liases  bdUnd. 
Tlie  abdomen  shons  dulness  in  the  flanks,  shiftbg  with  change  of 
position. 

Discutiioo.-'A  tong-standinK  dy^jnea  in  a  man  of  sixtyfour 
associated  with  a  cough  which  is  of  very  recent  origin  is  almost  invariably 
due  lo  cardiac  disease.  Since  there  arc  well-marked  cardiac  lesions 
shown  on  physical  examination,  anil  nothing  in  the  lungs  except  what 
is  easily  explained  by  passive  congestion,  it  b  proper  to  assume  that 
the  heart  disease  is  the  cause  of  tlie  dys|inea,  unless  evideoca  is  pli> 
aentcd  suggesting  another  cause. 

A  lo-and-fro  murmur  in  the  upper  half  of  tlie  preconlUI  regioOi 
a-uociated  with  absence  of  the  aortic  second  sound,  a  systolic  thriU,  a 
pulse  of  small  volume,  and  moderate  cardiac  enlargement  is  strong 
evidence  of  aortic  dt^ase  with  stcnosb  and  regurgitation.  The  diagnorsis 
of  aortic  stenosis  b  one  of  those  most  often  made  erroneously.  In  my 
ofunion  ii  <hould  never  be  made  tmless  Iliere  b  also  evidence  of  aortic 
regurgitation — in  other  words  socallcd  pure  aortic  stenosis  [irobaMy 
does  itot  exist.    At  any  rate.  I  know  of  no  convincing  ex'idcncc  of  iu 
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ocairrence.    Steno^  accompanied  by  r^urgitatioQ  is  a  proper  con- 
clu^on  under  two  sets  of  conditions: 

(a)  Id  any  case  exhibiting  signs  essentially  identical  with  those  just 
given. 

(b)  In  any  long-standing  rheumatic  case  showing  an  aortic  regurgita- 
tion in  a  person  under  twenty-five,  whether  there  are  physical  signs  of 
stenosis  or  not.  This  latter  condudon  is  the  result  of  postmortem 
observations.  I  have  never  known  a  case  of  long-standing  heart  disease 
in  a  young  person  in  which  pure  aortic  regurgitation  was  discovered  at 
autopsy.  Stenosis  always  accompanies  it,  because  the  rheumatic  type 
of  endocarditis  does  not  stay  long  upon  the  aortic  valve  without  produc- 
ing stenosis.  In  older  persons  aortic  reguigitation  without  stenosis  is 
very  common,  and  the  presence  of  a  systolic  murmur  without  the  other 
signs  recorded  in  this  case  should  never  be  considered  as  sufficient 
evidence  for  the  diagnosis  of  stenosis.  In  the  present  case  we  have  all 
flie  cardinal  a^ns. 

Outcome. — Under  rest  in  bed,  with  d^italis  and  purgation,  he 
improved  very  much  within  three  days.  Blood  and  urine  were  normal, 
temperature  constantly  subnormal;  pulse  and  respiration  not  remarka- 
ble. Under  15  minims  of  digitalis  tincture  three  times  a  day  the  patient 
was  able  to  be  up  and  about  by  the  twentj'-first.  On  the  twenty-fifth 
digitalis  was  omitted,  and  the  patient  was  able  to  walk  about  without 
distress.  A  half-ounce  magnesium  sulphate  was  still  given  every  morning. 
On  the  twenty-ninth  he  was  allowed  to  go  home. 

Diagnosis. — Aortic  stenosis  and  regiu:gitation. 

Case  361 

A  school^l  eight  years  old  was  first  seen  November  rg,  1907. 
The  mother  now  has  consumption.  Two  sisters  have  died  of  pneumonia. 
The  child  had  the  measles  and  chicken-pox  five  years  ago.  Four  years 
ago  she  visited  the  Boston  Dispensary  and  was  told  that  her  heart  was 
enlarged.  Three  years  ago  she  was  kept  out  of  school  for  the  whole 
winter,  and  seemed  about  as  she  is  at  present,  but  picked  up  in  the 
spring.  For  three  weeks  she  has  been  short  of  breath  on  exertion,  and 
has  complained  that  her  feet  were  sore.  In  the  same  period  she  has  been 
growing  pale  and  thin,  and  has  been  heard  to  moan  in  her  sleep.  Two 
or  three  times  in  the  last  four  days  she  has  coughed  up  a  teaspoonful  of 
blood. 

The  course  of  the  temperature,  pulse,  and  respiration  are  seen  in 
the  chart  (Fig.  182),  The  child  b  very  pale,  thot^h  her  hemc^lobin 
is  75  per  cent.     The  ape.T  impulse  is  difficult  to  place,  but  seems 
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to  be  to  the  sbclh  space,  )  inch  in^e  the  nipple-line.  At  ihe  apex  there 
Is  a  palpable  presystolic  and  systolic  thrill.  When  the  child  is  lytnf; 
dow-n,  s  systolic  impulse  can  be  traced  a  lur  out  as  the  seventh  space, 
and  nearly  to  the  (xwtcrior  axillar>'  line.  No  lc(t  border  of  dulncss  can 
be  marked  out.  tfiix  Fig.  184.)  Cardiac  |)ul»aii(in  can  Ix:  felt  over  the 
dull  area  to  the  right  of  the  sternum.  A  loud  to-and-fro  friclioo  rub 
is  heard  in  the  cxjKJscd  sjiacc,  (Sec  Fig.  183.)  In  this  an-a  the  hean- 
sounds  cnnnot  i>c  clearly  made  out.  In  the  anterior  axillar)*  line  Kystoltc 
and  diastolic  murmurs  arc  heard.  Posterior  to  this  point  the  first  sound 
iji  very  diarp.  The  rJRht  lung  seems  normal.  'I'he  left  lunR  k  hypcr- 
rtsonant  at  the  apex,  but  below  that  dull,  gnulually  increasing  to  flatness 
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Hg.  l8».— Clua  l4  -4ai  361. 


at  the  base  behind,  where  the  breath-sounds  are  bronchial,  (hoQ^ 
feeble.  Abo\'e  this  many  fine  and  medium  crackles  are  heard.  The 
edge  of  the  liver  can  be  felt  acmss  the  upper  abdomen,  as  seen  In  the 
diagram. 

Oiicussioo.— .V>(  T  have  definilely  stated  that  a  to-and-fro  friction 
rub  i»  audible  in  the  exposed  space,  there  can  be  no  reasonable  doubt 
that  we  are  dealing  here  with  pericarditis.  If  the  friction  were  pleoiv* 
pericanlial  in  origin,  one  would  not  describe  it  by  the  worrls  here  used, 
and  there  would  l>e  some  note  regarding  its  change  or  disappearance 
when  the  breath  was  heW. 

But  acute  serot'ibrinous  [lericarditis  docs  not  cause  dysfMira  uttlcM 


F!g.  183.— Kraulu  of  paljiaiioii,  percunioB,  and  auftnilutlon  In  a  loaucni  coiui'laimiig 
of  three  weeks'  dyqinm. 


Hg,  i!M,— Signs  in  b«ck  (Case  j6[).     (S«  nlao  fig.  183.) 
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the  amount  of  effusion  is  targe.  We  see  postmortem  many  a  shaggy 
heart  {cor  viUosum)  which  has  developed  as  a  terminal  compIicatioD 
in  chrtBiic  nephritis  without  producing  any  dyspnea  whatever.  In  the 
present  case,  therefore,  the  important  question  is:  What  else  have  we 
besides  such  a  pericarditis? 

It  is  to  be  noticed,  in  the  first  place,  that  the  child's  heart  has  been 
known  to  be  enlai^ed  for  at  least  four  years;  in  the  second  place,  that 
there  is  apparently  decided  enlargement  now,  although  it  is  impossible 
to  say  just  where  the  left  border  b.  There  is  a  double  apical  murmur 
and  thrill  which,  in  itself,  aside  from  the  other  conditi<His  present, 
would  lead  us  to  suppose  that  the  mitral  valve  was  narrowed  aiid  incom- 
petent. But  to  any  one  who  has  had  a  considerable  opportunity  to 
verify  hb  cardiac  diagnoses  postmortem  it  will  be  an  old  story  that,  in 
markedly  enlarged  hearts,  systolic  and  presystolic  murmins  at  the  apex 
have  no  diagnostic  vaJue.  They  may  be  present  with  or  without  valvu- 
lar lesions. 

The  observations  of  the  last  ten  years,  especially  in  England,  have 
made  it  clear  that  in  the  heart  troubles  of  childhood  the  whole  heart — 
endocardium,  myocardium,  and  pericardium — is  usually  involved.  In 
the  inflammatory  process  attacking  the  heart,  the  part  borne  by  the 
valve  is  usually  far  less  important  than  that  borne  by  the  myocardium 
and  the  pericardium.  In  other  words,  pericarditis  is  much  more 
common  than  endocarditis  in  the  heart  troubles  which  occur  m  child- 
hood, with  or  without  joint  infection  (rheumatism)  and  chorea.  But 
in  all  cases  the  affection  of  the  myocardium  is  the  all-important  element, 
thoi^h  we  have  no  direct  auscultatory  evidence  of  its  changes,  such  as  we 
often  have  when  the  endocardium  or  the  pericardium  is  attacked. 

A  point  of  practical  importance  m  these  cases  is  this:  No  matter 
what  munnurs  are  present  we  are  not  bound  to  assure  ourselves  or  the 
family  that  an  incurable  cardiac  malady  is  present  If  only  the  myo- 
cardium has  been  severely  inflamed,  we  may  see  an  almost  complete 
restoration  of  the  cardiac  functions  with  the  disappearance  of  the  mur- 
murs and  a  return  of  the  heart  almost  or  quite  to  its  normal  size.  This 
result,  however,  comes  only  after  months  of  rest  and  careful  watching. 
In  the  great  majority  of  cases  digitalis  does  harm. 

Outcome. — Under  rest  in  bed,  with  tincture  of  digitalis  5  minims 
every  four  hours,  the  temperature  and  the  friction  rub  gradually  sub- 
sided. After  the  ist  of  December  she  was  carried  out-of-doors  each 
day  and  gradually  improved.  By  the  fifteenth  of  December  the  friction 
rub  had  disappeared  and  the  sounds  in  the  left  lur^  were  reduced  to  very 
slight  dulness  at  the  extreme  left  base,  with  cogwheel  respiration,  but  no 
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riles.  On  the  twcoty-first  of  December  the  cardiac  apex  was  in  the 
sixth  space,  3i  inches  from  the  median  line.  There  was  a  palpaUe 
thrill  and  a  rouRh  presystolic  murmur,  followed  by  a  loud  systolic  munnur 
nt  the  apex.  The  child  could  walk  about  without  dyspnea  and  seemed 
nearly  well. 

In  this  case  presumably  tlie  mitral  valve  was  attacked,  as  well  as  the 
myocardium  and  the  pcricardiimi. 

DiagoosU.— Infectious  i-ndocarditia>  myocarditis,  and  perkardids. 
Mitral  &lcnosis  and  regurgitation. 


Case  3«2 

A  married  American  woman,  forty-one  years  old,  was  seen  March 
13,  1908.  Her  family  history  and  jjust  history  are  excellent.  For 
six  months  she  has  noticed  that  she  has  been  short  of  breath.  Tlicre 
has  been  no  cough,  no  edema,  no  orthopnea.  For  four  months  she 
has  been  getting  weaker,  but  has  kept  at  w^k  until  four  weeks  ago, 
whi-n  she  fell  over  ut  her  work.  She  was  not  unconsciou-s  but,  slic  says. 
"I  had  no  pulse  and  no  heart-I>eat  and  tliey  worked  over  me  (or  two 
hours  before  I  was  better."  She  has  been  in  bed  since  that  time,  and 
while  quiet,  feds  well  enough  except  for  a  little  [>ain  around  her  heart. 
There  has  liccn  some  bloody  vaginal  discharge  for  a  considerable  portion 
of  the  time  in  the  last  fi^'e  years;  there  are  few  days  tn  tlie  month 
without  bleeding,  though  the  amount  is  small. 

Physical  examination  showctl  no  ;<ncmta  and  nothbg  demonstrably 
WTonf;  in  the  chest  or  abdomen;  normal  urine.  During  the  subseqixat 
week  she  had  more  or  less  continuous  bloody  vaginal  discharge,  asso- 
ciated with  ^ight  antcdcsion  and  rctrovcrfdon  and  a  little  erosioa  about 
the  ccnix. 

Under  gas  and  ether  on  the  nineteenth  of  March  a  jet  of  hot  steam 
was  introduced  into  the  uterus,  the  vagina  being  protected  by  a  con- 
tinuous stream  of  cold  salt  solution  jas.'ving  arout>d  tlie  uterine  tube 
during  the  [irocess.  The  steam  was  continued  for  forty  seconds,  and 
after  a  few  minutes'  intcrmi^on.  for  thirty-five  seconds.  Following 
this  the  uterine  dischai^ge  ceased. 

Discuitioo. — The  hyperplat>tic  endometritis  which  doubtless  was 
present  in  this  case  must  have  produced  an  undesirable  and  in  wme 
ways  debilitating  drain  upon  the  system,  though  it  cannot  hate  bccQ 
of  x'cry  great  physical  imr>ortance.  since  no  anemia  was  prodtKcd.  Bui 
[Mythically  such  a  drain  has  a  very  great  effec  1  on  moevt  women,  c^)ectaUy 
when  the  knowledge  of  its  presence  b  gi\-en  a  soleDm  and  ominoua 
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sigmficance  by  the  hints  and  fears  of  kindly  neighbors  who  have  "  seen 
what  such  things  come  to." 

Nothing  in  the  physical  examination  gives  us  any  definite  knowlec^e 
of  an  organic  disease  to  wtiich  this  dyspnea  may  be  made  secimdary, 
but  it  is  a  fact  very  familiar  to  clinicians  that  "short  breath"  is  com- 
plained of  by  a  great  many  patients  in  a  variety  of  debilitated  conditions. 
In  some  of  these  patients  cross-questioning  showed  that  no  true  dyspnea 
is  present,  for  by  "short  breath"  they  mean  not  a  rapid  and  difficult 
respiration,  but  a  certain  sensation  as  if  they  were  unable  to  draw  as 
full  a  breath  as  they  desired.  It  is  thus  a  sensory,  not  a  motor,  phenom- 
enon, and  as  such  should  be  distinguished  from  true  dyspnea.  Just 
what  is  the  significance  of  this  sensation  I  have  do  idea.  One  meets  it 
in  a  great  many  neurasthenic  persons  and  sees  it  pass  oS  under  reassur- 
ance and  work-cm^  without  any  change  in  the  condition  of  the  circula- 
tory or  respiratory  organs. 

One  also  sees  a  great  many  cases  of  true  dyspnea  which  are  never 
fully  explained.  The  symptom  is  indeed  much  more  common  than  is 
often  realized,  because  we  often  foiget  to  ask  for  it,  and  unless  questioned, 
padents  often  do  not  mention  it.  It  may  be  surmised  that  these  unex- 
plained types  .of  dyspnea  are  due  to  mild  forms  of  myocardial  insuf- 
ficiency which  recover  without  our  being  able  to  be  sure  that  they  exist 
or  to  recognize  their  cause.  It  seems  altogether  probable  a  priori  that 
such  types  of  insufficiency  occur  and  that  they  will  assume  greater 
importance  in  the  future. 

One  often  hears  from  patients  the  history  of  an  attack  like  that 
suffered  by  this  woman  four  weeks  ago — an  attack  in  which  a  doctor 
fe  called  "and  works  over  the  patient  for  hours  before  she  is  better." 
From  a  considerable  experience  of  the  outcome  of  such  cases  I  have 
come  to  believe  that  this  very  process  of  "working  over  people  for 
hours,"  ti^ether  with  the  alann  reflected  from  the  medical  attendant 
to  the  patient  via  sympathetic  relatives,  is  itself  the  cause  of  most  of  the 
sympt<»ns;  in  other  words,  I  believe  that  these  attacks  are  largely 
hysteric  m  nature,  and  are  much  aggravated  by  the  treatment  which 
they  receive.  If  neglected  or  made  light  of,  such  an  attack  will  often 
pass  off  in  a  few  minutes,  but  if  inhalations  of  amyl  nitrite,  alcoholic 
stimulants  by  mouth,  subcutaneous  injections  of  strychnin,  and  heat 
over  the  precordia  are  given,  the  patient  takes  the  hint,  faces  the 
worst  with  courage,  and  proceeds  to  suffer  accordingly. 

Diagnosis. — ^Hyperplastic  endometritis;  debility. 


TOO 


DIFFEftEKTlAL  DIAGNOSIS 


Case  363 


i-asscr  seventy  vcars  old 


first 


April 


IQOS. 


A  canvasser  seventy  years  oia  was 
family  history  k  excellent.  Since  his  twentieth  year  he  has  had  ejiJIcp- 
tic  attacks,  oncv  in  two  or  three  weeks  at  firit,  (or  the  past  ihirt)'-live 
years  much  less  frequently.  He  is  unconscious  for  a  few  minutes,  but 
never  falls,  as  he  knows  when  his  attack  is  coming.  He  never  Ule* 
his  ton|i;ue,  and  has  no  incontinence.  Since  his  twentieth  year  he  has 
also  had  involuntary  twitching  of  the  muscles  of  the  left  hand,  for 
which  he  wears  a  ^ovc,  wEth  relief.  He  denies  venereal  disease.  For 
the  past  month  he  has  had  much  dyspnea,  increasing  within  the  last 
few  days  to  orthopnea,  and  associated  with  a  cough  and  profuse  sputum 
— \  of  a  cupful  of  thick,  greemsh  sputum  in  twenty-four  hours. 

On  phyucal  examination  the  blood-prcssurv  is  found  to  be  i6o  mnt. 
Hg;  the  nocturnal  urine  is  more  than  the  diurnal.  Respiration  b  rapid 
and  wheeling ;  there  is  a  frequent  loose  cough,  with  mucopurulent  Hputum. 
The  heart  shows  nothing  except  unusual  fainmcss  of  the  sounds  and 
accentuation  of  the  pulmonic  second.  The  chest  is  hy{>envs<inanl  nn 
percusaion  throughout,  obKuring  the  cardiac  dulncss.  fjtpiralion 
cverj'u-here  is  prolonf^  and  accom{)amed  by  coanx  squcalcs  and 
groans.  The  sputum  contained  many  eosinophiles,  many  mt«d 
bacteria,  no  tubercle  bacilli. 

Discussion. — We  have  no  reason  to  doubt  that  tliEs  patient  haa 
epQcpsy,  though  there  are  some  symptoms  which  lead  us  to  conjecture 
that  it  may  be  of  the  secondary  hpc,  and  that  some  source  of  cortical 
irriution  may  be  present.  In  all  probabtlit)',  however,  tltis  long- 
standing malady  has  no  sjiecial  connection  with  the  symptoms  from 
which  he  now  is  suScring, 

Dyspnea  combined  with  high  blood -pressure,  nocturia,  and  innumera- 
ble pulmunory  rfllcs  may  be  associated  with  chronic  myocardial  weak- 
ness, with  acute  pulmonary  edema,  or  with  some  pulmonary  infection 
(bronchitis  and  bronchiectasis).  Presumably  the  heart  is  enlarged  in  this 
ease  since  we  find  blood -pressure  high.  If  the  symptoms  had  appeared 
with  great  suddenness  in  a  patient  previously  in  good  condition,  and 
if  the  sputum  had  Ix-en  vi-ry  profuse,  water)',  and  pinkish,  acute  edema 
of  the  lungs  would  lie  the  most  pitiable  diagnosis.  But  as  the  onset 
has  been  a  gradual  one,  we  have  no  reason  to  consider  that  myMcrioua 
and  dangerous  disease. 

It  fcmnins  to  distinguish  t>ctwccn — (a)  Dyspm-a  due  to  chrmic 
pulmonary  stasb  with  edema,  the  result  nf  myocardi.il  weakncsa.  and 
(b)  respiratory  infection.     The  pulmonary'  hy])errcaonancc  makcft  it 
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impossible  for  US  to  estimate  the  size  of  the  heart;  accurate  ausculta- 
tion is  rarely  possible  when  all  the  sounds  are  obscured  by  noisy  rftles. 
In  cases  of  this  kind,  which  are  very  frequent  in  general  practice,  our 
chief  reliance  must  be  upon  the  pulse.  In  the  present  case  the  pulse 
was  regular,  not  rapid,  or  in  any  other  respect  remarkable.  The  cervical 
veins  showed  no  distention  or  unusual  pulsation.  The  distribution 
of  the  r&les  in  the  lungs  was  not  that  usually  seen  in  chronic  edema  due 
to  stasis,  and  the  number  of  bubbling  and  crackling  sounds  was  less  than 
that  usually  heard  in  edema.  The  examination  of  the  sputum  further 
inclined  us  to  believe  that  the  dyspnea  was  due  to  the  condition  of  the 
lungs  rather  than  to  any  form  of  cardiac  insufficiency. 

Putting  together  all  these  facts,  therefore,  it  appears  that  the  dyspnea 
is  due  to  emphysema  and  bronchitis,  with  very  possibly  some  bronchiec- 
tasis as  well.  One  recognizes,  however,  that  the  occurrence  of  such 
infections  is  greatly  favored  in  case  any  weakening  of  the  circulation 
supervenes,  as  it  is  always  prone  to  do  in  men  of  this  age. 

Outcome. — He  was  given  potassium  iodid,  10  grains  three  times  a 
day,  atropin  sulphate  rir  grain  three  times  a  day,  morphin  J  grain 
occasionally  for  dyspnea  and  sleeplessness.  By  the  twentieth  his 
bronchitis  was  nearly  gone  and  he  was  having  good  nights.  He  was 
then  given  a  cough  mixture  in  the  following  recipe  for  cough : 

Codein 3  grains 

Chlarofonn IS  minims 

Synip  of  wild  cherry 3  ounce* 

A  teaspoonful  of  this  mixture  every  two  hours,  when  needed,  for  cough. 

Diagnosis. — Bronchitis  and  emphysema.    Epilepsy. 

Case  364 

A  housewife,  aged  twenty-six  years,  of  good  family  history,  was  first 
seen  January  i6,  1907.  She  had  never  been  sick  in  bed  until  seventeen 
months  ago,  when  she  had  "typhoid  fever";  at  this  time  she  was  in 
bed  five  weeks.  Eleven  months  ago  she  had  "bronchitis"  and  was  in 
bed  a  week.  Eight  months  ago  she  had  pleurisy  with  effusion,  and 
was  tapped,  but  only  about  a  teaspoonful  of  dear  fluid  was  drawn  for 
diagnosis.  During  the  past  summer  she  has  been  somewhat  short  of 
breath  on  exertion,  with  considerable  wheezing  cough  and  the  raising 
of  thick,  greenish  phlegm  in  the  morning.  For  the  past  month  the 
wheezing  and  rattling  in  her  chest  has  been  almost  constant  and  not 
affected  by  cough.  Dyspnea  has  grown  worse,  and  she  gets  out  of 
breath  very  easily.    The  wheezing  comes  in  paroxysms  lasting  an  hour 
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iboutVvice  a  day.  They  are  usually  brought  on  by  exertion  and  are 
relieved  by  rest  or  by  coughing.  She  ha<<  had  no  fever,  no  chilU  nr  sweats. 
Six  months  ago  she  weighed  ttz;  now  she  weighs  115  |x>unds.  She 
feels  well  and  strong,  and  has  not  been  confined  to  bed,  but  complaint 
that  any  exertion  brings  on  sborlncss  of  breath  and  wheezing.  The 
course  of  the  temperature  is  seen  in  tlie  a<rcompan>'inR  chart. 


l^JP«fllB«^P  »»•!•*■  ir-CBBHrCBP 


Hg.  1*5, — t  h-iii  f(  owe  364. 


The  patient  Is  well  nourished,  rather  nervous,  and  fidgety.  Cosnc 
rtles  can  be  heard  at  some  distance  from  the  chest,  and  the  nostrils 
move  with  each  inspiration.  The  heart's  a|Jcx  is  seen  and  fell  in  ihc 
fourth  $pace,  $  inches  to  the  left  of  midstemum.  2  indies  outsJde  the 
nipple.  The  dulness  extends  also  as  low  as  the  sixth  rib.  The  sounds 
arc  regular,  of  good  quality,  and  there  are  no  murmurs.  The  condition 
of  the  lungs  is  shown  in  thedtagtuns  (Fifis.  i86and  187).  Theliverdul- 
ncM  extends  three  fingers'  breadths  below  the  costal  maii?in.  Its  edge  is 
not  felt.  The  blood  showed  a  continuous  leukocytosis  rarying  between 
16,000  and  28.000.  with  84  per  cent,  of  polynuclear  cells.  The  urine 
is  not  remarkable.  The  head,  abdomen,  and  extremities  are  negative. 
The  sputum  shows  an  abundance  of  various  bacteria  but  no  lubcrde 
badlU. 

(>n  the  seventeenth  the  right  chest  was  tapped,  and  40  ounces  of 
fluid  removed,  with  great  relief  to  the  patient.  This  fluid  was  turbid 
and  deposited  a  conuderable  whitish  sediment    It  was  odortess,  1023 


Fig.  Il^6. — KesulH  of  iihk-Uoil  ejoiiniiijation  I'l  >  .<■>    ^(j.     <:-<>-  .il")  ii^'  iSj.) 


Hit  187. — ■■cjphic  ri:|ir«entnlion(if  tlie«!gns  olMcrtrtl  liiBCUccbBnicl<Ti/(ilbyil}'!i|.qi(tt 
i,d)tht  monitaij  and  ntaecEiog  (one  inonih). 


DYSPNEA  703 

in  gravity.  The  sediment  consisted  mostly  of  disintegrated  polynudear 
cells,  very  few  mononuclears. 

DiscusEioD. — This  case  is  characterized  by  the  occurrence  of 
paroxysmal  dyspnea  and  wheezing,  brought  on  by  exertion  in  a  patient 
who  otherwise  feels  well.  The  physical  examination  indicates  at  once 
that  the  heart  has  somethii^  to  do  with  it.  But  when  we  have  such 
marked  signs  in  the  right  chest,  we  must  always  question  whether  the 
displacement  of  the  cardiac  impulse  is  due  to  hypertrophy  and  dilata- 
tion or  to  the  pressure  of  an  effusion  in  the  right  chest.  Doubtless  the 
heart's  action  is  embarrassed  when  It  is  made  to  beat  in  this  unusual 
position,  even  though  no  cardiac  disease  is  present.  But  until  we 
know  what  is  the  position  of  the  cardiac  apex  after  we  have  tapped  the 
pleural  effusion,  we  have  no  way  of  being  sure  of  any  lesion  in  the 
heart  itself. 

What  is  the  malady  in  the  chest?  The  leukocytosis  indicates  that  it 
is  not  due  to  hydrothorax  or  serous  pleurisy.  The  specific  gravity 
of  the  fluid  obtained  by  tapping  and  the  character  of  the  sediment 
point  to  an  infection  which  will  soon  result  in  frank  pus  (empyema). 

Aside  from  traumatic  cases,  we  recognize  two  types  of  empyema  within 
which  almost  all  purulent  effusions  fall: 

(a)  Postpneumonic. 

(b)  Tuberculous. 

(a)  In  a  considerable  portion  of  the  postpneumonic  cases  the  pneu- 
monia is  so  mild  and  rapid  that  it  is  altogether  unrecognized,  and  the 
empyema  is  supposed  to  be  "primary."  The  study  of  the  fluid,  how- 
ever, almost  always  reveals  pneumococci  more  or  less  degenerated,  and 
on  careful  questioning  we  can  usually  elicit  a  history  that  strongly  sug- 
gests the  original  pneumonia.  Latent  cases  are  especially  common  in 
children.  Practically  all  the  postpneumonic  empyemas  get  well  and 
stay  well.  Thek  prognosis  is  far  better  than  that  of  serous  pleurisy, 
as  I  proved  some  years  ago  by  following  up  the  end-results  of  a  large 
number  of  cases  of  both  diseases. 

(b)  Tuberculous  empyema  has  usually  a  gradual  and  insidious 
onset  like  that  described  in  this  case.  The  fluid  b  often  at  first  serous, 
and  the  doctor  may  blame  himself  (quite  unjustly)  when  it  becomes 
purulent  after  tapping.  In  a  minority  of  cases  there  is  obvious  tuber- 
culosb  of  the  lung  or  pneumothorax,  preceding  the  appearance  of  the 
empyema.  Often  there  is  evidence  of  tuberculosis  in  other  organs.  In 
perhaps  the  majority  of  cases,  however,  it  is  the  failure  of  the  empyema 
to  dear  up  after  drainage  which  first  makes  us  suspect  tuberculosis. 
I  have  never  known  a  tuberculous  case  to  get  well. 
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Outcome.— In  the  sediment  of  the  chest  fluid  a  few  small  clump*  ol 
tubercle  bacilli  were  demonstrated,  though  none  could  be  found  on  re- 
peated vxamination  of  the  sputa. 

Thoufih  the  patient  fdt  very  well  through  the  later  days  of  January, 
and  was  out-of-doors  daily  in  a  chair,  her  temperature  ranged  hixber 
and  higher,  and  on  Uic  sixth  of  January  a  frictioB-nib  was  heard  all 
over  the  precordia.  On  the  seventh  the  right  cheS't  wa»  again  tapped 
and  a  thicker  and  yellower  tluid  was  withdrawn.  The  patient  was  then 
transferred  to  the  &ui]gical  ward  and  ae\x;ral  pints  of  thick,  odorlesA, 
creamy  pus  liberated;  s|H:citic  gravity  was  1030,  the  sediment  as  before, 
but  containing  no  tubercle  bacilli,  whQe  pncumococci  were  easily  ctilti- 
vated  from  it.  For  twcl^'e  week^  after  this  the  patient  continued  to  run 
a  hi^h,  im^uiar  temperature,  but  finally  recovered,  and  when  heard 
from  eighteen  months  later,  was  in  excellent  general  health,  though  with 
a  small  discharging  sinus.  A  guinea-pig  inoculated  with  30  cm.  of  the 
chest  fluid  withdrawn  January  1 7th  was  killed  six  weeks  later,  and 
showed  marked  glandular  tuberculous  lesions,  from  which  tubercle  bacilli 
were  recovered. 

Diagnosii.— Tuberculous  empyema  and  (presumably)  phthisis. 

Case  365 

A  young  woman  of  twenty-two,  a  t)i>esclter  by  profession,  wan  teva 
April  J,  igo;.  Her  men.struation  has  always  been  trrepilar,  occurring 
about  every  six  weeks,  Two  years  ago  she  almost  choked  to  death 
whDe  eating  tea  and  cake.  Kver  since  that  time  she  has  l>een  very 
sliort  of  breath  on  walking,  and  suffers  a  gnawing  pain  in  the  left  chest 
and  Moulder  on  any  exertion.  Cold  weather  always  makes  her  worse, 
and  some  days  she  can  scarcely  walk  for  shortness  of  breath.  Thb, 
however,  never  interferes  with  her  regular  occupation.  She  has  no  other 
symptoms.    Her  appetite,  bowels,  and  sleep  are  normal. 

The  heart's  impulse  and  dulnes-s  reached  to  the  sixth  space,  mid- 
axillary  line,  8  cm.  outside  the  nipple.  The  right  iKwdcr  oi  cardiac 
duliKss  seemed  to  be  at  the  riKhl  sternal  margin.  Cardiac  action  was 
regular,  rapid,  iij,  llie  lirsl  sound  ^hort  and  \'a1vular,  the  pulmonic 
second  very  much  accentuated.  There  were  no  murmurs  and  no 
venous  pulsation  in  the  neck.  The  pulse  was  of  small  volume,  moderate 
ten»on.  Blood- pressure,  115.  I'he  lungs  were  norma],  save  for  an 
occaidonal  bubbling  rftlc  at  ibc  left  base.  There  was  a  trifling  edema 
of  the  hands  and  feel,  together  with  marked  coldne<«.  Blood  and  urine 
showed  nothing  abnormal,  and  there  was  no  ii>dication  oC  stjpjijtng  in 
the  red  cells. 
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DiscuBsioQ. — This  patient's  right  ventricle  seems  to  have  given 
way;  at  any  rate,  the  heart  is  enlarged,  and  the  cause  for  such  an 
enlargement  does  not  appear  to  lie  either  in  valvular  disease,  in 
syphilis,  or  in  any  renal  affection.  Our  problem  is  to  find  some  other 
etirfogy. 

In  a  woman  of  this  age  we  can  hardly  suppose  that  we  are  dealing 
with  a  hypertrophy  and  dilatation  due  to  a  chronic  fibrous  myocarditis. 
It  is  true,  however,  that  myocardial  weakening,  with  or  without  demon- 
strable fibroid  changes,  does  occiu'  in  young  people  as  a  result  of  an 
acute  infectious  disease  of  the  same  type  which  we  call  rheumatism 
when  the  joints  are  involved.  When  a  heart  is  thus  weakened,  dyspnea 
may  result  either  from  the  gradual  and  pn^ressive  dilatation,  or  acutely, 
as  the  result  of  some  strain,  such  as  mountain  climbing. 

Chronic  adhesive  pericarditis,  which  mayoccur  without  the  patient's 
having  been  aware  of  its  earlier  stages,  often  produces  hypertrophy  and 
dilatation  of  the  heart,  with  resulting  dyspnea.  We  cannot  exclude  this 
disease  in  the  present  patient,  but  there  is  no  definite  evidence  of  it,  no 
retraction  of  interspaces  in  any  part  of  the  chest  during  systole,  no 
restriction  of  the  normal  cardiac  mobility  when  the  patient  lies  on  the 
left  side,  no  history  of  acute  pericarditis  in  the  past. 

We  must  beware  of  an  incipient  Graves'  disease  (hyperthyroidism) 
in  any  case  presenting  the  symptoms  here  under  discussion.  The 
cardinal  symptoms  (tachycardia,  thyroid  tumor,  exophthalmos,  tremor) 
may  be  so  slight  as  to  be  easily  overlooked,  and  the  cardiac  weakness 
and  enlargement  may  thus  occupy  the  foreground  of  the  clinical  picture. 
Some  evidence  of  the  cardinal  symptoms  must,  however,  be  detected 
before  we  can  go  beyond  a  suspicion  of  Graves'  disease.  In  this  case  we 
could  find  no  such  eWdence. 

Acute  dilatation  of  a  previously  healthy  heart  I  have  never  known 
to  occur  except  during  acute  infectious  diseases,  such  as  pnetunonia, 
bronchitis,  articular  rheumatism,  or  influenza;  yet  I  have  seen  a  number 
of  cases  like  that  now  under  discussion  in  which  we  had  no  definite 
evidence  of  any  disease  such  as  would  weaken  the  myocardium,  and 
were  confronted,  therefore,  with  an  apparently  "primary"  dilatation, 
acute  or  subacute.  So  far  I  have  never  followed  such  a  case  to  post- 
mortem examination  without  finding  evidence  of  a  previous  myocar- 
ditis. When,  therefore,  we  find  no  causes  such  as  an  acute  infectious 
disease,  hyperthyroidism,  or  adherent  pericardium,  and  when  valvular 
disease  and  nephritis  can  be  excluded,  I  think  we  should  conclude,  as 
I  do  in  the  present  case,  that  we  are  dealing  with  a  chronic  myocarditis 
of  imknown  origin  (syphilitic?),  with  a  complicating  acute  dilatation. 
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Only  by  die  result  of  trtatm«ni  can  we  ascenain  whether  the  dilatation 
is  temiwraTy  or  pcnniuii-nt. 

Outcome. — L'dcIit  rest,  pufRation,  nu,E:nc:i.mm  sulphate,  and  5 
grains  of  veronal  al  night,  the  jtaticnt  was  remarkably  improv-ctl  wiOiin 
four  dajTs.  On  the  acvcniecDth  tlie  hean  showed  no  cnlarfcement  and 
DO  murmur,  and  the  patient  was  abit:  to  walk  about  without  symptoms. 

No  evitli-ncc  of  syphUltic  infection  was  olit^ned. 

Diagnosis. — Acute  cardiac  dilatation,  cause  unknown. 

Case  366 

A  widow  of  fifty- two  who  had  losi  two  sbters  of  cancer  and  had 
previously  suETeied  from  typhoid  fever,  se%'crBl  attacks  of  pneumonia, 
and  from  one  severe  attack  of  diphtheria  manyyiars  ago,  was  first  seen 
January  10, 190S.  She  had  several  uterine  operations  four  years  ago,  the 
last  of  which  was  a  partial  hysterectomy.    Three  years  ago  the  led 

kidnev  was  removed  on  account  of 


an  injury  to  tlic  nrrtcr  at  pre%'iou» 
operation. 

For  three  weeks  she  has  had  a 
cold  in  the  head,  with  aore  throaL 
A  week  ago  she  liecame  dbxy  and 
idntost  l(Mt  cunsciousness  whUc  on 
the  street,  but  managed  to  get 
liome,  ivhen  she  had  chilliness, 
sweating,  and  pains  ill  over  her 
body.  Since  that  time  she  has  had 
fever,  di^'cough,  nausea,  ainl  short- 
ness of  breath.  The  counie  ol  tbe 
temperature  is  seen  in  the  accom- 
panying chart.  Her  throat  is  red- 
dened and  swollen.  Thcrt  bhcrries 
on  the  nose  and  up]>er  Up.  The 
l^ands  at  tlte  left  angle  of  the  jaw- 
are   enlarged.     The  heart-sounds 

•K  faint  at  the  apei,  but  shmv  nothing  else  almonnal.    The  heart  ia 

not  enlarged.     The  pulw  tcn>ion  appears  to  be  slightly  increased. 

There  is  slight  edema  of  the  lower  legs.    The  abdomen  and  the  urine 

■ic  negative. 

Soon  after  her  entrance  to  the  hoiSpital  the  ftatient  Imd  several  attacks 

of  inspiratory  dyspnea,  with  a  high  crowing  iospiraiion  and  croupy 

cough. 


■  ■>.    .■....■k~.«    IBB. 


57.'.'.'r  r.ifi^nm 


a. '•  itt>'H««aa 


Og.  i8».— Cluitof  (SM  jM. 
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Discussion. — In  all  the  cases  discussed  so  far  in  this  section  the 
dyspnea  has  been  of  the  ordinary  type  seen  in  the  vast  majority  of  cases 
due  to  pulmonary  or  cardiac  disease.  It  has  been  "mixed" — i.  e.,  it  has 
aSected  both  inspiration  and  expiration  alike. 

From  this,  which  is  by  far  the  commonest  type,  we  distinguish: 

(a)  Inspiratory  dyspnea. 

(b)  Expiratory  dyspnea. 

Expiratory  dyspnea  is  seen  especially  in  emphysema,  in  asthma, 
and  in  the  cases  of  bronchitis  or  bronchiectasis  complicated  by  asthmatic 
attacks.  The  breath  seems  to  go  in  easily  enough,  but  comes  out  with 
a  prolonged  wheeze  and  so  imperfectly  that  the  chest  does  not 
return  to  normal  expiratory  shape  but  remains  in  the  position  of  full 
inspiration. 

Inspiratory  dyspnea,  such  as  was  present  in  the  case  now  under 
discussion,  is  due  always,  so  far  as  I  am  aware,  to  an  obstruction  of  the 
upper  air-passages — i.  e.,  the  pharynx,  larynx,  trachea,  or  primary 
bronchi.  The  larynge^  types  of  obstruction  are  by  far  the  commonest. 
Amot^  these  we  may  distinguish: 

(a)  Ordinary  catarrhal  laryngitis,  which  in  children  is  called 
"croup." 

(6)  Diphtheria,  involving  the  larynx  or  trachea. 

(c)  Tumors  of  the  larynx. 
((/)  Laryngeal  syphilis. 

(e)   Paresis  or  paralysis  of  the  vocal  cords. 

(/)   Tuberculosis  of  the  larynx. 

Next  in  frequency  come  the  causes  which  exert  pressure  upon  the 
trachea  or  primary  bronchi  from  without.  Such  causes  are  found  in 
tumors  of  the  mediastinum  and  aortic  aneurysm.  Postpharyngeal 
abscess,  acute  or  chronic,  produces  a  peculiar  type  of  inspiratory  dyspnea, 
with  a  "whoop"  like  thai  of  pertussis,  and  a  curious  cough  which 
reminds  one  of  the  bark  of  a  small  puppy  or  the  cry  of  some  bird  ("cri 
de  canard").  I  have  heard  such  a  sound  again  and  again  echoing 
through  the  halls  of  an  out-patient  department,  and  seldom  found 
myself  wrong  in  the  "snap  diagnosis"  of  postpharyngeal  abscess. 

Syphilitic  stenosis  of  a  bronchus  may  produce  inspiratory  dyspnea 
of  a  paroxysmal  type,  which  precisely  simulates  bronchial  asthma. 

In  the  present  case  we  have  reason  to  suspect,  in  advance  of  an 
accurate  diagnosis  by  means  of  the  laryngoscope,  that  acute  laryngitis 
will  be  found  because  the  patient  has  evidently  been  invaded  by  an 
acute  infection  involving  the  upper  air-passages.  Such  an  infection 
very  commonly  reaches  the  larynx.    Nothing  more  can  be  said  until 
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Case  368 


A  barrel-maker  of  twenty-three,  whose  family  history,  past  history, 
and  habits  are  good,  was  seized  two  weeks  ago  with  headache,  vertigo, 
and  vomiting.  Despite  these  symptoms  he  managed  to  work  until  a 
week  ago,  when  he  began  to  be  markedly  short  of  breath.  In  the  past 
"  two  days  he  has  had  considerable  cough  and  scanty  yellow  sputa.  The 
patient  mentions  no  other  complaints. 

On  physical  examination  the  cardiac  apex  is  in  the  fifth  space,  li 
inches  outside  the  nipple-line.  The  right  border  corresponds  with  the 
right  sternal  margin.  The  aortic  second  sound  is  accentuated.  Blood- 
pressure  is  175  mm.  Hg.  The  arteries  show  no  sclerosis.  The  chest  is 
everywhere  hypeiresonant,  expiration  prolonged  and  difficult,  accom- 
panied by  innimaerable  squeaks  and  bubbling  sounds.  The  abdomen 
is  distended  and  shows  shifting  dulness  in  the  flanks. 

The  temperature,  pulse,  and  respiration  were  normal  fOT  ten  days. 
The  white  cells  on  the  twenty-sixth  were  16,000;  after  two  days  of 
treatment  they  had  fallen  to  5000;  hemoglobin,  60  per  cent.  The 
urine  averaged  20  ounces  in  twenty-four  hours,  1016  in  specific  gravity, 
A  large  trace  of  albumin  was  found,  and  very  many  hyaline  and  granular 
casts,  with  much  fat  adherent. 

Discussion. — As  the  dyspnea  is  here  associated  with  cardiac 
enlargement,  it  is  proper,  first  of  all,  to  inquire  whether  cardiac  disease 
is  its  cause.  We  find  no  evidence  of  valve  trouble.  Fibrous  myocarditis 
is  not  common  at  this  age.  Acute  dilatation  is  a  diagnosis  which  we 
make  only  as  a  last  resort  when  no  trace  of  any  cause  can  be  found. 
Adherent  pericardium  cannot  be  ruled  out,  but  has  no  definite  facts  in 
its  favor.    We  have  no  evidence  of  incipient  hyperthyroidism. 

The  high  blood-pressure  makes  us  suspect  the  kidney,  and  as  soon 
as  we  turn  our  attention  to  the  condition  of  the  urine,  we  perceive  that 
its  characteristics  are  not  those  ordinarily  associated  with  heart  disease 
and  renal  congestion,  I  have  known  but  two  cases  of  passive  renal 
congestion  with  a  urine  of  low  gravity.  The  opposite  is  the  almost 
invariable  rule. 

Nephritis,  then,  is  in  all  probability  the  cause  of  the  dyspnea  and 
the  other  symptoms,  but  what  type  of  nephritis  is  it?  Certainly  not 
acute  nephritis,  since  the  heart  is  hypertrophied.  Probably  not  chronic 
interstitial  nephritis,  since  this  disease  is  rare  at  twenty-three  and  is 
not  often  associated  with  any  considerable  degree  of  anemia.  In  all 
probability  we  are  dealing  with  the  chronic  glomerulonephritis  of  Coun- 
cilman and  Wright,  the  secondary  contracted  kidney  of  the  Germans. 
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tfte  Iftfynx  h  thoroughly  examined,  but  w«  haw  no  reason  for  suspocling 
any  of  the  other  causes  Ibtcd  above. 

Outcome. — Tracheotomy  instruments  wvrt  kc)il  at  hand,  and 
Inhalations  of  steam,  with  a  lanTiRcal  spray  of  Dobcll's  solution,  used 
at  frequent  intcnals.  Wine  of  ipecac,  i  dram,  was  given  s«v-cnU  time* 
with  relief  when  laryngeal  dyspnea  (K-come  extreme.  Il  was  later 
noticed  that  the  jialaial  reflex  was  entirely  absent.  Sul»c«[ucni  ex- 
amination of  the  Umiat  and  lanux  sltowed  a  very  marked  atn>phic 
rhinili&.  with  acute  laryngitis  and  tracheitis.  The  )>atient  continued 
vct>'  hoarse  until  tlic  twenty-cighih  of  Januar>',  thoujih  the  lungs  were 
nearly  clear  by  tlie  nineteenth.  By  February  5th  the  patient  was  nUe 
to  %o  home. 

Diagnosis.— .^cute  laryngitis. 

1  Case  367 

A  school-^irl  of  six  was  first  seen  No^'cmbc^  29,  1907.  About  an 
hour  before  her  entrance  she  wa»  scixed  with  cough,  frontal  headache, 
vomiting,  and  rapid  breathing.  I*rcvtous  to  that  (tmc  she  had  been 
{lerfeclly  well,  as  far  a^  lu-r  mother  knows.  The  child  l(H>ked  healthy, 
but  breathed  \'er7  rapidly  and  with  a  pronounced  insfiiratory  wheeze. 
The  lonsps  were  larRc  and  injected.  On  account  oi  gagging  further 
examination  was  impracticable.  There  was  frequent  braiwy  couf|;h. 
The  breathing  was  everywhere  normal.  White  cdU  were  15.500; 
urtnc,  DCKative.  Physical  examinalttm  was  olherwise  entirely  ncgntiw. 
After  a  tcas|>uonful  of  wine  of  i]jecac  the  dyspnea  promptly  ceased. 
Next  day  the  child  was  well. 

DiscuHioo. — This  case  is  included  merely  to  show  what  I  mcnn, 
and  what  I  think  mtjst  phj-sician^  mean,  by  "croup."  Since  wc  have 
come  clearly  to  disttngubh  the  esses  of  laryngeal  diphtlieria  which  were 
fonneriy  mistaken  for  "croup,"  »ome  clinicians  h^n  Iiecn  inclined  to 
assume  that  the  familiar  clinical  cntit>'  which  for  generations  has  pasaed 
under  that  name  was  atwlished.  The  reason  for  retaining  the  name 
is  that  in  children  acute  larj-ngitis  is  apt  to  api>ear  ai  night  suddenly. 
and,  as  it  were,  out  of  a  clear  sky.  and  to  terminate  abruptly  before 
morning,  while  in  adults  the  clinical  jiicture  is  (piitc  difTermt  liccauM.- 
the  laryngitis  appearv  and  disappears  so  much  more  slowly. 

This  difference  v-  due,  doubtless,  to  the  accumulation  of  adeiKnd 
tissues  about  the  throats  of  children  and  its  subsequent  disappearance 
in  adults. 

Oiagoosis.— Croup. 
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Case  368 


A  barrel-maker  of  twenty-three,  whose  family  history,  past  history, 
and  habits  are  good,  was  seized  two  weeks  ago  with  headache,  vertigo, 
and  vomiting.  Despite  these  symptoms  he  managed  to  work  mitU  a 
week  ago,  when  he  began  to  be  markedly  short  of  breath.  In  the  past 
two  days  he  has  had  considerable  cough  and  scanty  yellow  sputa.  The 
patient  mentions  no  other  complaints. 

On  physical  examination  the  cardiac  apex  is  in  the  fifth  space,  ij 
inches  outside  the  nipple-line.  The  r^ht  border  corresponds  with  the 
right  sternal  margin.  The  aortic  second  sound  is  accentuated.  Blood- 
pressure  is  175  mm.  Hg.  The  arteries  show  no  sclerosis.  The  chest  is 
everywhere  hyperresonant,  expiration  prolonged  and  difficult,  accom- 
panied by  innimierable  squeaks  and  bubbling  sounds.  The  abdomen 
is  distended  and  shows  shifting  dulness  in  the  flanks. 

The  temperature,  pulse,  and  respiradon  were  normal  for  ten  days. 
The  white  cells  on  the  twenty-sixth  were  16,000;  after  two  days  of 
treatment  they  had  fallen  to  5000;  hemoglobin,  60  per  cent.  The 
urine  averted  20  ounces  in  twenty-four  hours,  1016  in  specific  gravity. 
A  large  trace  of  albumin  was  foimd,  and  very  many  hyaline  and  granular 
casts,  with  much  fat  adherent. 

Discussion. — .'\s  the  dyspnea  is  here  associated  with  cardiac 
enlat^ement,  it  is  proper,  first  of  all,  to  inquire  whether  cardiac  disease 
is  its  cause.  We  find  no  evidence  of  valve  trouble.  Fibrous  myocarditis 
is  not  common  at  this  age.  Acute  dilatation  is  a  diagnosis  which  we 
make  only  as  a  last  resort  when  no  trace  of  any  cause  can  be  found. 
Adherent  pericardium  cannot  be  ruled  out,  but  has  no  definite  facts  in 
its  favor.    We  have  no  evidence  of  incipient  hyperthyroidism. 

The  high  blood-pressure  makes  us  suspect  the  kidney,  and  as  soon 
as  we  turn  our  attention  to  the  condition  of  the  urine,  we  perceive  that 
its  characteristics  are  not  those  ordinarily  associated  with  heart  disease 
and  renal  congestion.  I  have  known  but  two  cases  of  passive  renal 
congestion  with  a  urine  of  low  gravity.  The  opposite  is  the  almost 
invariable  rule. 

Nephritis,  then,  is  in  all  probability  the  cause  of  the  dyspnea  and 
the  other  symptoms,  but  what  type  of  nephritis  is  it?  Certainly  not 
acute  nephritis,  since  the  heart  is  hypertrophied.  Probably  not  chronic 
interstitial  nephritis,  since  this  disease  is  rare  at  twenty-three  and  is 
not  often  associated  with  any  considerable  degree  of  anemia.  In  all 
probability  we  are  dealing  with  the  chronic  glomerulonephritis  of  Coun- 
cilman and  Wright,  the  secondary  contracted  kidney  of  the  Germans. 
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Outcome. — ^The  i>aticnt  was  given  magnesiiutn  sulplule,  a  ounces, 
at  the  time  o(  entrance,  and  ij  ounces  c\xry  mominj;  thertaftcr;  also 
hot-air  bath  every  ^cood  day.  His  liquids  were  limited  to  two  pint* 
daily,  and  his  diet  was  restricted  as  for  acute  nephritis.  Under  this 
treatment  his  tonnenting  hcudaihe,  his  nervousness,  and  edema  dU- 
appeared  in  four  days.  His  dyspnea  [icrslstcd  ihree  days  longer,  but 
was  not  nmrkcd  after  four  daj'^..  The  dimensions  of  the  heart,  have 
e^tr,  showed  no  change.  He  was  allowed  to  IJaish  kis  convolcsccoce 
at  home  after  the  fiftli  of  October,  the  diet  no  longer  restricted, 

DiagDoaia.—Chronic  glomerulonephritis. 

Case  369 

An  electrician  of  sixty-two,  with  an  cxcdk-nt  family  history,  \% 
history  and  tiabib,  entered  the  hospital  Novemlicr  is,  1907.  He 
had  been  perfectly  well  untO  he  began,  nine  months  a^o,  to  suffer  from 
^ortness  of  breatl).  Two  months  ago  tlie  dyspnea  coin|>elled  him 
to  quit  work  for  tn'o  weeks,  and  a  month  ago  he  had  to  gi\x-  up  for  good. 
At  times  he  has  \>tcn  unable  to  lie  Aov.ii  at  night.  There  has  beco  a 
slight  cough,  with  a  liulc  grayish  sputiun.  He  has  fi]e|>t  very  pootly, 
and  has  sweated  much  at  night  during  the  past  week.  Two  yean  ago 
be  suffered  for  five  or  six  weeks  from  quite  marked  edema  of  the  legs 
at  night-lime,  entirely  witliout  any  other  symptoms.  For  yean  he  ha& 
lisen  once  at  night  to  pass  water. 

The  ]Alient  was  orthopnelc  at  enlranc-e.  Tl>e  Iteart's  apex  was  In 
the  fifth  tnlcrs|)ace,  one  inch  outside  the  nipple,  (he  right  border  tj 
inches  to  the  right  of  the  sternal  margin.  The  heart's  action  was  lightly 
irregular,  with  a  slightly  accentuated  pulmonic  second  sound.  There 
were  no  murmurs  Illooil  and  urine  !*hoived  noiiiing  abnormal.  There 
was  no  edema  or  hydrothorax.  I'hc  edge  of  the  liver  was  felt  aInKKtl 
on  the  le\'el  of  the  navel,  llierc  was  dutncss  and  diminished  Itreathing, 
raicc,  and  fremitus,  nith  coarse  bubbling  r&les  below  the  angle  of  each 
scapula.  Temperature,  pulse,  and  respiration  were  normal  throughout 
his  stay.  The  sputa,  twice  examined,  showed  a  variety  of  bacteria^ 
but  no  tubercle  Iwcillt. 

Ditcussion, — This  ca<ic  exemplifies  a  tj-pe  extremely  comnum  in 
general  |>ractice.  Since  the  urine  U  normal  and  the  Mood-pre^ure 
apparently  not  elevated,  we  have  no  good  reason  to  suspect  tltat  com- 
monest cause  of  dyspnt-a  and  edema  in  elderly  men — chronic  interstitial 
nephritis.  The  examination  of  the  heart  gives  us  no  rGason  to  believe 
that  the  trouble  originates  in  disca^  of  the  valves  or  of  tlie  pericardium. 
We  have  no  chronic  pulmonary  disease  which  might  weaken  the  heart. 
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especially  the  right  ventricle,  in  the  attempt  to  force  blood  through 
capillaries  decimated  by  emphysema  and  chronic  pneumonitis. 

Only  one  alternative  remains  so  long  as  our  present  conceptions 
of  circulatory  disease  are  adhered  to.  The  myocardium  must  be  insuf- 
ficient What  the  nature  of  this  insufficiency  is  seems  to  me  whdly 
problematic.  We  can  no  longer  assume,  as  of  yore,  that  a  demonstra- 
ble fibrous  myocarditis  underlies  the  insuflSciency  of  the  heart  muscle. 
It  has  been  abundantly  proved  that  we  may  have  fatal  myocardial 
insufficiency  without  fibrous  myocarditis;  also  that  we  may  have  exten- 
sive myocarditis  without  any  cardiac  weakness.  The  same  thing  is 
true  of  the  microscopic  forms  of  myocardial  change:  they  are  very 
common  both  with  and  without  the  clinical  evidences  of  myocardial 
weakness,  but  we  have  no  reason  to  assume  that  they  are  its  cause. 

The  modem  studies  of  defective  conduction  in  cardiac  impulses 
may  in  time  give  us  the  key  to  our  difficulty,  but  for  the  present  we  must 
state  our  diagnoses  m  functional  or  physiologic  terms.  When  con- 
fronted with  a  case  like  that  above  narrated,  our  diagnosis  should  be 
myocardial  weakness  or  myocardial  insufficiency,  not  myocarditis. 

Outc<ntte. — Undo*  rest  in  bed,  with  f  grain  of  morphin  at  the  time 
of  entrance,  magnesium  sulphate,  i  oimce,  every  morning,  Vo"  grain 
strychnin  three  times  a  day,  the  heart  became  more  regular,  stronger, 
and  a  well-marked  systolic  murmur  appeared  at  the  apex.  By  the 
seventeenth  the  edema  had  gone  from  the  lungs,  and  the  patient  was 
well  as  long  as  he  avoided  any  exertion. 

Diagnosis.— Myocardial  insufficiency. 

Case  370 

A  Russian  carpenter  of  thirty-four,  never  previously  sick,  was  first 
seen  December  22,  1906.  While  lifting  a  heavy  piece  of  timber  four 
months  ago  he  felt  something  "give  way  in  his  chest."  He  was  carried 
home  and  has  not  worked  since,  owing  to  dyspnea  on  the  slightest 
exertion,  palpitation,  and  dry  cough.  He  needs  three  or  four  pillows 
at  night,  and  sleeps  poorly.  His  appetite  and  bowels  are  normal.  He 
has  no  urinary  symptoms.  Despite  treatment  his  symptoms  increased 
four  days  ago  and  he  has  had  complete  orthopnea  and  steady  pain  under 
the  right  costal  margin.  There  has  been  no  edema  of  the  feet  at  any 
time.  Dyspnea,  cyanosis,  engorgement  of  the  cervical  veins,  were  the 
striking  features  at  entrance.  The  heart's  impulse  was  seen  and  felt 
two  inches  outside  the  nipple  in  the  sixth  interspace.  There  was 
delirium  cordis,  A  systolic  murmur  was  heard  at  the  apex  and  in  the 
axilla.    The  first  soimd  was  very  sharp,  and  occasionally,  perhaps  one 
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beat  in  cvcr\-(ouror  Jive,  was  preceded  by  a  short  presystolic  roll.  The 
pulmonic  scctrnd  sound  was  airccnluatfd  and  double.  There  were 
many  more  bcftU  audible  at  the  apex  than  palpable  at  the  wrist.  (Se« 
chart.)  There  were  many  dne  bubbling  T^les  at  the  ba&c  of  both  lungf, 
and  slight  dulness  at  the  ripht  baMi.  The  tender  edge  of  the  liver  was 
felt  two  inches  bcluw  the  costal  margin  in  the  nipple-line.  The  upper 

border  of  the  organ  waK  in  the  fourth 
inter^Kia-.  Bluod  and  urine  wcra 
normal.     \o  ascites. 

In  the  chart  (Fig,  189)  the  line  be- 
low that  representing  the  temperature 
stands  for  the  number  of  bcart-beal 
Just  below   this  is   the  radial  puls^*^ 
curve. 

Discussion.  The  kidne>'  scans  to 
be  all  right ;  the  heart  is  obviously  div 
eased.  It  is  there  that  we  should 
look  hrst  for  the  cause  of  the  dyspnea. 
A[»|wircntly  it  is  the  right  ventricle 
which  is  laboring  hardest.  There  are 
no  evidences  of  stasis  in  the  peripheral 
circulation,  but  the  lungs  are  evidently 
congestixl.  while  both  in  the  su{ 
and  in  the  inferior  vena  cam  bIasIs 
obvious.  The  cyanosis  an<l  cngor 
'ment  of  the  cervical  veins  betray  back  prci^urc  in  the  domain  of  the 
superior  cava.  'ITie  pain  under  the  right  costal  margin,  the  IcndcrncM. 
and  the  enlargement  of  the  liver  givcc\ndence  thai  the  inftrior  tara 
cannot  empty  properly.  All  thi^  points  to  insufficiency  of  the  right 
ventricle. 

ttTicn  tlie  right  \-entriclc  k  insufficient,  the  cause  is  usually  to  be 
found  in  discue  of  the  mitral  valve,  much  less  often  in  cbronic  emphy- 
sema OT  ottier  long-standing  pulmonary  dl'^ase.  Tbecltnical  picture 
of  acute  tricuspid  re^uri^iiution  due  to  dDatatton  of  the  tight  ventricle 
without  previous  mitral  disease  has  been  insisted  on,  espedaJly  by 
Gibson  and  other  \\rilers  in  Great  Britain,  but  as  yet  I  have  not  been 
able  to  verify  their  accounts  in  my  own  experience. 

What  form  of  mitral  disease  is  present  in  this  patient?  Besides 
mitral  regurgitation,  of  which  n-e  have  all  the  ordinaijr  dwsic  rigUi 
we  hive  a  i-ery  shar|>  first  sound,  such  as  rarely  accompanies  an  uncom- 
plicated mitral  reguigitatioa.    £\-ea  n-ithout  the  occasioiul  occuitcocc 
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ct  a  dart  pre^tx^  rcfi  we  should  be  r^ht  in  assumii^  the  presence 
of  mitral  stenosis  because  of  the  great  irregulantj  of  the  heart  and  the 
shaipDess  of  the  first  sound  at  the  apex.  The  douUing  of  the  second 
sound  in  the  pulmcnai;  area  still  further  justifies  this  assumption. 

Ontcone. — ^The  patient  \i'as  given  a  di^'  diet  in  six  meals,  tincture 
of  digitalis,  10  minims,  every  six  hours,  )  grain  morphin  subcutaneously, 
repeated  later  in  the  night  and  on  t\vo  subsequent  nights;  magnesium 
sulphate,  i^  oimces  every  morning.  Under  this  treatment  the  heart 
was  much  steadier  by  the  twenty-fourth,  though  still  irregular.  The 
area  of  dulness  was  smaller,  and  the  left  border  had  retreated  almost 
to  the  nipple-line.  By  the  twenty-seventh  he  was  able  to  rfeep  well 
without  moiphin.  The  presystolic  murmur  was  then  much  louder, 
the  heart  stni  rapid  and  irregular.  By  the  third  of  January  the  cardiac 
apex  was  inside  the  nipple-line,  the  patient  was  aUe  to  move  about 
without  dyspnea,  all  the  edema  had  disappeared,  and  fbe  liver  had 
retreated  behind  the  costal  margin.  By  the  se\enth  he  was  able  to  go 
hcane. 

Since  the  heart  diminkhed  so  markedly  ui  size  as  the  result  of  treat- 
ment, we  may  assume  that  we  are  dealing  at  the  start  with  a  case  of  acute 
cardiac  dilatation  supe^^■eni^g  upon  a  long-standing  disease  which  had 
oarrowed  the  mitral  valve  and  prevented  it  from  closing  t^htly. 

Diagnoaia. — Mitral  stenosis  and  r^iugitation. 
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CHAPTER  XXn 

JAUNDICE 

Theke  is  no  authoritative  statement  or  lexical  rule  which  settles 
the  minimum  amount  of  discoloration  which  shall  receive  the  name 
"jaundice,"  but  the  genend  consensus  of  usage  applies  the  term  to  all 
cases  in  which  there  is  distinct  yellowing  of  the  conj*uncti\'a,  whether 
the  skin  and  urine  show  any  demonstrable  chaise  or  not.  This  con- 
junctiva yellowing  must  be  distmguished  from  the  yellowish  patches 
of  subcfmjunctival  fat  to  be  seen  in  many  eyes. 

In  the  milder  cases  of  jaundice  we  can  see  around  the  iris  a  ring 
of  bluish-white  sclera  over  which  there  is  no  discoloration.  In  the 
more  intense  types  the  yellow  color  meets  the  iris. 

Like  all  judgments  dependii^  upon  a  color  test  alone,  the  deciaon 
whether  or  not  jaundice  is  present  is  by  no  means  an  infallible  one. 
Careful  inspection  of  the  deeper  portions  of  the  conjunctiva  in  many 
healthy  persons  shows  a  faint  shade  of  yellow  from  time  to  time,  and 
it  is  always  more  or  less  arbitrary  where  we  draw  the  line  between  this 
supposedly  phy^ologic  condition  and  true  jaundice.  If  the  skin 
and  urine  are  not  discolored,  and  if  none  of  the  s3'mptoms  of  gastro- 
duodenal  catarrh,  gall-stones,  or  cancer  are  present,  it  is  customary  to 
overlook  and  disregard  many  a  faint  shade  of  yellow  upon  the  eye- 
ball, but  I  am  not  sure  that  this  practice  is  wise. 

TYPES  AND  CAUSES  OF   JAUNDICE 

The  distinction  between  a  hematogenous  and  a  hepatogenous 
jaundice  has  gone,  never  to  return.  Its  immortal  soul  survi\es  in  the  divi- 
sion between — (a)  Jaundice  which  owes  its  origin  in  the  first  instance 
to  an  infectious  disease,  such  as  puerperal  sepsis  or  malaria,  and  (b) 
jaundice  due  to  mechanical  obstruction,  such  as  gall-stone  or  cancer, 
All  jaundice  is  hepatogenous  in  its  production,  but  the  original  cause 
may  be  infectious  or  mechanical. 

Doubtless  the  most  common  cause  of  jaundice  is  the  unknown  one, 
which  produces  it  in  so  large  a  percentage  of  all  newborn  children, 
and  usually  occasions  no  diagnostic  difficulties.    In  clinical  work  we 
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axe  apt  to  be  puzzled  especiall}  by  cases  of  jaundice  resulting  from  three 
causes: 

(a)  Gall-sloiies, 

(b)  Cancer. 

{c)   So-called  catarrhal  form. 

Less  common  and  less  puzzling  in  diagnosis  are  the  cases  due  to: 

(rf)  Cirrhosis. 

{e)  SypkUis  of  Ike  liver. 

All  these  are  of  the  obstructive  type,  and  are  therefore  distinguished 
from  the  infectious  varieties  mentioned  above.  Rare  and  obscure 
causes  for  jaundice  are  exemplified  in: 

{f)  Acute  liver  atrophy,  with  or  without  poisoning  by  chloroform  or 
phosphorus. 

(g)  Weil's  and  the  other  types  of  infectious  jaundice  of  unknown 
origin, 

(A)  Family  hemolytic  jaundice. 

The  so-called  catarrhal  jaundice  is  probably  the  commonest  of  all 
the  forms  just  mentioned.  It  is  also  the  least  understood.  The  cAd 
idea  of  a  catarrh  spreading  up  mto  the  common  bile-duct  from  the 
duodenum  has  very  little  support  either  in  postmortem  demonstration 
or  in  the  clinical  course  of  the  disease.  Many  of  the  cases  bear  all  the 
extc-mal  evidences  of  a  mild  general  infection  and  are  indistinguishable, 
when  tlicy  occur  sporadically,  from  Weil's  di>car^,  which  is  a  name  given 
to  epidemics  of  jaundice  associated  with  a  fever  lasting  from  four  to 
nine  days,  a  sudden  onset  with  muscular  pains  and  sometimes  with  a 
palpable  spleen. 

Itotli  catarrhal  jaundice  and  Weil's  disease  are  distinguished  from 
acute  yellow  atrophy  of  the  liver  only  hy  their  course,  and,  for  aught 
we  know,  may  \k,  in  fact,  mild  forms  of  the  same  infection.  The  liver 
is  notoriously  strong  in  its  power  of  regeneration  after  injur)',  and  it 
may  well  hi.-  ihat  the  ca>es  which  we  now  term  acute  yellow  atrophy 
represent  menly  its  oicasional  failures,  while  catarrhal  jaundice  and 
Weil's  disuasc  exemplify  iis  much  more  frequent  victories  over  some  of 
the  ]>oi-ons  that  lead  to  necro-is. 

ASSOCIATED  SYHPTOHS 
A  slirw  puhr,  a  tendency  to  mental  depression  and  to  uncontrollable 
oozing  from  any  wounded  surface,  are  usually  associated  with  the 
severer  ty]>es  of  jaundice.  M<ire  troublesome  and  more  interesting  is 
the  itching,  which  is  frequently  but  by  no  means  always  a  concomitant 
of  jaundice.    .\  jiatient  of  mine  suffered  two  attacks  of  severe  jaundice 
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within  ax  montiis.  Both  were  due  to  gall-stooes  and  no  ip[HttxinuktdT 
the  same  course,  but  in  oae  he  was  tumented  nith  icchiog.  in  the  oUier 
he  was  wboUy  free  bxan  it.  About  half  the  cases  itch  and  half  do  noL 
This  proves  to  my  satisfacticm  that  the  itching  is  not  due  merely  to  the 
petesence  of  bOe  in  the  skin  and  subcutaneous  ti^^ucs.  Some  otfa«  and 
less  coostant  tacttx  must  be  present  when  itchii^  occurs. 

INTENSITT  OF  JAUNDICE 

As  a  nile,  the  deepest  discoloration  occurs  in  complete  and  pennanent 
ocdusioQ  of  the  bile-ducts  by  cancer.  In  gall-sttmes  the  depUi  of  the 
yeOow  staining  is  apt  to  \-ary  frmn  week  to  week.  In  the  so-called 
catarrhal  fonns  the  coIot  is  usually  paler,  but  there  are  striking  excep- 
tions to  this  rule,  llie  jaundice  of  infectious  disease,  of  hepatic  cir- 
ihosis,  and  syi^ulis  is  generally  moderate  in  d^ree. 

Case  371 

A  laboratory  worker,  forty-se\"en  years  of  age,  entered  the  ward 
July  30,  1906,  with  the  following  history.  Two  weeks  ago,  while  on 
his  %-acaticHi,  he  felt  some  discomfort  after  eating  and  lost  his  appetite. 
A  day  or  two  later  his  skin  turned  yellow,  his  urine  dark.  Fi\«  da>"S 
after  this  bis  stools  became  day-colored.  He  has  \'omited  only  tnice, 
yesterday  and  the  day  before.  He  has  no  pain.  His  bowels  mo\'e 
daily.  He  feels  very  mean  and  seedy  and  is  troubled  with  itching. 
Two  weeks  ago  he  weighed  161  pounds,  now  he  weighs  143,  He  has 
tiever  had  an  attack  similar  to  this. 

On  examination,  the  edge  of  the  li^'er  is  easily  felt  below  the  costal 
margin.  The  jaundice  is  fairly  well  marked.  In  other  respects  the 
physical  examination,  including  blood  and  urine,  is  negati\'e.  The 
patient  seemed  unaccountably  weak  and  continued  so  even  up  to  the 
twelfth  of  August.    At  that  time  his  color  began  to  fade. 

Discussion. — ^A  jaundice  of  four  weeks'  duration,  associated  with 
enlargement  of  the  liver,  loss  of  weight,  and  marked  prostration  in  a 
man  forty-seven  years  old. 

He  has  had  no  pain,  no  chill,  fever,  or  palpable  gatl-btaddcr  in  this 
attack.  He  has  had  no  previous  seizures.  So  far  as  this  evidence  goes, 
it  b  against  the  diagnosis  of  stone,  though  it  is  perfectly  possible  that 
stone  may  exist. 

Malignant  disease  was  much  feared  by  the  patient,  who  could  not 
understand  why  he  was  so  weak  and  thin  unless  there  was  some  very 
serious  disease  underlying  his  symptoms.    But  of  malignant  disease, 
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as  of  stone,  wc  have  no  positive  evidence.  After  four  weeks  of  complete 
jaundice  one  expects  to  land  ascites,  enlarged  gall-bladder,  or  nodular 
liver  if  the  jaundice  l>c  due  to  malignant  discuse.  The  al>!cnce  of  any 
history  of  premus  stomach  trouble  h  also  a  comforting  coiu^ideratioa, 
siocc  malignant  disease  inralving  tJie  liver  is  ut^ually  )>recedcd  by  cancer 
of  the  stomach.  In  particular,  howe^'er,  it  should  l>e  said  that  emofh- 
Ihn  during  an  ailaek  oj  jaundice  is  no  evidcmt  wkataxr  regarding  its 
cause  and  is  just  as  likely  to  occur  in  a  gall-stone  attack  as  In  roaligtuuit 
disease. 

Of  the  other  common  causes  of  jaundice,  such  as  cirrhosis,  sypMlb, 
or  acute  infectious  di^^eatt  (toxemic  jaundice),  we  hav'e  no  e\idet>ce. 

Under  these  conditions,  when  wc  have  exhausted  our  efforts  in  the 
attempt  to  find  evidence  of  »tone,  cancer,  and  the  other  less  coounoQ 
causes  of  jaundice,  we  fall  back  ufwn  tlic  old  term  "catarrhal  jauDdice," 
one  of  the  must  insecurely  founded  of  all  the  diagnoses  tliat  are  in  gixxl 
standing  at  the  present  time.  If  the  facts  were  known,  It  would  ]wobably 
turn  out  that  a  considerable  num1>er  of  the  cases  called  "cabirrhal 
jaundice"  arc  really  due  to  stone  and  that  the  remainder  arc.  like 
purpura,  the  expression  of  various  unnamed  Infectious  pmce»sci. 
Jaundice  is  almost  as  general  and  indbtinctiv'c  a  manifestation  as 
fever. 

Outcome. — By  the  sixteenth  of  August  the  patient's  appetite  bad 
returned,  and  after  a  sliori  vacation  in  the  country  lie  came  beck  to  work 
apparently  in  perfect  health.  Up  to  the  present  time  (May,  1910)  he 
has  remained  entirely  well. 

EpicrisiB. — This  case  b  fairly  illustrative  of  two  points: 

(d)  The  vague  opjwrlunism  of  our  diagnoses  of  catarrhal  jaundice, 
which  must  be  changed  at  any  moment  if  more  distincti\'e  symptoms 
pointing  to  gross  organic  disease  make  their  appearance.  At  best  such 
a  diagnosis  is  justified  only  by  the  outcome  of  the  ca«e.  and  at  any  lime 
we  may  have  to  cat  our  words  if  colic,  ascites,  or  a  pttl|iable  mass  appears. 

(b)  The  frequency  of  emaciation  in  jaundice  of  any  \y\«.  I  \iA\t 
known  a  physician  to  be  seriously  alanned  about  his  on-n  conditioa 
during  tbc  course  of  an  attack  of  jaundice,  obviously  due  to  gall-stone. 
because,  as  be  said,  "How  can  a  little  stone  stuck  in  a  duct  make  me 
lose  40  pounds  in  two  months?"  Nothing  but  the  removal  of  the  stone 
and  his  rapid  return  to  his  former  weight  and  health  convinced  him. 
Whether  the  cmociatioa  in  cases  of  \\\\i  kind  is  wholly  the  result  of 
anorexia  and  inmfbcient  food,  or  whether  there  is  some  more  obsctuc 
reason  connected  with  the  functions  of  the  liver,  I  do  not  know. 

Diagnosis. — Catarrhal  jaundice. 
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Case  372 

A  stablem&n  of  forty-two  entered  the  hospital  June  i6.  i<)o8.  Within 
three  years  the  patient  has  had  three  attacks  »f  rather  i^rsiatent  indiges- 
tion, characterized  by  sharp,  colicky  pain  localized  about  the  umbilicus 
and  sometimes  needing  moqihin.  He  says  he  has  never  been  jaundiced. 
Two  years  sro  he  weifihed  i8o  [lounds;  two  months  ago,  170,  now  he 
weighs  134.  He  averages  two  glasses  of  beer  a  day  and  twenty  cents' 
worth  of  tobacco  a  week. 

For  the  past  two  weeks  he 
has  been  in  bed  most  of  the 
tinu,  complaining  of  drowsi- 
ness, anorexia,  slight  fever,  and 
Bches  all  over  his  body,  cs- 
pedally  in  the  lumbar  region. 
He  saw  a  physician  for  the  first 
time  four  days  ago,  who  told 
him  that  he  was  jaundiced.  At 
that  lime  his  skin  began  to  itch 
and  his  stools  to  be  a  light  clay 
color.  The  urine  has  been  dark 
for  a  week.  The  course  of  the 
temperature  h  seen  in  the  ac- 
companying chart. 

Examination  showed  moder- 
ate jaundice  and  nothing  else  ex- 
cept that  the  white  cells  were 
17,000  at  entrance,  declining  three  days  later  to  12,000.  The  urine 
was  always  normal,  except  for  the  presence  of  bile.  Blood-pressure 
was  145  mm.  Hg. 

Discussion. — In  the  discussion  of  a  previous  case  I  referred  to 
the  humiliating  fact  that  in  many  cases  of  jaundice  we  have  to  wait 
for  time  to  show  whether  our  conjectures  are  right  or  not.  ExjJcricnce 
has  shown  that  most  cases  of  so-called  "catarrhal"  jaundice  clear  up 
within  six  weeks,  and  that  most  of  those  which  run  over  this  limit  turn 
out  to  be  due  to  gall-stones  or  malignant  disease.  The  period  referred 
to  is,  of  course,  a  iierfectly  arbitrary  one,  based  upon  awragcs.  and 
with  very  little  anatomic  evidence  to  supiMirt  it.  The  present  case  ran 
its  course  within  this  traditional  limit  without  the  development  of  any 
pain,  ascites,  nodular  mass,  or  toxemic  state. 

Nevertheless,  we  can  by  no  means  be  sure  that  the  attack  was  not 
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due  to  gall-stones,  especially  as  he  has  had  three  previous  seizures 
which  remind  us  very  distinctly  of  that  disease.  If,  at  any  time  within 
the  next  few  years,  the  patient  has  a  typical  gall-stone  attack,  it  will 
seem  more  than  likely  that  the  present  attack,  as  we  view  it  in  retro- 
spect,  was  also  due  to  gall-stones. 

Although  the  relation  of  alcohol  to  cirrhotic  liver  (a  possible  cause 
of  jaundice)  is  not  clear,  wc  certainly  know  enough  to  say  that  this 
patient  has  not  taken  enough  beer  to  put  him  in  peri]  of  chronic  inter- 
stitial hepatitis.  Of  the  nature  and  development  of  that  disease  we 
know  so  little  from  a  clinical  standpoint  that  we  are  unable  to  make 
positive  statements  about  its  earlier  stages  and  their  relation  to  symptoms 
like  those  here  described.  Certainly,  however,  no  one  would  be  justified 
in  gi^'ing  more  than  passing  consideration  to  cirrhosis  in  the  present  case. 

Outcome. — On  the  twenty-seventh  the  jaundice  was  much  less 
marked  and  the  patient  was  hungry.  On  the  eighteenth  of  July  the 
jaundice  had  completely  disapi>earcd,  the  patient  had  gained  six 
pounds  since  entrance,  and  felt  entirely  well. 

On  the  first  of  September  he  rcixirtcd  that  he  had  been  p»erfectly 
well  and  had  worked  ever  since  leaving  the  hospital.  His  we^ht  was 
151  pounds.     There  was  no  evidence  of  jaundice. 

Diagnosis. — Catarrhal  jaundice. 

Case  373 

A  schoolboy  of  thirteen,  always  prt\*iou^ly  well,  consulted  a  physician 
with  thf  slalcment  that  for  two  months  he  had  been  jaundiced  and  had 
inicrmittent  dull  ]iains  across  the  up[icr  abdomen.  At  the  onset  of  his 
iIlnL>>s  he  had  a  cliil!  and  considerable  vomiting  for  three  days,  but  the^ 
s)TTipt()m'<  have  not  recurred.     lie  was  first  seen  September  4,  11J07. 

Kxamination  showed  dee]>  jaundice.  The  spleen  and  liver  easily 
felt.  (See  accompanying  diagram,  Fig.  191.)  The  edge  of  the  spleen 
was  hard,  the  whule  organ  frec-ly  movable.  The  white  cells  numlH-Tod 
3.*kx3;  hennigjobin,  100  pur  cent.;  stained  sj)ecimcn  normal,  as  was  the 
urine.  Tlie  feces  were  not  bleached.  T.atcr  it  was  ascertained  that 
a  year  ago  lie  had  had  chills  and  fever  even.'  other  day  for  a  considerable 
perifHi. 

'I'lie  Iniy  was  given  li<|uid  and  soft  solid  diet,  so<lium  phosphate,  i 
dram  every  morning,  and  under  this  trealmenl  rapidly  improved.  He 
was  al)le  to  lake  full  diet  by  the  seventh,  was  much  less  jaundiced  by 
the  ninili,  and  by  the  fourteenth  had  no  visible  discoloration  of  the  skin  or 
conjunclivx.  In  view  of  the  history  it  seemed  Wst  togive  him  i  J  grains 
of  (juinin  three  times  a  day  for  ten  days. 
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Discussion. — ^This  patient  had  absolutely  no  complaints  at  the 
time  when  this  history  was  written.  His  parents  wanted  to  know 
why  his  eyes  were  yellow,  but  he  himself  did  not  feel  sick  at  all. 

The  presence  of  an  enlarged  hard  spleen  and  the  history  of  a  chill 
at  the  onset  remind  us  that  malaria  is  a  not  infrequent  cause  of  jaundice. 
Yet  certainly  at  the  present  time  he  has  no  active  malarial  infection.  Is 
it  possible  that  the  icterus  may  be  a  relic  of  a  past  malaria?  Certainly 
in  the  more  severe  types  of  the  disease  jaundice  often  persists  when  no 
parasites  are  discoverable  in  the  peripheral  circulation  and  when  the 
temperature  is  steadQy  normal.  In  the  milder  terdan  infections  of 
New  England  one  does  not  often  see  thb,  especially  when  the  attack 
has  not  destroyed  enough  corpuscles  to  lower  the  hemoglobin,  which 
was  100  per  cent,  in  this  case.  On  the  wh<de,  therefore,  this  hypothesis 
seems  unlikely. 

Gall-stones  are  rarely  found  in  boys  of  this  age.  The  pains  which 
previously  troubled  him  were  never  such  as  to  suggest  biliary  colic, 
and  the  fact  that  the  stools  were  never  decolorized  makes  it  seem  improba- 
ble  that  the  stone  has  never  blocked  the  ducts. 

Catarrhal  jaundice  may  occur  at  this  age,  though  it  is  not  common. 
If  we  use  the  term  to  include  any  brief  icterus  of  unknown  origin  and 
sporadic  occurrence,  it  will  doubtless  cover  such  cases  as  this,  even 
though  no  digestive  symptoms,  such  as  should  accompany  a  gastro- 
duodenal  catarrh,  were  complained  of.  In  all  probability  the  jaundice 
represents  one  manifestation  of  an  acute  infectious  disease.  Had  it 
occurred  in  an  epidemic  form,  it  might  have  passed  as  Wefl's  disease. 

Outcome. — On  October  i6th  the  boy  returned  to  the  physician  to 
report  that  two  days  previously  he  had  had  a  chill  and  fever.  The 
boy  had  gained  considerably  in  flesh,  and  looked  entirely  well.  The 
spleen  was  still  palpable,  the  liver  no  longer  so.  Malarial  parasites 
were  now  demonstrated  in  the  blood.  In  view  of  this  fact  it  seems, 
on  the  whole,  probable  that  his  jaundice  was  due  after  all  to  malaria. 

Diagnosis. — ^Tertian  malaria. 

Case  374 

A  housewife  of  thirty-eight,  of  good  family  history  and  past  history, 
entered  the  hospital  September  3,  1907.  She  began  six  months  ago 
to  have  what  she  calls  "  a  ball "  in  the  stomach,  starting  at  the  epigastrium 
and  moving  toward  the  left  hypochondrium.  Apparently  she  has 
steady,  dull  epigastric  pain,  not  radiating,  accompanied  by  heartburn, 
anorexia,  a  bad  taste  in  the  mouth,  distress  and  flatulence  after  eating, 
constipation,  and  occasional  vomiting  of  the  food  last  taken.    Through- 
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out  this  six  months  she  has  had  jaundice,  vaiying  in  intenaty.  She 
has  had  also  occasional  chills,  followed  by  profuse  sweating,  and  always 
by  an  increase  in  the  jaundice  and  in  the  color  of  the  urine.  At  no 
time  has  she  had  any  sudden  or  sharp  pain  anywhere.  She  has  lost 
30  pounds  in  the  last  six  months.  She  sleeps  pooriy  aa  account  oi 
flatulence. 

Examination  shows  an  obese,  jaundiced  woman,  with  an  indefinite 
re^tance  under  the  costal  margin  and  in  the  median  line.  Phy^cal 
examination,  including  the  temperature,  pulse,  respiration,  blood, 
and  urine,  is  otherwise  negative,  save  for  the  presence  of  bile  in  the 
urine. 

Oiscusaion. — If  this  jaundice  had  not  already  lasted  for  six  months, 
it  would  very  probably  deserve  to  be  called  "catarrhal,"  as  no  doubt 
it  was  called  in  the  earlier  weeks  of  its  occurrence.  No  one  maintains, 
however,  that  the  term  "catarrhal"  should  be  extended  to  cover  cases 
of  six  months'  duration. 

The  variations  in  the  intensity  of  the  jaundice  and  the  occurrence 
of  chiLs  without  malarial  parasites  in  the  blood  lead  us  to  favor  the 
diagnosis  of  gall-stones.  But  can  one  have  gall-stones  without  any  colic : 
indeed,  without  any  pain  except  such  as  might  be  attributed  to  flatulence? 
Thanks  to  the  surgeon  we  may  now  answer  this  question  with  an  un- 
qualified affirmative.  Colic  is  a  common  but  by  no  means  an  invariable 
accompaniment  of  cholelithiasis. 

The  loss  of  weight  which  occurs  in  all  forms  of  jaundice  has  l>een 
discussed  in  the  previous  cases  and  shown  to  have  in  ib^lf  no  diagnostic 
signiticance.  The  age,  the  sex,  and  the  o))csity  all  fa^or  the  diagnosis 
of  gall-stones. 

Outcome.— ()iH;ration  Scptemlwr  6th  revealed  a  stone  in  the  lower 
end  of  the  common  duct.  The  bile-passages  were  othcnvise  free,  the 
liver  and  pancreas  not  al^nnrmal.  The  patient's  convalescence  was 
unc\entful,  and  after  Octolwr  6th  she  seemed  and  remained  entirely 
well. 

Diagnosis. — Gall-stones. 

Case  375 

An  Irish  housekeeper  of  thirty-eight,  whose  husband  now  is  con- 
sumptive, enleri-d  the  hospital  August  2g,  it>07.  She  has  always  been 
well,  and  has  a  good  family  history.  For  nine  years  she  has  had  frc- 
<|uent  sick  hea<lathcs,  accompanied  by  vomiting.  For  two  years  she 
has  hiid  gradual  loss  of  weight  and  strength,  her  weight  declining  from 
159  pounds  two  years  ago,  to  119.  at  the  present  time. 
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For  three  months  she  has  had  jaundice,  varying  in  intensity.  She 
has  had  no  pain  at  any  time.  Two  hours  after  eatii^  she  not  infre- 
quently vomits,  the  vomitus  consisting  only  of  food.  Her  appetite  is 
good.  The  bowels  move  with  the  aid  of  sodiimi  phosphate.  She  sleeps 
well.    Her  present  complaint  is  of  weakness  and  jaundice. 

Physical  examination  shows  the  jaundice  to  be  heavy.  The  chest  is 
negative.  The  condition  of  the  abdomen  is  shown  in  the  accompanying 
diagram,  Fig.  192.  Blood  and  urine  are  normal.  The  coagulation 
time  of  the  blood  is  one  minute  five  seconds  with  the  Brodie-Russell 
instrument. 

Discussion, — A  gradual  decline  in  weight  and  strength  durmg 
a  period  of  two  years,  leading  up  to  a  jaundice  of  three  months'  duration 
and  of  variable  degree,  and  accompanied  by  occasional  attacks  of 
vomiting,  is  rather  an  unusual  clinical  picture  in  a  woman  of  thirty- 
eight.  Why  should  the  loss  of  weight  have  preceded  the  jaimdice  unless 
some  form  of  malign&nt  disease  is  present?  Yet  if  any  such  disease 
were  present  it  should,  by  this  time,  show  more  obvious  evidence  of 
itself.  Without  ascites,  marked  gastric  symptoms,  or  palpable  tumor 
we  certainly  cannot  make  a  diagnosis  of  such  terrible  significance  to  the 
patient.  Yet  from  our  own  minds  it  is  difficult  to  exclude  the  thought 
of  cancer. 

Cirrhosis  or  syphilis  of  the  liver  would  probably  show  more  definite 
signs  of  their  presence  after  an  illness  of  this  length. 

Under  such  conditions,  when  a  jaimdice  has  lasted  rather  too  long 
to  be  called  "catarrhal,"  yet  has  not  produced  any  of  the  more  ominous 
evidences  of  cancer,  cirrhosis,  or  syphilis,  the  outcome  usually  shows 
that  we  are  dealing  with  gallstones.  We  have  to  be  governed  largely 
by  statistical  evidence  in  such  cases;  direct  examination  yields  very 
little  of  value.  Indeed,  there  is  no  class  of  diseases  in  which  we  depend 
so  largely  upon  the  history  and  upon  general  statistical  experience  as 
we  do  in  diseases  of  the  liver.  Physical  examination  plays  here  a  smaller 
part  than  in  the  diseases  of  any  other  organ  with  which  we  deal  on  terms 
of  any  confidence. 

Outcome. — At  operation,  September  6th,  several  large  stones  were 
found  in  the  gall-bladder  and  one  in  the  cystic  duct.  No  obvious 
reason  for  the  jaundice  was  foimd;  there  was  no  swelling  extending 
down  from  the  blocked  cystic  duct  to  the  hepatic  or  to  the  choledochus — 
an  explanation  which  is  often  invoked  to  explain  jaundice  when  the 
stone  is  in  the  cystic  duct.    No  other  reason  could  be  found. 

Recovery  was  complete  and  permanent 

Diagnosis. — Gall-stones. 
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An  Italian  widow  of  sixty,  of  negative  family  history  and  past  history, 
was  first  seen  March  g,  1908.  She  had  noticed  a  year  ago  that  she 
was  jaundiced  and  had  a  swelling  in  the  region  of  her  liver.  After  two 
weeks  she  was  cured  of  her  jaundice,  but  the  swelling  continued  and 
increased.  Seven  months  ago  the  jaundice  returned  and  has  been  present 
most  of  the  time  since.  She  has  not  lost  much  weight,  though  her 
appetite  is  poor.  She  has  much  tiausea,  no  pain,  and  no  vomiting. 
For  two  weeks  she  has  had  edema  of  the  feet. 

Physical  examination  showed  a  deeply  jaundiced  patient  Both 
pupils  were  iiiegular,  the  left  larger  than  the  right  Both  reacted 
normally.  The  heart's  action  was  at  tunes  irregular  in  force  and 
rhythm,  and  a  blowing  systolic  murmur  was  audible  all  over  the  precordia. 
The  pulmonic  second  sound  was  louder  than  the  aortic  second,  the 
apex  beat  in  the  fifth  space  just  outside  the  nipple-line.  The  pulse 
was  of  low  tension.  The  lungs  showed  nothing  abnormal.  The 
abdomen  was  enormously  distended,  dull  in  the  epigastrium  and  in  the 
flanks,  otherwise  tympanitic.  The  circumference  was  40  inches.  The 
umbilicus  protruded.  The  edge  of  the  liver  was  easily  felt  5  inches 
below  the  costal  jiiargm.  Its  surface  was  smooth,  hard,  not  tender, 
somewhat  irregular.  The  spleen  was  not  felt.  There  was  considerable 
soft  edema  of  the  legs  and  of  the  anterior  alxlominal  wall.  The  shape 
of  the  aMomcn  sufigestcd  cnc}'sted  rather  than  free  fluid.  Blood  and 
urine  were  normal. 

On  the  eleventh  2^^  ounces  of  fluid  were  withdrawn  by  tapping  the 
aMomen.  It  was  bile-sUiined,  1009  in  s[Kx;itic  gravity.  The  sediment 
showed  60  i)cr  cent,  of  Ij-mphocytcs  to  40  \kt  cent,  endothelial  cells. 
After  tap|>ing,  the  surface  of  the  li\cr  was  a]i[>arcntly  smooth,  and 
extcndini,'  down  frf>m  ils  e<lf?e  in  the  rt^iion  of  the  f;all-liladder  was  a 
<ii-nsc,  fluctuant,  nmnde<l  muss  the  size  of  an  apjile,  not  lender.  (Si-e 
Fig,  1  (J  i- 1  After  lapping,  the  fluid  rapidly  rcaccumulaled.  The 
IKitient  seentt-d  fntirvly  comforlai^le,  complaining  of  nothing  at  all. 
.She  was  ai;ain  la|i])t.tl  on  the  ihird  of  .-\]iril  and  164  ounces  removed, 
tlie  characteristics  of  the  lluid  In-ing  essentially  the  same  as  before. 
About  tills  time  she  ran  a  moflcratc.  irregular  fever,  reaching  as  high 
as  loi*  F.  at  nii^ht.  and  Wing  norma!  in  the  momini;.  This  subsided 
after  about  ten  days. 

Discussion. — With  jaundice  of  seven  months'  duration,  a  liver 
marketily  enlarged,  as*ilcs,  and  swelled  legs,  we  should  have  no  con- 
siderable doubt  that  malignant  disease  is  present  were  it  not  for  the 


Fig.  193.— Rttuttt  of  phyu'cnl  enuninnlion  in  Cbm  3j6.    Jaundit*  lu»  latted  cwi«  jar- 
No  p4in  or  cma.dalion. 
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fact  that  the  patient  has  also  an  enlarged  and  irregular  heart,  whose 
action  is  presumably  insufficient  to  maintain  satisfactory  circulation. 
The  ascites  and  edema  may  be  due  to  cardiac  weakness  rather  than  to 
mal^nant  disease. 

On  the  other  hand,  the  irregularis  of  the  liver  surface,  if  it  be  a 
fact,  is  of  decisive  importance  in  this  connection;  for  such  irregularity, 
if  gross  enough  to  be  palpable  through  the  abdominal  wall,  means  one  of 
two  things  in  practically  all  cases,  viz.,  hepatic  cancer  or  hepatic  syphilis. 
If  the  first  physical  examination  be  correct,  then,  the  cardiac  conditioa 
is  probably  not  responsible  for  the  dropsy. 

As  between  cancer  and  syphilis,  we  should  be  influenced,  in  the  first 
place,  by  statistical  considerations;  cancer  is  by  far  the  commoner  of 
the  two  as  the  cause  of  jaundice  and  ascites.  The  absence  of  splenic 
enlargement  is  also  against  syphilis.  Less  important  is  the  absence 
of  any  history  of  syphilis  and  of  any  evidence  of  its  ravages  in  other 
parts  of  the  body. 

If  we  are  dealing  with  cancer,  what  is  its  site?  Probably  not  the 
substance  of  the  liver,  since  hepatic  cancer  is  usually  secondary  to  similar 
disease  at  the  pylorus.  This  patient  has  been  free  from  gastric  symp- 
toms. If  not  m  the  liver  itself,  the  cancerous  obstruction  which  has 
produced  the  jaundice  is  probably  at  one  of  three  points: 

(a)  At  the  duodenal  papilla, 

(6)  In  the  head  of  the  pancreas,  compressing  the  common  duct 

(c)  In  the  gall-bladder  or  bUe-ducts  themselves.  Beyond  this  we 
cannot  go. 

Outcome. — April  12th,  after  more  than  a  month  in  a  hospital,  she 
showed  absolutely  no  loss  of  weight  and  we  were  rather  shaken  in  our 
confidence  that  cancer  was  the  correct  diagnosis.  Nevertheless,  opera- 
tion was  performed  April  14th,  as  the  patient  showed  no  signs  of  improve- 
ment after  a  thorough  course  of  antisyphilitic  treatment  A  cancer  of 
the  head  of  the  pancreas  was  found. 

Diagnosis. — Pancreatic  cancer. 

Case  377 

An  American  timekeeper  of  twenty  began,  in  IQ03,  to  have  epi- 
gastric pain,  after  eating,  in  intermittent  spells  lasting  a  month  or  two. 
In  January,  1907,  this  patn  became  much  worse,  and  he  vomited  fresh 
blood.  In  March,  1907,  he  entered  the  hospital  and  was  found  to 
have  a  marked  hyperchlorhydria,  which,  taken  in  connection  with  the 
above  symptoms,  led  to  an  operation,  which  showed  adhesions  about 
the  pylorus  and  considerable  thickening  of  the  pylorus,  without  evidence 
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of  cancer.  A  |K)6terior  ga5tTX>-entero<itoimy  was  accordingly  done.  The 
patient  did  excellently  well,  and  went  home  (rcc  from  symptoms  on  the 
Kvcniti  of  April.  190;. 

He  relumed  a  year  later  (.'Njiril  34, 1908}  with  the  following;  history: 
A  month  ago  became  suddenly  jaundiced  immediately  after  taking 
some  sulphur  and  molasses,  lie  has  remained  so  ever  since,  thoti^h 
his  color  hat,  ))eL-n  becoming  lighter.  .\t  the  ^ame  time  he  has  com- 
plained of  rather  dull  pain,  felt  from  time  to  time  in  the  lower  abdomen. 
For  a  week  this  has  been  absent.  For  two  weeks  he  has  not  worked* 
and  has  been  on  a  milk  diet.  During  this  time  he  has  had  a  slii^hl 
cough,  with  yellowish  or  greenish  .sputum.  He  has  a  great  deal  of  itching, 
and  has  noticed  that  his  urine  is  dark.  Yesterday  at  half-past  four  he 
ale  a  ^^-^y  hearty  dinner,  l^ter  in  the  day  he  vomited  and  fcrmlually 
became  unconscious,  {xissibly  from  the  eiTects  of  moqihin  which  was 
gi\-en  in  the  evening.    There  is  no  headache,  no  fever,  no  loss  of  weighC 

Examination  shows  normal  Icmpcraiure,  pulse,  and  res[>ii«tioD. 
There  is  marked  jaundice.  Tlie  patient  b  semicomatose,  with  dilated 
pupils  which  do  not  react.  Tlic  chcsi  is  negative.  The  abdoraen  b 
level,  rallier  rii{id,  tymjinnitic;  nothing  else  is  made  out.  The  liver 
flatness  reaches  from  the  fifth  rib  to  the  seventh  space,  measuring  aj 
inches  in  vertical  diameter  in  tlie  nippte-line.  'I1tc  urine  is  high  id 
color,  specific  granty  1030,  with  a  ver>'  slight  trace  of  albumm  in  tlie 
sediment,  no  ca^ts.  a  large  amount  of  leucin  and  tyrosin.  The  white 
cells  are  qsoo;  hemoglobin,  75  per  cent. 

Dlieusaion.— W'c  will  lake  first  the  second  chapter  of  this  p«licoi'» 
case,  after  his  recovery  from  the  gastro-enterostomy. 

In  the  earlier  weeks  of  his  jaundice  the  britde  and  unsatisfactory 
term  "catarrhal*'  was  as  u.<>ual  apjtlied,  and  one  could  hanlly  ha%'e 
done  olherwiM.-  until  tlie  api>emrance  of  one  viay  distinctive  and  ominoiu 
symptom,  stu|xir.  None  of  the  mDdcr  and  more  curable  causes  of 
jaundice  produce  this  s>'mptom.  "We  nc^er  meet  it  in  tlie  catarrhal 
forms,  in  gall-sloncs,  or  in  malignant  disea-se  previous  to  the  terminal 
stages.  In  the  infectious  fonns  of  jaundice,  stui»r  apjicar^  only  near  a 
fatal  issue. 

Only  in  two  fonns  of  liwr  disease  which  are  accompanied  by  jaimdice 
does  stupor  appear^in  cirrhosis  and  in  acute  yellow  atrophy.  Either 
of  these  diseases  might  be  present  here,  although  wc  have  no  history  of 
alcohol  bm  such  as  usually  appears  to  enter  into  the  causation  of  cirrhosis, 
at  any  rate,  as  one  factor.  Another  point  a^atnst  cirrlMisis  and  in  fa%'or 
of  acute  yellow  atrophy,  is  the  rapidity  of  the  shrinkage  apparcoily 
demonstrable  by  percussion  of  the  li%'er  outlines.    Shrinkage  of  the 
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liver  can  veiy  seldom  be  demonstrated  during  life.  When  the  area  of 
liver  dulness  appears  to  be  less  than  normal  it  usuaJly  turns  out  to  be 
obscured  by  a  distention  of  the  colon  which  pushes  the  liver  backward 
out  of  reach  of  the  percussing  finger. 

In  the  present  case,  however,  the  area  of  dulness  was  again  and  again 
measured,  and  showed  apparently  a  progressive  shrink^e.  This  fact, 
taken  in  connection  with  the  deep  jaundice,  the  increasing  coma  and  the 
presence  of  leucin  and  tyrosin  in  the  urine,  made  us  tolerably  confident 
that  a  rapid  atrophy  of  the  liver  was  in  progress.  No  hint  of  its  etiology 
was  obtained;  the  patient  had  not  inhaled  chloroform  or  ingested 
phosphorus  in  any  fonn. 

Outcome. — On  the  morning  of  the  twenty-sixth  the  liver  dulness 
was  only  ij  inches  in  vertical  diameter;  the  jaundice  had  considerably 
decreased.  The  patient  continued  semicomatose.  On  the  afternoon 
of  the  twenty-sixth  he  developed  edema  of  the  lungs  and  died. 

Autopsy  showed  acute  yellow  atrophy  of  the  liver,  obsolete  tuber- 
culosis of  the  r%ht  lung  and  bronchial  lymphatic  glands,  acute  degen- 
eration of  the  kidneys. 

Diagnosis. — Acute  yellow  atrophy  of  the  liver. 
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CHAPTER  XXm 

NERVOUSNESS 

The  uses  of  this  word  are  so  vague  and  various  that  one  may  be 
seriously  misled  unless  one  cross-questions  the  patient  as  to  just  what 
he  means  when  he  calls  himself  "nervous."  Thus,  for  example,  ner- 
vousness may  be — 

(a)  Motor,  wholly  or  largely.  The  patient  may  have  what  is 
called  "the  fi<^ets,"  and  be  unable  to  keep  still  or  to  control  the  motitais 
of  some  part  of  his  body',  as  in  Sydenham's  chorea,  or  in  the  haUt 
choreas  and  muscular  twitchings  so  common  in  neurotic  people.  The 
tremors  of  general  paralysis  or  hyperthyroidism  are  sometimes  referred 
to  by  the  patient  as  "nervousness." 

(6)  Sensory.  When  people  start  at  any  slight  noise  or  jar,  when 
they  are  abnormally  sen^tive  to  light,  to  odors  and  tastes,  they  often 
speak  of  themselves  as  "nervous." 

(c)  Psychic.  Perhaps  the  commonest  usage  of  the  word  "nerx-ouft- 
ness"  is  in  connection  with  a  variety  of  predominantly  psychic  mani- 
festations, such  as  lack  of  self-control,  emotionalism,  fearfulness,  cause- 
less and  transient  depression,  irritability,  and  the  sense  of  unrealitj-  in 
things. 

(if)  Visceral  and  secretory  neuroses  often  occur  in  connection  with 
one  or  another  of  the  types  above  mentioned,  and  may  constitute  the 
most  j)rominent  part  of  the  clinical  picture,  but  they  are  nol  apt  to  I>e 
referred  to  by  the  patient  as  "nervousness."  The  patient  is  more  apt 
to  belic\e  them  due  to  some  more  or  less  serious  organic  disease. 

Interpretation  of  Nervousness. — The  most  imjKjrtant  point  is 
that  identical  ncr\'ous  sjinptoms  may  occur  with  or  without  organic 
disease  lichind  them.  A  (Kitient  whose  underlying  malady  is  artcrio- 
sclen»is  or  chronic  glomerulonephritis  may  yet  present  t\'i)iral  sjTnptoms 
of  hysteria  or  neurasthenia,  and  the  latter  arc  so  insistent  and  so  irritat- 
ing that  we  are  apt  to  neglect  a  thorough  search  for  something  else  in 
the  background. 

Mistakes  arc  especially  apt  to  occur  in  persons  over  forty  years  of 
age.  U'hen  nervousness  <)f  any  ty])e  has  appeared  for  the  first  time 
after  tlic  fortieth  year  in  a  patient  who  has  never  previously  shown 

73<J 


NERVOOSNESS 


731 


X£. 


■Ml 


ijii 


l^j^i 


:? 


]^^ 


UVtlul 


anything  of  the  sort,  a  diagnosis  of  neurasthenia  or  hysteria  usually 
turns  out  wtong  or  seriously  insufficient  and  leads  us  to  give  a  feulty 
pn^ods  and  to  misdirect  our  treatment. 

In  younger  persons  nervousness  is  often  falsely  treated  as  the  com- 
plete diagnosis  when,  in  fact,  it  is  merely  an  expression  of  an  under- 
lying pulmonary  tuberculosis.  A  great  many  of  the  cases  of  nervous 
dyspep^  and  of  pallor  miscalled  "anemia"  turn  out  to  be  the  eariiest 
manifestations  of  tuberculous. 

Other  types  of  mistake  will  be  exemplified  in  the  cases  to  follow. 

Case  378 

A  Russian  housemaid  of  twenty-four,  with  a  good  family  history, 
was  first  seen  April  27,  1907.  She  has  never  been  strong.  She  has 
suffered  from  headaches  and  dysmenor- 
rhea for  the  past  seven  years.  These 
pains  just  now  are  not  so  troublesome  as 
formerly.  Of  late  she  has  been  weak, 
faint,  and  worn  out.  Two  weeks  ago  she 
was  operated  upon  for  hemorrhoids  at 
the  Boston  City  Hospital.  Since  that 
time  she  has  had  a  great  deal  of  nervous- 
ness with  pain  scattered  throughout  various 
partsofher  body  ("Schmerzen  Uberall"), 
pressure  about  the  heart,  eructations  of 
gas,  dryness  of  the  mouth,  and  the  fre- 
quent discharge  of  pale  urine.  Her  ap- 
petite is  rather  poor,  the  bowels  r^ular. 
The  patient  has  a  cyanotic  look.  At 
entrance  to  the  hospital  her  "cribbing," 
nervous  vomiting,  convulsive  chills,  and 
moans  disturbed  the  whole  ward.     Vis-       ^«'  '^t-Char.  of  ca>c  378. 

ceral  examination  was  negative.  The  course  of  the  temperature  is 
seen  in  the  accompanying  chart. 

Discussion.— Obviously,  we  are  dealing  with  a  psychoneurosis, 
but  are  we  sure  that  there  is  nothing  behind  it?  We  are  told  that 
visceral  examination  is  negative,  but  visceral  examination  is  not  always 
taken  to  include  a  study  of  the  blood  and  urine.  Among  the  possibilities 
which  could  be  eliminated  only  by  such  a  study  are  the  followii^; 

(a)  Chlorosis. 

{b)  Trichiniasis. 

(c)  Tuberculosis,  perhaps  involvii^  the  genito-urinary  tract. 
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{d)  Nephritis. 

(«}  HyperthyitHcUsm  (Gnvtaf  dbeue). 

(/)    Diabclci. 

(k)  Chronic  poisoning  by  acctanilid  or  other  drugs, 

CbtcHwis  might  give  very  dmHar  symptomK,  but  it  was  here  easily 
excluded  by  Ihc  blood  rxamination. 

Trichiniasls,  suK^vstcd  by  the  widc-sprcid  i«iin,  was  not  positii>'Hr 
to  be  ciEcluded,  us  no  search  was  made  either  in  musrie  or  \vnmis  lilood 
lor  the  embryo  trichinclla.  The  blood  showed  no  cosinofihilia  and  we 
were  dtvrrtcd  from  following  thi>  hypothesis  any  further  l>ccauM  another 
and  commoner  duMrase  soon  apjxarcd  as  a  cause  for  ihc  sjinptoms. 

The  urine  showed  nothinR  lo  justify  any  suspicion  of  gcnilo-urinary 
tubocuIoMs.  Pulmoniiry  tuberculosis  may  certainly  exist  for  a  con- 
siderable period  in  the  lungs  without  our  having  any  definite  evidence 
of  ii.  In  the  present  case  wc  could  find  no  such  evidence,  though  wc 
could  by  no  mcajis  exclude  the  cariier  "silent"  stages  of  the  disease. 

Nephritis,  drug-poisoning,  arxl  hyiK-nhyroidism  were  easily  excluded 
by  a  Btudy  of  the  hislOTy,  blood,  and  urine. 

As  soon  as  the  urine  was  tested  for  sugar  we  came  upon  the  object 
of  our  search,  the  cause,  to  all  appearances,  of  the  {aticni's  "nervous- 
ness." 

Outcome.  ^Tlic  urine  wan  40  ounces  in  twent)'-four  hours  at  the  time 
of  entrance;  specific  gravis,  1028;  4.1  per  cent,  of  sugar;  0.3  alltumin; 
in  the  sediment  much  pas,  no  ca.sts.  She  was  given  iiaraldehH,  J 
dram,  twice  a  day,  sodium  bromid,  ao  grains  three  times  a  day,  and  by 
May  ad  was  much  quieter  and  said  she  felt  better  than  for  monthit, 
though  she  still  cribbed.  Under  an  anti(ltu)>etic  diet  the  urine  wu 
frted  from  sugar  in  eight  days;  the  weight  increased  from  ti9  to  iji, 
and  the  reactions  for  acetone  and  diacctic  acid  were  prcwnt  for  the 
first  week  of  treatment  and  as  long  as  any  carbohydrates  remained  in 
thediet,  disappeared.  Her  speech  and  nervous  control  grcatir  imprm-td, 
and  by  the  nineteenth  of  May  she  seemed  like  a  difiercnt  i«:rM>n.  sleeping 
joundly  without  any  hyjinotic,  and  perfccdy  content  with  her  diet. 
She  was  allowed  to  go  home  on  the  t«-cnty-secood  of  May,  the  urine 
I>eing  free  from  albumin  and  sugar,  though  remaining  di!.linctl¥  incrvaAcd 
in  amount  ^80  to  1 10  ounces  or  the  average.  The  gain  in  weight  was 
8  pounds  in  sixteen  days. 

Tlie  question  might  l>e  asked:  ".Are  we  dealing  here  with  elial)clrs 
Of  merely  with  glycosuria?"  Sine*  the  distinction  is  wholly  one  of  lime. 
only  the  outcome  can  furnish  us  with  the  answer  to  this  (jucstion. 
.\cctonc  and  diaretic  acid  appear  much  more  frequently  in  the  long* 
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Standing  ^ycosums,  which  we  call  diabete«>  than  in  the  tnnsknt  fonn. 
There  is  no  doubt  that  neurotic,  high-strung;  people  are  more  ofirn 
the  subject  of  tempoiur  ^ycosuiias  Uian  are  the  more  phlcf^atic 
members  of  the  ctonmuni^.  On  the  other  hand,  the  ner%^usncss  may 
wdl  be  symptomatic,  the  result  rather  than  the  cause. 

It  will  be  noted  that  much  pus  was  found  in  the  urinary  sediment 
Such  a  datum  should  always  be  followed  up,  and  the  tirst  thinf;  to  do  is 
to  make  sure  that  the  pus  comes  from  the  urine  and  not  from  the  v'a^nal 
secretions.  In  the  present  case  a  specimen  of  urine  drawn  by  catheter 
was  found  to  be  free  from  pus  oa  the  same  day  when  the  siwcimcn 
^xxitaneously  passed  had  omtained  it.  Accordingly,  no  further  invT^ti- 
gation  was  made,  and  as  the  glycosuria  improved,  the  pus  disapiKared. 

Diagnosis. — Diabetes  mellitus. 

Case  379 

A  married  Irish  woman,  forty  years  old,  with  an  excellent  family 
history,  entered  the  hospital  September  17, 1907.  She  has  been  nervous 
all  her  life,  especially  since  her  seventeenth  year.  She  is  very  easily 
WOTried  or  frightened,  and  has  many  weak  s|>clls.  Last  winter  she  felt 
underneath  her  right  breast  and  in  the  right  bock  a  {>ain,  which  was 
sharp  on  deep  breath.  This  lasted  a  month.  When  nervous,  she  criei> 
very  easUy.  She  has  been  married  twenty-three  years  and  has  had  nine 
children.  Her  last  period  was  nine  months  ago.  She  takes  about  nix 
cups  of  tea  a  day,  but  no  alcohol.  Since  her  husband  was  admitted  to 
the  Massachusetts  Hospital  last  January  she  has  been  much  overworked, 
taking  boarders  and  caring  for  her  children.  For  the  past  two  months 
she  has  been  especially  nervous,  and  felt  more  tired  in  the  morning 
than  at  night  She  has  slept  very  little,  and  her  food  has  seemed  to  stop 
at  the  bottom  of  her  breastbone  and  to  lie  there  as  a  heavy  load.  For 
the  past  week  she  has  vomited  everything  that  she  has  taken,  though 
her  diet  has  been  reduced  to  milk  and  weak  tea.  Of  late,  she  ha*  had 
no  pain  anywhere  except  a  tired  ache  between  her  shoulderblades. 
Her  appetite  is  fair;  the  bowels  move  once  or  twice  a  day.  When 
nervous,  she  passes  urine  very  frequently.  For  the  past  two  months 
she  has  had  a  slight  cough  with  a  little  white  sputum. 

On  physical  examination  the  pupils  are  somewhat  irregular,  but 
react  normally.  The  tongue  comes  out  straight,  but  has  a  marked 
coarse  tremor.  The  throat  is  reddened  and  atrophic;  the  heart  is 
negative,  except  for  a  slight  accentuation  of  the  aortic  second  Mnind. 
The  lungs  are  negative,  save  for  slightly  higher-pitched  respiration  at 
tiw  left  apex  and  occasional  scattered  r&les  throughout    The  alxionwn 
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is  held  ntlher  stiniy,  but  b  otherwise  ncgali^'c,  save  for  s  swcllmg  extend- 
ing from  t])e  left  antrrior-supcrior  5.pinc  to  the  neighborhood  of  the 
symph)rst»,  and  gi\'ing  a  marked  impulse  od  cough.  It  Is  easily  reduci- 
ble by  pre<*ure. 

Discussion. — As  this  woman  has  had  no  menstruation  for  nine 
months  and  b  obviously  not  pre^anl.  our  first  thought  b  that  the 
symptoms  may  be  due' to  the  menopuusc.  that  very  convenient  t>ut 
dangertnis  explanation  for  such  a  multitude  of  heterogenous  symptoms. 
Such  a  diajniosis  should  never  be  made  until  every  other  rc«Mnable 
altemali\T  has  been  excluded.  Moreover,  the  vasomotor  symptoms 
usually  present  as  a  part  of  any  disturbance  dejtcndcnt  upon  the  meno- 
pause are  not  at  all  marked  in  this  case.  Only  the  nervous  frequency 
of  urine  suggests  them. 

It  was  the  fashion,  a  few  years  ago,  to  explain  a  great  number  of 
debilitated  conditions  as  the  result  of  tlie  abuse  of  tea,  especially  when 
the  physician  wa.<)  able  triumphantly  to  {mint  out  tliat  tlie  patient  kept 
the  tea  [>ot  on  the  stove  continuously  and  took  a  "nip"  every  auw  and 
then  throughout  the  day,  tlius  getting  the  full  benefit  of  a  strong  decoc- 
tion ol  tannin.  In  the  eleven  years  of  out-patient  service  involving 
four  years  of  female  medical  clinic  I  have  seen  less  than  half  a  doizco 
cases  in  which  the  symptoms  appeared  to  me  due  to  the  abuse  of  tea. 
Doubtless  it  often  does  harm  by  taking  the  place  of  food,  and  in  the 
present  case  this  is  distinctly  >uggested.  Overwork  may  likewise  tux's 
been  a  factor  in  her  breakdown. 

The  hyftothcscs  suggested  in  the  last  paragraph  cannot  be  definitely 
refuted,  but  against  them  the  following  consideration  may  be  urged. 
The  overwork  and  the  tea-drinking  have  lasted  for  many  years,  the 
symiiioms  for  less  than  one  year.  Wliy  should  the  breakdown  hax-e 
come  just  at  this  time,  after  the  patient  had  borne  her  overwork  and 
faulty  habJLf  for  so  many  years  without  apparent  detriment?  Some 
new  and  determining  factor  must  lia\-e  come  into  the  ca:« — the  same 
factor,  I  believe,  which  accounts  for  most  of  the  seemini;ly  causden 
dyspepsias  and  run-down  condititms  which  we  arc  apt  to  attribute  to 
this  or  that  f<Kid,  overstrain,  or  a  surgical  lesion.  In  a  large  number  of 
these  cases  tubcrculo>i'^  later  makes  it^-lf  ohviouit;  in  many  others,  1 
believe,  it  is  conquered  by  the  patient's  own  ^-ilal{ty.  while  we  think  we 
arc  curing  his  dy^^jX'psia  nr  his  "debility"  with  one  or  aiwlher  remedy. 

The  pulmonary*  signs  in  this  case  are.  indeed,  wry  slight.  If  pre- 
cisely the  same  signs  were  pn-aeni  at  the  right  apex,  one  could  not.  wiUi 
conrxlence,  attribute  any  meaning  to  them;  but  at  the  left  apex  even  the 
slightest  abnormalities  are  of  importance  if  unaccoimtod  for  by  any 


NERVOUSNESS  735 

pathologic  condition  of  the  heart  or  abdominal  oT^ans.  Even  signs 
so  slight  as  this  should  make  us  follow  the  padent  very  carefully  and 
examine  the  lungs,  the  sputa,  and  tha  temperature  chart  for  confrnna- 
tory  evidence.  If,  after  we  have  done  our  best  by  such  an  examination, 
the  condidon  of  the  lungs  seems  sdll  doubtful,  and  no  other  diagnosis 
has  in  the  mean  time  suggested  itself,  we  should  always  treat  the  case  as 
tuberculosis. 

Outcome. — For  some  days  no  sputum  could  be  obtained,  but  in  the 
first  satisfactory  specimen  tubercle  bacilli  were  demonstrated.  The  in- 
guinal hernia,  present  on  the  left  side,  was  fairly  well  held  up  by  a  truss. 

Diagnosis. — Phthisis. 

Case  380 

A  telephone  girl  of  eighteen  entered  the  hospital  September  21,  1907. 
One  brother  of  fifteen  is  said  to  have  consumption.  Two  grandfathers 
and  one  grandmother  died  of  consumption,  the  last  one  ten  years  ago. 
The  patient  has  always  been  strong  and  healthy.  She  had  typhoid 
fever  eight  years  ago,  measles  four  years  £^0,  followed  by  a  mastoid 
operadon.  Her  hearing  is  excellent.  Her  menstruation  has  been 
irregular  for  the  past  two  or  three  years,  and  painful,  so  that  she  has  to 
be  in  bed  two  or  three  days  each  month.  She  has  recently  been  in 
the  siu^cal  wards,  and  has  been  curetted. 

Since  early  childhood  she  has  had  a  poor  appetite,  constipation, 
distress,  and  burning  stomach  without  regard  to  the  character  of  food 
or  the  time  of  taking  it.    She  has  sick  headaches  every  two  to  five  weeks. 

Eight  weeks  ago  she  fainted  when  she  got  up  in  the  morning,  and 
did  not  work  that  day.  After  working  the  next  day  she  took  to  bed, 
where  she  has  remained  since,  vomiting  almost  every  fifteen  minutes, 
day  and  night  (?).  Rectal  feeding  has  been  carried  out.  She  has  no 
definite  pain,  but  her  vomiting  is  preceded  by  a  burning  sensation  at 
the  epigastrium.  For  the  last  three  days  there  has  been  partial  loss  of 
vision.  She  cannot  recognize  persons  or  see  more  than  their  outlines. 
There  has  also  been  gradual  loss  of  ambition  and  slowness  of  speech. 

On  examination  the  patient  is  fairly  nourished,  the  skin  dry  and 
harsh,  the  pupils  widely  dilated,  but  reacting  normally.  The  chest 
and  abdomen  show  nothing  abnormal.  An  attempt  was  made  to  pass 
a  stomach-tube,  but  the  patient  struggled  violentiy  and  pulled  it  out. 
It  was  finally  replaced,  and  fasting  contents,  consisting  of  mucus  and 
white  froth,  obtained;  no  food.  After  a  test-meal  there  was  no  free 
HCl  by  any  test,  no  lactic  acid,  and  no  blood.  Inflation  showed  that  the 
stomach  was  not  in  any  way  enlarged. 
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Exvninktion  of  the  fundus  showed  an  optic  neuritis  in  the  right  eye, 
numerous  staaU  hcmorrbBgcs  about  the  diiv,  and  one  large  one  near  the 
nerve  in  the  left  eye.  The  urine  was  entirely  negative,  litcewbe  tSe 
blood. 

During  ihc  first  two  days  after  adnu!<«ion  the  patient  \'omitcd  four  or 
five  times,  after  that  very  rarely,  the  vomitus  consistins  of  colorless 
mucus.  Salt  solution.  8  ounces  e^'e^y  six  hours,  was  well  retained  by 
rectum,  and  the  ^in  soon  began  to  be  less  dry.  .Vflcr  this  the  jtatKnt 
look  milk  and  lime-water  in  small  amounts  for  the  first  few  days,  after 
that  cereals  and  rtucU.  By  October  ist  eggs  were  added,  and  by  the 
tenth  she  was  takin^j  plenty  of  all  sorts  of  food  and  the  encmala  were 
omitted. 

On  October  ist  the  [ntti-nt  compluini-d  of  numbness  Maw  the 
waist,  later  of  numbness  over  the  whole  l>ody.  but  there  wa*  no  rtiminu- 
tion  of  the  pain  sense.  She  had  one  hysteric  attack,  with  tremor  of  the 
muscles,  ftrflowing  riRidit>-  and  slight  opislhoton<».  The  patient 
seemed  irrational  and  fretful,  at  times  s{)oke  very  slowly.  Her  vistoa 
was  reslori^d  by  the  sixth,  and  her  appetite  was  then  excellent.  She 
seemed  in  a  very  pleasant  state  of  mind,  constantly  expressing  her 
gratitude  to  the  nurses. 

On  the  ninth  of  Octolicr  a  tumor  was  noticed,  rbing  above  the 
pubcs  almost  to  the  umbilicus.  A  catheter  was  introduced,  and  85 
ounces  of  high-ctdored  urine  nnth  a  hca>'y  sediment  was  withdrawn, 
[eleven  hours  later  59  ounces  of  urine  were  wiilMlrawn.  At  thk  time  she 
said  that  she  was  unable  to  move  her  legs,  and  had  to  be  turned  in  be<L 
Soon  after  she  had  involunuiry  defecation.  On  the  thirteenth  she  was 
somewhat  improved,  but  said  she  could  not  speak  aliove  a  whbper. 
About  that  time  a  rcctova^nal  fistula  developed.  Vomiting  hegta 
a);ain  on  the  seventeenth  of  October,  and  was  accompanied  by  cyanosis 
and  difficult  respiration.  The  same  day  tracheal  rUes  were  audible. 
She  seemed  too  weak  to  clear  them. 

Under  strjThnin.  ^  grain,  and  atroptn,  -fia  grain,  this  attack  psascd 
off  antl  she  breathed  normally,  though  she  continued  to  vomit  in  imall 
amounts  and  the  pulse  was  not  of  good  <|uality. 

Seen  by  a  neurMogic  consultant  on  the  Mrventccnth  of  October,  the 
diagiKisis  was  hysteria  p4us  some  toxk  process. 

Discussion. — The  ad^Ynt  of  marked  »lnwDc«s  of  speech  is  an 
unusual  symptom,  which  should  always  attract  our  attention.  It 
occurs  in  myxedema,  in  many  dvpref^  and  melancholic  slates.  In 
multiple  sclerosis,  and  occasionally  in  hj'stcric  states.  In  multi|)lc 
fclcrosis  it  is  apt  to  lie  associated  with  nystagmus,  incrcaiwd  rcBexes, 
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and  intendoD  tremor,  none  of  which  is  present  here.  This  giri  was 
rarely  depressed  or  hysteric,  and  showed  none  of  the  cutaneous  or  mental 
symptoms  of  myxedema. 

The  stomach  symptoms  were  very  marked  and  had  led  to  a  diag- 
nosis  of  gastric  ulcer  before  she  entered  the  hospital.  The  quick  clearing 
up  ol  the  gastric  symptoms  under  treatment,  however,  and  the  absence 
of  any  gastric  or  rectal  hemorrhage  and  of  any  e>'idence  of  sta^,  makes 
it  obvious  that,  at  all  events  at  the  present  time,  her  chief  sufferings  are 
not  due  to  that  cause. 

Hysteria  naturally  occurs  to  our  minds  in  a  patient  who  has  muscular 
tremor  and  opisthotonos,  is  fretful  and  irritable,  and  has  a  great  deal 
of  unaccountable  vomiting.  But  the  condition  of  the  fundus  oculi 
cannot  be  thus  explained,  despite  the  dictum  of  the  neurologic  consultant 
What,  then,  b  the  cause  of  the  optic  neuritis  and  retinal  hemorrhages? 

Brain  tumor  might  accotmt  for  her  vomiting  and  for  the  psychic 
disturbances.  We  should  expect,  however,  to  6nd  headache,  vertigo, 
and  focal  disturbances  of  some  kind  (localized  paralysis,  spasm,  anes- 
thesia, aphasia  of  some  type,  astereognosis) . 

Of  meningitis  we  have  no  important  evidence,  and  there  is  nothing 
in  the  case  definitely  to  suggest  syphilis. 

Nephritis  is  the  only  other  common  cause  of  retinal  hemorrhage, 
with  or  without  optic  neuritis,  but  of  this  neither  the  heart  nor  the  urine 
gave  us  at  the  outset  any  hint.  Later  the  urine  was  so  constantly  m- 
voluntary  that  none  was  collected  for  examination.  In  the  light  of  the 
outcome  it  would  appear  that  such  an  examination  might  have  been 
of  the  greatest  importance. 

Outcome. — A  few  days  after  thk  she  began  to  have  fever  ranging 
from  99°  to  loi  °  F.,  and  continuing  until  the  day  of  her  death,  October 
27th.  Autopsy  showed  a  chronic  nephritis  with  suppuration,  an 
extensive  bronchopneumonia,  and  an  obsolete  tuberculosis  of  the  mesen- 
teric lymph-glands.     The  stomach,  brain,  and  cord  were  normal. 

This  case  is  one  of  those  which  have  most  strongly  impressed  upoQ 
me  the  dangers  lurking  in  the  diagnosis  of  "hysteria."  It  is  the  fourth 
case  that  I  have  known  to  die  with  this  diagnosis.  In  two  of  these 
absolutely  nothing  was  found  postmortem,  and  in  these  we  might,  if 
we  were  so  inclined,  consider  the  diagnosis  verified.  But  when  we  say 
"hysteria,"  we  ordinarily  mean  a  disease  which  cannot  in  itself,  and 
apart  from  starvation  (as  in  anorexia  nervosa) ,  prove  fatal.  To  my  mind 
these  cases  simply  indicate  some  of  the  blind  spots  in  our  di^;nostic 
retina. 

Diagnosis. — Suppurative  nephritis. 
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Case  iSl 

A  widow  of  sixty,  first  seen  October  9,  1907.  has  been  treated  in 
the  out-[iatienl  department  of  the  hospital  for  some  time  under  the 
diagnosis  of  neurasthenia.  She  has  always  l)cvn  a  healthy  woouin, 
except  tliat  she  has  had  eight  mLscarriaRes  attributed  by  her  to  horse- 
back riding  during  pregnancy.  She  has  five  lining  children,  all  healthy. 
Last  autumn  she  had  an  atUck  of  diarrhea  and  \-oimtin);,  and  wa*  la 
die  Chelsea  Hospital  for  a  week.  Since  tliat  time  she  has  been  more  or 
k«6  run  down.  In  March,  1907,  site  fell  into  a  hole  in  the  l1<ior,  bruising 
her  foot  and  right  side,  and  since  that  time  has  had  occasional  iiain»  In 
tlie  right  side  of  the  chest,  i^omctimc-s  severe  enough  to  make  her  leavt 
off  her  corset'^  For  the  past  i^evcn  weeks  she  has  had  a  great  deal  ot 
nau*«a  and  has  been  extremely  ner%'ous.  Five  weeks  ago  she  was 
examined  in  the  out-patient  department  and  tnld  tliat  she  was  "  simply 
nrrvoHS."  A  week  later  her  right  chest  was  lapped,  and  i\  (|uart.-*  of 
bloody  fluid  withdrawn.  An.  e<jual  amount  of  llie  same  character  was 
rcmo\-ed  six  days  later. 

On  examination  the  patient  was  excellently  nouriithedi  sUghtly  obese, 
the  face  flushed,  the  mucous  membranes  of  good  color;  the  Hpa  and 
(tnger-tipa  somewhat  cyanotic.  The  heart's  impulse  was  in  the  eighth 
interspace,  behind  the  anterior  axillary  line.  6}  inches  to  the  left  of  mid- 
sternum.  The  right  Uirder  could  not  lie  determined.  The  sounds  were 
normal.  The  whole  right  chest  was  dull,  with  tlatness  in  the  lower  half, 
and  rapid  and  shallow  respiration.  Breath-sounds  were  %'ery  tndifttiact, 
vocal  and  tactile  fremitus  absent,  except  at  the  apex.  The  left  lung 
seemed  to  l>e  normal.  Phyucal  examination  was  othcrwbc  ncgatixe. 
Including  blood  and  urine.  The  chest  was  at  once  aspirated,  and  1  to 
ounces  of  bloody  fluid,  with  a  ^x-ciftc  gravity  of  1019,  was  removed. 
Differential  count  of  the  sediment  showed  Ij-mphocytes,  97  i>er  cent. 
endothelial  cells,  3  per  cent.  No  tubercle  bacilli  could  be  found  In  the 
sediment  of  the  digested  clot.  Under  ordinary  culture-media  the  fluid 
remained  stcrilej  and  in  a  guinea-pig  10  minims  of  the  sediment  pro- 
duced nodiscase  in  six  weeks.  In  four  days  the  fluid  had  reaccumulaied. 
and  uipping  had  to  be  repeated  about  cx'ery  four  daj's  until  No\xmbcr 
9th. 

DIscusaloQ.— Rut  for  this  pali<'nt's  age,  it  would  be  natural  to 
assume,  after  reading  the  history  and  previous  (o  the  ph>'sical  examina- 
tion, that  we  arc  dealing  with  a  traumatic  neurosis  whk:b  oiiginatid 
in  the  accident  of  March.  1907.  In  my  jwlgment.  bowev-er.  it  in  alwaji 
unwise  tu  make  a  diagnosis  of  any  type  of  neurosis  when  the  symptoms 
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arise  first  after  the  fiftieth  year.  I  have  never  knon-n  such  a  diagnosis 
confirmed.  The  mental  characteristics  of  this  patient  were,  indeed, 
very  much  those  which  we  associate  with  the  neuroses,  but  diagnoses 
based  upon  mental  characteristics  alone  are  always  most  vulnerable, 
even  within  the  field  of  the  alienist,  stilt  more  markedly  so  outside  it. 

After  the  chest  was  tapped  we  assumed  that  the  patient  was  suffering 
from  a  pleural  effusion  of  the  ordinary  (i.  e.,  tuberculous)  type.  Even 
in  advance  of  our  own  physical  examination,  however,  we  ought  to  have 
suspected  that  something  more  serious  was  in  the  background.  Ordinary 
tuberculous  effusions  {t,  e.,  99  per  cent,  of  all  the  serous  effusions  which 
we  meet  with)  are  rarely  bloody,  and  very  rarely  reaccumulate  within 
six  days.  One  tapping  suffices,  in  the  vast  majority  of  cases,  and  bloody 
fluid  does  not  suggest  tuberculosis,  despite  the  oft-copied  statement  of 
many  text-books. 

The  age  of  the  patient  and  the  rapid  reaccumulation  of  the  bloody 
fluid  should  have  suggested  to  us  at  once  the  diagnosis  of  malignant 
disease  invoh'ing  the  pleura,  lungs,  or  mediastinal  glands. 

Doubtless  there  was  a  period  (before  any  fluid  had  accumulated) 
when  diagnosis  was  difficult  or  impossible,  and  when  the  psychic  pecu- 
liarities were  sufficient  to  explain,  though  not  to  excuse,  the  di^nosis  of 
neurosis.  At  this  period  our  proper  attitude  would  have  been  expressed 
by  saying,  "We  do  not  know." 

Outcome. — The  jc-ray  showed  a  diffuse  shadow  over  the  whole 
right  side,  and  an  unexplained  mass  near  the  hilum  of  the  left  lung. 
The  patient  had  frequent  dyspnea,  more  or  less  relieved  by  morphin, 
amyl  nitrite,  and  oxygen. 

Autopsy  showed  endothelioma  of  the  pleura,  with  extension  into 
the  lungs,  pericardium,  diaphragm,  right  thoracic  wall,  bronchi,  and 
retroperitoneal  lymphatics,  li\'er,  stomach,  and  left  adrenal  ^  acute  sero- 
fibrinous pericarditis  and  general  arteriosclerosis. 

Diagnosis. — (See  last  paragraph.) 

Case  382 

A  housewife  of  thirty-three  was  first  seen  November  4,  1907,  She 
has  lost  one  sister  of  consumption.  Her  family  history  was  otherwise 
excellent,  and  she  had  never  been  ill  except  that  four  years  ago  she  had 
biood-poisoning  after  childbirth,  but  recovered  entu^ly  in  three  months. 
Fifteen  months  ago  she  gave  birth  to  a  child  after  a  normal  labor.  She 
felt  unusually  well  during  the  pregnancy.  Immediately  after  she  became 
very  nervous,  with  spells  of  trembling  and  restlessness  lasting  an  hour, 
once  or  twice  a  day.    These  symptoms  persisted  until  four  months 
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latiT;  the  child,  who  had  been  doing  excellently  well  at  the  bicut.  tad 
to  be  weaned.  During;  thb  period  she  also  had  M-H-rc  burning  mirturi- 
lion,  but  since  the  weaning  of  the  child  this  has  not  troubled  her.  Four 
mimths  ago  she  ate  a  con^idcraUv  quantity  of  grixn  cum,  and  was  ai 
once  attacked  with  diarrhea,  four  or  five  green  watcrj-  movcmenls  a 
day  and  five  or  six  at  night.  This  diarrhea  [»crsistcd  untD  two  wccki 
a^o,  when  it  was  dtminiahed  by  medicine,  and  for  the  past  two  days  her 
bowels  have  not  moved.    She  has  been  in  1)cd  for  the  past  f^-e  weeks, 

complaining  chiefly  of  dizziness,  weakDCtt, 
rumbling  in  her  head,  and  dryness  of  the 
mouth.  For  two  weeks  sJie  has  had  a 
cough  and  raised  considerable  grccniivh 
»puta. 
l"  ;"  'I'  ll'il'  'I  The  course  of  the  temperature  is  seen 

in  the  accompanying  chart  {Fig-  *95)'  '^'^^ 
patient  b  pale  and  emaciated,  the  tongue 
moist  and  slightly  excoriated  along  the  an- 
terior edge,  the  mouth  and  throat  other- 
wise normal.    A  systolic  munnur  is  heard 
over  all  the  precordia,  loudes<t  in  the  pul- 
monar}'  area,  otherwise   the   heart  shows 
nothing  abnormal.    The  lungs,  alxlomen, 
and  reflexes  arc  normal.    There  is  slitrhi 
.spinal  curvature  in  tlic  dorsal  region,  with 
a  oonca\-ity  toward  the  left     Examinatioa 
of  the  sputa  shows  nottiing  abnormal.    The 
sanK  is  true  of  the  urine. 
Discussion. — The  family  hUmn".  the  sj)inal  cun-aturc,  the  fever, 
greeniih  sputa,  and  painful  micturition  might  be  taken  as  hinU  of  a 
tuberculous  infection,  though  its  Jocali/aiion  is  not  clear,  and  nothing 
in  llie  furtlicr  stud>  of  the  case  gives  supiwrt  to  any  such  hyi>oiliesi)>. 

/\cule  endocarditis  might  produce  a  murmur  with  the  chamctcrlitica 
here  described,  although  it  is  much  more  common  to  find  it  in  the  mitral 
or  aortic  area.  Especially  when  fever,  wiihout  known  cause,  is  present, 
any  cardiac  murmur  must  be  thought  of  in  the  light  of  a  possiMe  etido- 
carditis.  Yet  in  this  ca«ic  we  cannot  advance  beyond  the  stigfi  of  coo- 
jccbifc  with  such  a  diagnosis,  as  we  haw  nothing  but  the  facts  just 
mentioned  by  which  to  support  it.  Ix:iik<x:yio#ift.  cndcnccs  of  peri- 
pheral embolism,  tender  fingcrpads  (Osier),  moilced  urinary  abnormali- 
ties, cbQIs,  and  sweats  are  all  absent 

Doubtless  if  this  [patient  had  been  of  the  male  kx,  the  dJiigfHwii 


¥\t.  195.— Ch»no(  can?  j8». 


would  "have  beoi  much  earlier  suspected.  Her  nrceoi  labor,  and  the 
latho'  iixle&niie  ill  health  which  we  aie  accusionuHl  to  K^erair  in  many 
women  at  such  a  time  nithout  leeling  oUig«^  tt^  make  a  dia^m^i^^ 
jffobablr  pre\-eQted  her  ph}-sician  from  thinking:  earlier  of  the  iin]M>rtance 
of  a  Uood  examination,  the  tell-tale  indications  of  which  are  Tvxvalcd 
in  the  outctane. 

Ootcome. — ^The  l^ood  showed  red  cells.  040.000;  white  cells.  0500; 
bano^obin.  13  per  cent.  A  differential  count  of  loo  white  cells  shon-ed 
polvnudears,  57  per  cent.:  IjTnphocjTes,  4jj  per  cent- :  two  mcgaloblasts 
and  one  normoblast  were  seen  during  this  count.  The  red  cells  were 
markedly  oversized,  deformed,  abnormally  stained,  and  stip[)led.  The 
fundus  oculi  showed  numerous  retinal  hemorrhages.  The  ]wtient 
steadily  failed,  and  died  on  the  sixteenth  of  N'o^'ember.  without  any 
marked  change  in  the  symptcons. 

DiagnoBis. — The  diagnosis  was  not  in  doubt  after  the  first  blood 
examination,  as  all  the  characteristics  of  pernicious  anemia  were  present. 

Case  383 

An  optician  of  fif^-six  was  first  seen  May  38.  iqo;.  He  has  la^t  one 
brother  of  consumption,  and  his  wife  died  of  the  i^ame  disease.  'Vhc 
patient  had  pleurisy  seven  years  ago,  and  was  sick  with  it  for  three  or 
four  days.  Seven  years  ago  he  began  to  ha\e  ner\'ous  deprcstdon,  and  he 
has  never  been  quite  free  from  it  ance.  He  has  had  periods  of  depres- 
aon  and  despondency,  and  has  been  confined  to  bed  many  times  for 
from  one  to  eight  weeks.  His  habits  are  good.  He  denies  ^-cne^cal 
disease. 

Ten  days  ago  he  began  to  feel  "all  smashed  up" — considerable 
headache,  nausea  but  no  vomiting,  stiffness  of  the  legs  and  nwlt, 
shortness  of  breath,  insomnia  (apparently  due  to  ncn-ousncss) .  and 
moderate  constipation.  His  appetite  has  been  good,  and  he  has  been 
very  anxious  to  make  a  buaness  trip  to  Ohio,  but  has  l)ecn  prevented 
by  this  present  illness.  Of  late  his  hands  and  arms  have  begun  to 
tremble,  and  his  left  foot  drags  a  little  when  he  walks. 

On  examination,  the  patient  is  well  de\'eloped  and  nourished.  His 
right  pupil  is  slighdy  irregular  and  larger  than  the  left;  both  react 
nonnally.  The  heart's  ajiex  is  in  the  fifth  space,  just  outside  the  nipjJe- 
line.  There  is  no  enlargement  to  the  right.  The  heart-sounds  are  irreg- 
ular in  force  and  rhythm;  no  murmur  or  accentuation.  Hlood  normal. 
Blood-pressure  is  lao  mm.  Hg.  The  lungs  and  alxlomcn  arc  negative. 
In  the  left  axilla  there  is  a  gland  the  size  of  a  walnut.  The  left  1^  is 
mo\'ed  with  great  dit&culty,    Sensadon  is  evciywhere  good.    There  is 
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Tibrillaiy  twitching;  ov«r  the  arms  and  body,  and  a  couac  twitching  o( 
the  hands  and  face.  The  patient  is  very  sleepy,  but  when  arou!ied, 
speaks  without  difficulty.  A  neurologic  consultant  »atd,  "ptobably 
psjrchoneurosis,"  but  advi>cd  ua,  to  continue  obstxvalion  before  ooo- 
duding  that  there  i$  nothing  (urther. 

Discussion.— From  the  family  history,  from  the  prcvEous  attack 
of  pleurisy,  and  from  the  presence  of  an  enlaiv^  gland  in  tlie  led  axilla, 
tuberculosis  is  naturally  the  fint  cause  for  this  man's  ncnousncAS  which 
we  arc  led  to  consider.  Such  a  considvration,  however,  pro\-cs  IruititM, 
as  nothing  in  the  ph)'sical  examination  bears  it  out. 

Some  cerebral  lesion  was  the  next  thing  tliat  occiirrcd  to  me  in 
studying  the  case,  especially  In  view  of  the  headache,  the  nausea,  the 
irregular  and  unequal  pupils,  and  the  paresis  of  (he  left  Icij.  The  mental 
state,  moreover,  wa«  very  abnomud,  especially  cons^idcrinfc  the  age  at 
which  it  first  appeared,  and  the  mustular  tremor  seems  likewise  significant 
of  a  lesion  of  the  central  nervous  ^stcm.  Had  the  blood-pressure  been 
high,  we  should  doubtless  have  thought  of  clironJc  nephriiU  as  «>on  a» 
the  slight  cardiac  enlargement  was  discovcn»],  but  the  normal  pulse 
tension  threw  us  at  first  off  the  track. 

\Vc  remained  in  the  dark  rcganlini;  the  diaRnosis,  tn-ing  to  figure 
out  ^me  t}i>e  of  thromlwsis,  softening,  or  slight  hcmonrhage  in  the 
brain  which  could  account  for  the  condition  of  the  left  leg.  Dementia 
paralytica  was  coniudcred.  but  tlie  mental  slate,  the  pupils,  and  reflexes 
were  not  at  all  characteristic  of  this  condition;  nor,  on  the  other  hand, 
were  Ihey  wholly  inconsistent  with  it.  At  this  ])oint  most  of  our  diffiiuJ 
lies  were  cleared  up  by  the  receipt  of  a  full  report  upon  the  condition 
of  the  urine,  details  of  which  follow. 

Outcome.— I'he  urine  a%%nged  60  ounces  in  twenty-four  hfwn; 
specific  gravity,  ion;  the  sUgblest  possible  trace  of  albumin  was  found, 
and  a  rare,  finely  granular  caM.  Iliere  was  marked  soft  edema  of  the 
feel  and  lower  legs.  By  rest  in  bed,  10  minims  of  digitalis  e*eiy  four 
hours,  1  oum-e  of  magnesium  suli>hate  every  morning,  diuretin,  15  grains 
four  times  a  day,  and  limitation  of  liquids,  tlic  patient  was  greatly  im- 
proved by  the  second  of  June.  IW  tlie  third  the  edema  was  gone.  By 
the  ninth  he  was  sitting  up,  feeling  well,  passing  a  large  amount  of 
urine,  his  heart's  action  mitdi  stixHiger  and  steadier,  his  Ifig  mottom 
nearly  normal.  On  the  eighteenth  he  was  allowed  to  go  home  in  excel- 
lent &pirit». 

Oiagnoiia. — Chronic  intcrbtitial  nephritis. 


APPENDIX  A 

As  mentkned  in  tbe  Introducdcn,  ceruis  statistical  articks  and 

monographs  were  used  in  the  prepaiati<m  of  the  "  gridiiOQ  "  diagiams. 

The  most  impomut  n-eie  as  follows: 

I.  RoUeston:  "Diseases  of  (he  Liwr"  (W.  B,  Saundns  Co.1. 

3.  Bnmirell:  "Ctuucal  Studies,"  Jan.  i,  1910,  \uL  liii,  pan  'a,  p.  97. 

3,  Garceau:  "Renal  Tumors"  (Applelon,  1910). 

4-  Howard  \.  Kefly:  "The  Vennifonn  AppendU"  (W,  B.  Saundrn  Co.). 

5.  Tauqueicl  dcs  Planches:  "Mooogiaph  on  PhiinbiHa."  Paris,  (Sjq, 

6.  Suit:  "Ten-book  of  Diseases  of  the  Xert>ou>  S>Ttrin." 

7.  F.  C  9iattuck:  "Tuberculous  f^ritonids,"  Tians.   .'^^KK.  .^mer.  KiviicbB^ 
1901,  p.  137. 

8.  ThoniM McCrca:   Article  on  "Ti-phnid  Fever"  in  wL  ii  ut  Oiler'i " Modcn 
Medidnc." 

g.  NaunyD:  "Klinik  der  Cholelithiasis,"  Leip^g,  iSgi. 

ro.  Gmoougli  and  Joslin:  Article  on  "Gastric  Ulcer,"  Boalon  Med.  aitd  Sutg. 
Jour.,  Oct.  19,  iSgg- 

II.  E.  A.  Codman:  "Subdeltoid  Bursitis,"  Boston  Med.  knd  Surg.  Jour.,  Majr  J^ 
1906. 

II.  Bcrger:  "Occupalioo  Neuroses,"  Osier's  "  Modem  Medicine,"  W.J.  vii,  |>.  793. 

13.  Osier:  Article  on  "Aneurysm,"  Medical  Chronicle,  190(1,  v"l.  xi.  p.  6o. 

14.  Osier:  Lumleian  Lecture  on  "Angina  Pectorisi"  Lancet,  March  11,  iqio. 
ij.  Heniy  Phipps'  Institute:  ".'Vnnual  Reports"  (iQoO-igotjV 

16.  MuMcr  and  Nonis:  Article  on  "Pneumonia,"  Osier's  "  Modern  Medirine,"  tol 
ii,  p.  563- 

17.  Dickinson:  "  Uremia,"  in  "  Allbult's  S%-siem,"  1S97,  vol.  v,  p.  367, 

18.  Savill:  Lectures  on  "Hysteria,  Etc"  {Wm.  Wood.  1909). 

19.  F.  T.  Lord:  "  Diseases  of  the  Pleura,"  Osier's  "  Modem  Medicine."  vol,  HI,  pt 
7S0. 

30.  Keyes:  "Diseases  of  the  Genito-unnary  Organs"  (.\liplcliin,  1910). 

II,  Bevan:  "Renal  TubeTCukisis,"  Jour.  Anwr.  Med.  Assoc.,  O1I.  9,  1906, 

33.  AJbarran:  "Les  Tumeurs  du  Rein,"  Paris,  igo.v 

33.  Robson  and  Camnudge:  "Diseases  of  ihc  Pancreas." 

34.  Benj.  Tenney:  "Renal  and  t'teteral  Calculi,"  Boston  Med.  and  Rurg.  Jour., 
June  8,  1905. 

15.  F.  B,  Greenough:  "  Herpes  Zoster,"  Boston  Med.  and  Surg.  J»ur.,  Dec.  5,  1R89. 


APPENDIX  B 

L  Typhoid  R^gfime  at  the  Massachtiaetti  General  Ho^rttal  (Wert 

Medkal  Serrioe) 

I.  Bed  until  temperature  is  normal. 

3.  Four-houtly  chart. 

3.  Four-hourly  mouth-wash  and  spray. 
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(a)  Swab  tongue,  cheeks,  and  gums  with  cqu*l  parts  of— 

Boric  acid  {salurated  aqueous  tolutioa),  *) 

Letnon-juice,  >  on  a  cotton  stick. 

Glycerin,  ) 

(b)  Dobell's  sotutioDj  i  part    >  „  .     ■  t  .      ■ 

,,,  ?■  Sprayed  with  an  atoiniter. 

Waler,  3  parts  j    '^ 

4.  Four-houriy  bath  whenever  tetnperaluic  reaches  or  exceeds  103.5°  ^-  (W  mouth). 
Baths  ate  given  with  waiei  and  40  per  cent,  slcobol,  equal  parts.     Duration,  twcntj 

minutes  (if  reaction  is  good). 

Temperature  of  bath,  90°  ¥.,  if  mouth  temperature  is  loz.;'  F. 
Temperature  of  bath,  85°  K.  "  "  103.0'  F. 

Temperature  of  bath,  80°  F.  "  "  103.5'  F- 

Temperature  of  bath,  75°  F.  "  "  104.0'  F.  or  miire. 

5.  Suds  enema  every  second  day,  if  needed. 

6.  Cocoa  buttci  to  lipa,  p.  r.  n- 

TvrBom  Diet  (as  Intxoduced  by  Dr.  F.  C.  SsATTtrcK  n   1897'). 
I.  Break jast: 

I.  One  egg  on  a  slice  of  toast  with  liutler. 
1.  One  of  the  following  drinks — 

(a)  Milk,  5iv,  with  cream  (90  per  cent.),  Sij,  and  nulk-ni^r,  3m  to  SJ. 

(b)  Mailed  tniik,  5v. 

(c)  Cocoa. 
(J)  Coffee. 

(r)  McUin's  food. 
11.  10  A.  u. : 

Lemonade,  orangeade,  gnpe-juice,  or  albumen-water  with  Sij,  milk-aupir. 

III.  Dinner: 

1.  Milk,  cn^am.  ami  sugar  miilurc  as  almve. 

2.  One  of  the  foliowinR  ailids — 

In)   Kgg  with  loasl  and  butter,  as  al'.vc. 
|M  Minifii  chirken  wiih  loast  and  liutti-r,  as  Blx)ve. 
(f)    Icl■^n■am. 

(iTl  llianr  manji!!'  or  uim-  jelly  with  sugar  and  at  least  3j  <>f  cream. 
r\".  3  p.  u. : 

Out  raw  egg  tioaicn  up  uith  milk,  ^i\;  10  ikt  cent,  cri'am,  l^ss;  and  milk-sugar.  ?lj 

\'.  Supprr: 

1.  Milk,  cn-am.  and  sugar  mixlun'.  as  at  linalifasl. 

2.  Haki'd  appitiir  lanani-nhip,  with  ^j  i  nam,  orunt-balf  slice  ultuasi  with  butter 

VI.  Duri'ix  Dii-  \iq/il: 

Ti"i  drinks  innsiiling  nf — 

Albumrn-waltT,  1 

lirape-juin-p  .  .       .„         ,  ■ . 

,  '  with  milk  and  sucar,  5j. 

Ij-nvinailr,  j 

Omngiadi',         J 
Or. 

rr.iiMl,  "J 

Malii'd  milk.  with  milk. 

rhimjlait,  I 

This  diet  su|>plii-s  al>>ui  ;goa  calories. 

'  F.  C.  Shatluck,  Journal  of  the  .\mer.  Med.  Assoc.,  July  10,  1897. 
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n.  Rigime  foe  Cues  of  Pqitk  Uket — Gastric  or  Duodeiul — as  Used 
hi  the  West  Bilcdical  Wanl^  Masadiusetts  General  Ho^hal 

A.  Rest  in  bed. 

B.  Diet  u  foUoK's: 

I.  For  ird  Ihrtt  days  giif  fvfry  t«o  hours  (when  Kwakr) — 

}iilk,  3  ounces,  witb  two  pirj'Jerrd  Si-dti-criirkrrs  (i)  inrhes  squair)  aiid 

Ciine-jujur,  t  leaspoanful  (if  irlishrdl. 
»,  For  ncit  t»-o  or  three  weeks  every  two  hours — 

Milk,  6  to  8  ounces,'  with  four  powdered  sod«-cr«ckcr»  and 

Ckne-sugST.  t  to  2  leaspoonfuls  (if  desired). 
3.  For  next  two  months  (more  or  less)  a  diet  cnnsiiiingolaveragiepnrtionsoflba 
following  articles — 

Milk  and  crackers,  as  abo\'t. 

Commcal  rnush  wiih  cream  and  sugar  or  salt. 

Potato  pur^. 

Milk  nilh  whiles  of  i  eggs. 

Suft  custard. 

Cbomlaie. 

Pea  pur&. 

Water  is  given  acrording  to  the  patient's  deNte. 

C.  For  pain  or  sour  burning  eructatton  ■  saucer  of  iodic  bicarbonate  and  a  spoon  arc 
put  at  the  bedside  and  the  patient  is  told  to  take  ibe  soda  in  amounts  sufhcieni  to  relievr  him. 


APPENDIX  C 
THE  CLASSIFICAnON  OF  NEPHKITK 

Throughout  this  bonk  1  have  adopted  the  clastificatiun  used  in  (he  autopsy  retnrds 
of  the  Massachusetts  General  Hospital,  and  identical  in  its  main  outlines  with  that 
used  by  Senator  and  by  Councilpian.     The  gist  of  it  appears  to  be  as  follows; 

Leaving  out  of  account  the  acute  destructive  IcsiunR,  such  as  may  be  produced  by 
mercurial  poisoning,  suppurative  nephritis,  etc.,  the  renal  lesions  di.itinguishahle  by  a 
group  of  clinical  and  anatomic  characteristics  arc: 

I.   Gbmerub-nephrilis,  early  or  late. 

3.   Interstitial  nephritis.' 

The  former  results  from  an  injury  pniduced  in  the  glomeruH  by  Sumr  irritant — 
usually  the  poison  of  an  acute  infectious  disease,  such  as  scarlet  fever,  pneumonia,  or 
acute  endocarditis.  Edema,  anemia,  and  often  uremic  manifestations  occur.  In  cases 
lasting  over  six  weeks  there  is  usually  cardiac  byperlmph)'.  If  the  injury  to  the  glomeruli 
is  relatively  slight  and  limited  to  a  few,  recovery  takes  [ilace  after  an  acute  or,  rarely,  a 
subacute  course  of  the  disease.  If  the  injury  is  more  serious,  the  disease  may  go  on  in  a 
latent  and  we  11 -compensated  form  for  months  or  years,  finally  ending  with  a  burst  of 
"  acute  "  symptoms  (edema,  anetnia,  uremia,  caniiac  lailurel.  In  the  more  chronic 
cases  the  histology  of  the  kidney  and  the  condilic)a  of  the  heart  and  urine  may  closely 
resemble  thc^se  of  the  type  next  to  be  described. 

Chronic  interstitial  nephritis  is  relatively  uncommon,  especially  in  the  first  half  of 
life.  The  lesions  do  not  appear  to  originate  in  the  glomeruli,  and  the  islands  of  Intact 
glomeruli  are  relatively  few.  The  change  represents  a  more  generally  distributed  dia- 
ease  whose  cause  is  obscure,  though  in  many,  perhaps  most,  cases  it  seem*  to  be  related 
to  arteriosclerosis.  _ 

'  Not  including  Councilman's  "  acute  interstitial  nepbtitia." 
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Abdominal  aneurysm,  171 
angina,  165,  i6g,  1S3 

cause  of  epigasUic  pain,  155 
paia,  36 
causes  of  general,  118 
general,  iiS 

considerations,  34 
on  diagnosis  of,  3S6 
tuberculosis,  164 
tumor,  115,  134 
cause  of  general  abdominal  pain,  lag 
Abortive  typhoid,  444 
Abscess,  cerebral,  510 
deep  azillaiy,  J34,  484 
"  fliation,"  307 

hepatic  89,  230,  231,  318,  *63,  47S 
iacUoractal,  368,  400,  481 
liver.     See  Abscess,  hepaiie. 
lung.     See  Abscess,  pulmonary. 
moltipl*  rvnat.  111 
twriaepliiic,  86,  91,  318,  411 

cause  of  lumbar  pain,  Si 
pnljMtal,  411 

pnlmoiury,  Ji8,  *61,  566,  ST9,  589,  sm 
renat,  iii 
mbdlaphTasmatic,  13s,  229,  318 

cause  of  right  hypodioDdriac  pain,  304 
tubal,  233 

tuberculo^  with,  338 
Acetanilid,  40 
Acid  (oxalic)  poisoning,  647 
Actinomycosis,  330 
Acute  yellow  atrophy  of  liver,  737 
Adami-Stokei'  djuue,  435,  492,  518,  520 
Addiion'i  diiaaae,  S3S,  571 
Adenitis,  31] 
mesenteric,  337 
■yphUltlc,  281 
Adenoma,  simple,  of  thyroid,  49 
Adherent  pericardium,  216,  709 
Adhesions,  pelvic,  cause  of  left  iliac  pain,  376 
of  right  iliac  [)ain,  zjq 


Adhesions,  pleural,  1S5,  301 
pleuropericardial,  185 
pyloric,  174 
cause  of  epigastric  pain,  154 
Adhesive  pericarditis,  51 

chronic,  705 
Adolescence  cause  of  headache,  35 
Air,  bad,  cause  of  headache,  33 
Alcohol  cause  of  headache.  33 
Alcoholic  gaatritla,  214 
nenritil,  373,  555,  557 
cause  of  pain  in  legs  and  feet,  351 
AUohaUam,  77.  158,  167,  170,  '77. 192.  ig$, 

270,  3S9.  390,  447.  47S.  501.  517,  538. 
611,  633,  6S9 
cause  of  coma,  486 
of  convulsions,  4S6 
of  vomiting,  600 
Amyloid  metamorphosis  of  liver,  318 
Anal  fistula,  317 
Anemia,  140 
cause  of  headache,  32 
pemidoiu.  146,  150,  540.  S49.  570.  S74. 

739 
•acandMT,  151,  539 
Aneorjan,  165, 190,  292,  397,  399, 337, 337, 
34°,  344-  345,  582 

abdominal,  173 
aortic,  86,  log,  142,  296 
called  rhaumatilin,  327 
cause  of  brachial  pain,  325 

of  lumbar  pain,  Jo8 
of  spine,  iiS 
thoracic,  315,341 
Angina  abdominatis,  165,  t6g,  181 
cause  of  epigastric  pain,  155 
prctoria,  26,  177,  182,  295,  297,  30S,  313, 
319.  343,  344 

cause  of  brachial  pain,  325 
hucttonal,  243 
low,  1«8 
Anginal  pain,  four  occasions  for,  344 

747 
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Anj^noid  pain,  16 

Ankle,  sprained,  cause  of  pain  in  legs  and 

feet,  351 
Anoreaa  nervosa.  436 
Aorta,  drnamlc,  UI,  14,! 
syphilitic  heart  and,  296 
Aortic  aneurysm,  86.  loq.  141.  J96 
insufficiency,  igj 
refpirgilation  cause  of  cough.  577 
■teiiona  and  rssursitatioii,  604 
valves,  fibrous  endocarditis  of.  Jij 
Apc^lexy,  389,  497,  5'° 
cause  of  coma,  4S7 

with  hemiplegia  cause  of  patalyus,  533 
Appendidtia,  S9,  93,  loi.  131, 133, 136, 138, 
179,  iQ'i  ^60,  2bi,  163,  267,  268,  356, 
4ig,  445.  613,  646 
acute,  64,  364 

cause  of  short  fever,  404 
of  vonutinR,  6oq 
and  broncUti*,  138,  584 
cause  of  epigastric  pain,  155 
of  Keneral  abdominal  pain,  119 
of  right  iliac  pain,  359 
(hronic.  191,  611.  6jo,  640 
(ear  of,  cause  of  right  iliac  pain.  359 
peptic  uk-er  and  gall-sloncs,  191 
AppandJCDlai  caUc,  270 
Appendix,  "  hi^li."  107,  30a,  136 

cause   of   rit-hi    hyjKirhondriac    |>ain. 
104 
Appraheaaiaa,  542 
Arm  and  shoulder,  neoplasm  of,  cause  of 

liraihial  |>ain,  ,*-'.; 
Arms,  pain  in.  3.>ti 
.\rs(-[ut  ill  [Hiisiminu,  55K 
.\rlrrial  spasm,  .to 

Ancrjoiclerolit,   .11,  .W.  i'.  181,  .(01,  3S3. 
S40,  541,  000.  <!i ; 
riTi'bral.  5;  1 
Ki'niTal,  i.-i 
Arthritia,  (<(•.  i.So.  332.  ,i4,(.  ,170 
iiciili".  rausc  i)(  >hiirl  fcvvr.  404 

I  if  lii[j.  i,<M) 
alr.i].lii. .  .134.  ,!■;,(,  ,;S4 

laiiM.'  of  ]iaiii  in  legs  iind  feel.  .151 
lonorrheil.  ii'i.  350,  392 
hy]«TIpp|ihii .  .1,14,   (s;.  ,1,14 
(iiii~i'  of  lumkir  iKiin,  .Si 

of  ]>iiin  in  lews  ami  fei'l.  35' 
apinal,  89 

ra<liaLiun<<   from,   cause   of   axillary 
[lain,  JS9 


Arthritis,  infectious,  381 
cause  of  long  fever,  403 

of  pain  to  legs  and  feet,  351 
of  hip,  368 

of  left  sBcro-iliac  joint.  107 
of  spine,  107 
cause  of  lumbar  pain,  81 
osteo-.     See  OsUo-arllrilis. 
pnaDmococcna,  37S 
rheumatic,  06,  365,  384 
sacro-iliac,  179 
of  shoulder-joint,  338 
various  types  of,  cause  of  brarhial  pain. 

33S 
Artificial  menopante,  302 
Ascending  colon,  cancer  of,  657 
Ascites.  315 
Astasia  aba«a,  519 
Asthma,  bit»tchial.  316 

and  broncUtla,  SOS 

cause  of  cough.  577 
of  dyspnea,  687 
Ataxic  paraplegia  cause  ol  paralysis.  533 
Atrophic  arthritis,  334.  353-  3** 

cause  of  pain  in  legs  and  feet,  351 
Atroplir  of  Utbt,  acuta  jallDw,  727 
Attempted  miscaniage,  613 
Attention,  expectant.  106 
At>pical  funns  of  malaria.  641 
"  Aulo-inloxicution,"  301 
AsllUrr  abtceia,  deep,  334. 4B4 

pain,  2QO 

Hmk.   acuU'   sprain   of^   lausc   of   lumbar 
j>ain.  81 

strain.  g(i 
Backaihc.  "functional."  70.  87,  103 

"'  kidney  K"*"!'.  '  ii(> 

"  oriho|n-clic  group."  80.  Sft.  00.  m .  101, 
■  iK,   i-o 

'"  |ii»tural,"  70 

"  pri-ssure  grou]i,"  Sd.  108.  109,  ]  iS.  110 

sairii-iliai .  71) 

'■  uierinc."  ;cj 
IJad  air  cause  »f  hc.iila<hc.  a 

hygiene,  132 
Balance,  defectiii'.  lavise  i>f  lumbar  |>ain, 

Ml 
Banti's  disi'aw.  531 
B.iftO  of  skull,  fraclurt  of,  54 
liasi'ilow's  di.iease,  51 
"  Htil  fever,"  457 
Bilc-ducts,  cancer  of,  cause  of  jaundice,  717 
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"  Biliousness,"  35 

cause  of  headache,  33 
Birth  palsy  cause  o[  paralysis,  533 
Bismuth  poisoning,  subnitraCe  of,  118 
Bladdar  cancer,  378,  074,  676 

gall-.    See  GaU-bladder, 

stone  in,  279,  675,  676,  6S4 

tnbarcnlotii  of,  2&a,  669,  070,  68a 

tumor  of,  cause  of  hematuria,  666 
Blood.    See  Hematuria,  Hemoptysis,  etc. 

cultures,  74 
Bones,  tuberculosis  of,  346 
Bowel,  cancer  of,  86,  170.    See  also  C(^oh. 

ulcer  of,  86 
Boys   of   fourteen   and   fifteen,    infections 

common  in,  445,  469 
Brachial  neuralgia,  336,  338 

neuritis,  338 
Brain,  concussion  of,  55 

softening,  77 

tumor,  ss>  61,  70,  7S.  77.  4i3.  49^,  S'o, 
S17.  S13.  5^8, 61S,  640,  641,  644.  737 
cause  of  coma,  487 
of  headache,  33,  38,  46 

"  wet,"  77 
"  Brain-fag,"  535 
Breur,  37a 
Brewer,  G.  E.,  100 
Bright's  disease,  chronic,  154,  353, 615,  640, 

673,  676 
Broken  rib,  292 
Bronchial  asthma,  316 
Bronchiectasis,  5S1,  5S8,  599 

in6uenzal  infection  of,  304 
Bronchitis,  304,  s8i,  603 

acute,  471 
cause  of  short  fever,  404 

and  appeDdicltis,  iiS,  584 

and  aathma,  S8S 

and  emphjaama,  700 

bronchoimenQioDia,   bTonchlactaalB,    and 
ampbTsema,  590 

cause  of  cough,  577 

chronic,  118 
cause  of  dy^nea,  687 
Bronchopneumonia,  515 

bronchiectatlai    emphraema,   and   bron- 
chitia,  590 

•treptococcuB,  S87 
Buho,  lit 

"  Burning  pain,"  223 

Bursitis,  subacromial,  330. 333, 335. 33^,  33* 
cause  of  brachial  pain,  315 


Caicijujs.    See  Stone. 

Cancer,  97,  j6o,  269,  725 
of  bile-ducts  cause  of  jaundice,  717 
of  bladder,  278,  674,  686 
of  bowel,  86, 170 

cause  of  long  fever,  403 
of  colon,  196,  251,  255,  257,  181,  61S,  6S7 
of  duodenum  cause  of  jaundice,  717 
of  gall-bladder  cause  of  jaundice,  717 
gaatiic,  36,  144  i;6,  159,  t6i,  163,  t66, 

175. 18*.  189. 194,  JJ3.  251.  536.  M*. 
614,  616,  636,  648,  651,  658 
cause  of  epigastric  pain,  155 
of  jaundice,  717 
of  vomib'ng,  6og 
hapatic,  157,  196,  ill,  129,  370,  408,  SSO, 
720,  727 
cause  of  jaundice,  717 
of  right  hypochondriac  pain,  104 
intestinal,  147,  159,  277,  574 
of  liver.    See  Cancer,  hepatic. 
of  pancraaa,  186,  214,  230,  726 

cause  of  jaundice,  717 
rectal  or  intestinal,  574 
of  factum,  ISO 
racurrant  Intaatinal,  146 
of  sigmoid,  281,  283,  618 

cause  of  left  iliac  pain,  276 
of  s|»ne  cause  of  lumbar  pain,  81 
of  splenic  fieiure,  252,  255 
of  stomach.     See  Cancer,  gaslric. 
of  utenii,  381 
Cardiac  cases,  sudden  death  in,  496 
dllatatioii,  •cnte,49,  SL  ^97. 3'4,  TO*,  709 
disease,  40,  226,  546,  569,  605,  612,  709, 
710 
cause  of  dyspnea,  687 
of  vomiting,  6og 
hypertrophy  and  dilatation,  49,  397 
insuiiiciency,  701 
Cardiorenal  disease,  630 
Caries  sicca,  334.  33 ^ 
Catairbal  jaundice,  210,  454,  626,  717,  719, 

«1,  723,  714,  7i8 
"  Catiiartic  method,"  373 
Cecal  region,  tuberculosis  of,  361 
CeUulltla,  330,  340 

infectious,  33  Z 
Central  pneumonia,  447 
Cerebral  abscess,  510 
arteriosclerosis,  521 
concussion,  55 
cause  of  headache,  35 


750 


INDEX 


Ctrebn]  hamanbag*,  70,  74 
aoftetiine,  77 
syphilis,  37 

tumor.     See  Tumor,  brain. 
cause  of  headache,  33,  jS,  46 
Cacebioiiaiia]  iTphilli,  391 
Carrical  rib,  317,  336,  i37,  340 
cause  of  brachial  pain,  335 
Charcot  joint,  383 

Charts  and  diagrams,  explanation  of,  12 
Chest,  tnaligDant  disease  of,  313,  316 

wall,  malignant  disease  c^,  310 
Childbirth  cause  of  lumbar  pain,  81 
Children's  fevers,  417 
ChilU,  461 
causes  of,  461 
"  creeping,"  461 
"  nervous,"  461 
occurring  in  typhoid  fever,  480 
Chlorotit,  160, 397,  544,  6Z1,  731 
Cholangitis,  110 
Cholecystitis,  loi,  191 
■cute,  219 

cause  oC  riRht  hypochondriac  pain,  104 
tnihold,  110,  238 
Choladocbna,  atone  (n  doctna,  224,  232 
Cholabthlaaii,  S6,  113,  164,  tftS,  i6g,  170, 
174,  175,  17a,  182,  187,  IQ2,  197,  198, 
206,  210,  235,  2.S2,  265,  307,  483,  630, 
719,  712,  723,  724 
cause  of  chilis,  4(to 
of  L']>iguslri(  iKiin,  155 
uf  jaundiie.  71  7 

of  riKht  hyjHK  himdriac  pain,  204 
with  pBrforationi,  178 
Cirtumlli'i  i«iralysis.  3.14,  i.iS 
Cirrhosis  of  livtr.  145.  1H7,  [g6,  113,  12s, 
;32.  34ti,  31S,  S50,  (112.  ()4K,  725,  728 
caust  of  jaunditf,  717 
of  louK  fuvci,  40.1 
Qaudiiali'iii.  inli-rmintni,  tause  of  pain  in 

legs  all<l  f(1'[,  (SI 
Clublxil  rinitcr-,  3110 
Cobb,  l-';irrar,  100 
Cocain  habit,  i.^r 
"  Colds,  lomniim,"  48 

cause  of  -liort  fevers,  404 
Colii.  ;'■.  ii  1 
appendicular,  270 
li'ad-,  131 
renal,  144 
Coliiu  miii.i>s.'i  lause  of  right  iliac  pain,  259 
ColJti>.  liiriinii,  130 


Colitl*,  mncoM,  124,  131,  109 
pnfoiatiTe,  149 

tuberculous,  146 
Colon  badlliM  Inlectfam,  109 
cancer  of,  196,  3$!,  jjs.  ^57.   aSi,  jSj, 
618,  6S7 
Colunm,  spinal.     See  Spinal  colmwni. 
Coma,  4S8 

causes  of,  48S 
Comatose  or  convul^ve  patients,  ezamiu- 

tion  oE,  4S8 
"  Common  colds,"  48 

cause  of  short  feven,  404 
Common  duct,  stone  in,  224,  232 

infectious  cause  of  headache,  35 
CotKomitant  nephritis,  59 
Concussion  of  brain,  55 
Congestion,  gastrobepatic,  due  to  cintaoais 
or  cardiac  disease  cause  of  epigastric 
pain,  iss 
hepatic,  19S,  3t8 

cause  of  right  hypochoodriac  pain,  204 
Constipation,  133,  152,  159,  161,  162,  166, 
170,  173,  t7S.  177,  19s.  198,  280,  614, 
623,  624,  661 
cause  of  epigastric  pain,  155 
of  general  abdominal  pain,  tiQ 
of  headache,  31 
{neurosis?).  613,  624 
Constitutional  headache,  48 
Constriction,  pain  with  a  sense  of,  26 
Contusion.  3.15 

ConToleicence  from  pneumonia,  500 
Convul^ion?i,  501 
iausi"s  uf,  jMS 
Convulsive  iKilifnts,  examination  of  uima- 

tii>o  or,  4«K 
Costal  tuberculosis,  320 
Cough.  57'> 
causes  of,  576 
"  heart."  so<i 
mixture.  '101 
varieties  of,  57'! 
CtmrvoisiiT's  law.  1S7 
I  ('rail!,  Ch.irlts  ¥..  041 
"  Cramp,  writer's."  524 
Crisis,  t,Msirii ,  i;8.  tWi,  'mo,  (142.  651 

vascular,  31,  181,  3.S;,  432,  510,  SIl,  5.1 
Croup,  708 
,  Cultures,  blooii,  74 
I  Cursthmann,  601 
Curvature,  spinal,  380 
,  Cysl,  hy<lalid,  of  liver,  ;)i,  330 
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Cjit,  ftTUian,  267,  169,  272 
cause  oC  left  iliac  pain,  276 

oF  right  iliac  pain,  259 
mptorad,  2M 
strangulated,  383 
with  twitted  pedida,  263,  26S 
renal.     See  Cystic  kidneys. 
Cystadanonui,  pipiUur,  at  Iddnei,  677 
Cystickidneys,  congenital,  86, 115, 2»i,  146, 

Cjitltia,  669,  67s.  683 
cause  of  hematuria,  666 
chronic,  280 
gonorrheal,  280 
of  nnknowD  origlll,  675 

Death,  sudden,  in  cardiac  cases,  496 
DabUit;,  101,  120,  15S,  225,  227,  563,  608 
Defective  balance  cause  of  lumbar  pain, 

86 
Deforming  osteitis,  48 
Deformity,  round-shoulder,  342 
Degree  of  pain,  25 
Delirium,  salicylate,  364 

tremens,  660 
Demaotla  pualytica,  d7,  6q,  521,  525,  742 
cause  of  coma,  4S7 
of  paralysis,  S33 
Dercum,  Dt.  C.  T.,  80 
Dlabatei  malUtii*,  51,  ^V>>  i62,  434,  501, 

S17,  551,  553,  S73.  600,  629,  731 
Diagnoses,  causes  of  incorrect,  17 
Diagnosis,  vulnerability  of  all  differential,  19 
Diagrams  and  charts,  explanation  of,  11 
Diarrhea  cause  of  epigastric  pain,  155 

of  general  abdominal  pain,  129 
Diet,  Lenhartz's,  Dr.  H.  F.  Hewes's  modifi- 
cation of,  IS3 
Dilatation,  acnte  cardiac,  49,  51,  297,  314, 

704,  jog 
Diseases  frequently  diagnosed  as  rbeimia- 
tism,  320 

not  con^dered  in  this  book,  21 
Dislocation  of  humerus,  335 
Displacement  of  liver,  121 
Distomiasis,  317 
Disturbances  of  sensation,  29 
DJTWticDUtli.  2S4 
Doraal  tabai,  131,  161,  387,  555 
with  gastric  crises,  642,  65' 
Drt^y,  49,  301,  355 

pleural,  314 
Dmi  hablti,  659 


Drug  poisoning,  732 

Ductus  choledochus.  st<Hie  in.  224,  23a 

Dunn,  Dr.  Charles  Hunter,  217 

Daodanat  nlcar,  131, 140, 1^9, 163, 166, 167, 

169,  176,  212.  234 
Duodenum,  cancer  of,  cause  of  jaundice,  717 
Dynamic  aorta.  Ml,  143 
Dysentery,  399 
Dysmenorrhea,  26 

cause  of  left  iliac  pain,  376 
of  right  iliac  pain,  259 
Dyspepsia.  177,  3i9 
Dyspnea,  686 

causes  of,  689 

inspiratory  and  expiratory,  707 
Dyniria,  423 

Eclampsia   (puerperal)  cause  ol   convul- 
sions, 500 

Ectopic  gestation  cause  of  left  iliac  pain,  276 

Edama,  acuta  ptilmonary,  305 

Edinger,  35 

Effusion,  dropsical,  301 
paricaidlal,  205,  314 

plaural,  299,  300,  306,  353,  439,  598,  6S4, 
739 
purulent,  31S 

Embolism.  70 

Emotional  excitement,  its  relation  to  pain, 

37 

Emphjaama,  88,  300,  590,  700 

cause  of  cough,  577 
of  dyspnea,  6S7 
Empyema,  aig,  318,  429,  48J,  S47f  s8i 

interlobar,  415,  593 

neces»taCis,  320 

poatpnaumonic,  63,  41S.  S93>  594.  703 

tnbarcDlona.  545,  701 
Endocardia]  fever,  420 

infection,  465 
Bndocarditla,  95,  iSo,  375,  469.  544,  5<Ui 
695 

acute,  740 

flbrottt,  of  mitral  and  aortle  valvaa,  215 

gonorrheal,  302 

mitral,  365 

nlcaratlva  (or  malignant),  92,  UO 
Endometritii,  hjp*n>iailic,  698 
Endothelioma,  plaoral,  738 
Enteritis,  648 

cause  of  epigastric  pain,  133 
of  general  abdominal  pain,  198 

laatTo-,  143,  649 
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SntMitia,  tnbarcalotM,  154 

BuotmU,  083 

Biideiiilc  menlnclll*,  57,  441,  508 

poliomyelitis,  SS^ 
Epididymitis,  tubercular,  iis 
Epigastric  pain,  156 
BpUBpQ,  SOI,  505,  517,  5JI,  SJ4,  '00 

cause  of  convulsions.  500 

Jacksonian,  391,  514 

nocturnal,  509 
Erysipelas  cause  of  short  fever,  404 
Erythematous  lesions,  73 
"  Essentia!  "  headache,  4S 
BltlT»-aDtumiul  malaria,  410,  456 
Evidences  of  pain,  34 
Evils  of  obesity,  resulting,  373 
Examination  of  comatose  and  convulsive 

patients,  4S& 
Exdtement  cause  of  dyspnea,  6S7 

emotional,  and  its  relation  to  pain,  ij 
Exertion  cause  of  dj'spnca,  6S7 
Sihauatloi],  477,  628 

narroiia,  649 

postepileptic,  cause  of  coma.  487 
"  Expectant  attention,"  306 
Expiratory  and  inspiratory  dyspnea,  707 
Extra-uterine  pregnancy,  163 

cause  of  general  abdominal  |iain,  1 10 
of  right  iliac  pain,  350 
Eye-slrain  cause  of  headache,  53,  41,  67 

Katiouk  cause  of  brachial  pain,  315 

of  headache.  3;.  33.  535 

of  lumlur  |Kiin.  So,  Si 
pciis.ms,  3J 
Fady  nii-lamiiriihiisis  of  liver,  318 
"  tVliriculd."  13S 
Ffiiil  impaititm.  424 
Feci.  |Kiin  in  U-^s  :ind,  352 
Femur,  sarcoma  of,  383 

■■  lu'd-."  4s; 
of  I  hildrrii.  41  7 
f'liiliu  urili;il.  4.-0 
(■ii)l  •■(ihiif.  40H 
glandular,  452 

lolll!.  40[,  403 
nuii-iniii  lion-,  jo; 
short.  401 ,  403 
^liiw,  3or 
urticarial.  457 
Filirniil  lumor  of  UUTUS,  173.  ;(>3.  183 
uterine.  i73,  .'(13 


Vlbroiw  andocaidltl*  of  mitral  aad  inrtlr 
TalTM,  21s 

myocarditis,  chronic,  611,  705,  709 
Fingers,  dubbed,  390 
Fistula  in  ano,  317 
Fixation  abscess,  107 
Flat-foot,  366,  371,  379,  38s.  388.  »M 

cause  of  pain  in  legs  and  feet.  351 
Flatulence,  aoo,  244,  ,113,  319 

cause  of  axillary  pain.  2S0 
Flint,  Austin,  Ji6 
Floatini  Udnaj,  225,  173.  639 
Floyd.  Dr.  Cleaveland,  587.  600 
Food,  relation  of  pain  to  taking  of.  18 
Food-itrain,  acute,  372 
Fractnn  of  bu«  of  ikuU,  54 

of  humerus,  334,  33  S 
Fraetimd  palTia,  3M 

rib  cause  of  axillary  pain.  j8a 
Freud,  S.,  37J 
Frontal  sinus,  disease  of.  cause  of  beadacbc. 

43 
Functional  affection  of  spine.  108 

•npna  pectoria,  243 

backache.  79,  86.  103,  108.  118 

neurosis,  365 

Gall-blaodbb,  cancer  of,  cause  of    jaun- 
dice. 717 

di.sease.  15; 

cnlarKcment  of,  221 

langrenoui,  176 

infcition,  131.  307 
(lall-stone  disease  475,  663 

iv\ci.  408 
(kill-slono.     Sec  Ckol<lilkiasli. 
■■  (JilstralKia,"  i()4 
(liistrtitasis.  (17 
(laslrir  laniiT.     See  Cuiurr,  (us/riV. 

critis.  tabei  dotaalii  with,  i.'S.  ifib.  630, 
04:.  051 

llalulenic.  ;oo 

htjKiIi'    ionm"stLon   clue   to  iirrh<f>is   or 
1  iiriliai'  disease  cau^J.■  of  f]>iKasttii  |)ain. 

135 
neuro»i».  162.  185,190,  257. '113,  ();.\  O31. 
633,  [140.  (155.  Wil 
ciiiisi'  of  cllil^a^l^il  [Kiin.  155 
ol  (.■'■iiiTiil  aUlominal  pain,  129 
of  voniilinK,  IKX) 
tumor,  us 

ulcer,  8(1,   IS7,   187,   101.  "1".  M7,  648. 
682,  737 
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GaMric  nlcar,  pMfantsd,  8g,  277 
Gastritis.  64S 
■Icoholic  214 

iauif  of  vomiting.  609 

phlegmonous.  471 
Gutr»-enlujti>.  143,  640 
Gastnv intestinal  disease,  psychic  causes  in, 

tract,  infection  of,  653 
CmitTO  ptosis,  035 

Gefaaskrisen     30 
Genito-urinao'  tuberculosis,  660,  675.  73' 
Gestation,  ectc^c,  cause  of  left  iliac  pain, 

276 
Glandotar  f«TM,  432 

tuberculosis,  338,  471 
Glomerolonaphrltls.   clmiilc,  49,  60,  407, 

7M 
Goiter,  S' 
GonotrlieB,  139.  180,  260,  369, 376, 384, 387 

tause  of  long  fever,  403 
GoDorrhesl  ■rthritiG.  66,  3S0,  392 

cystitis,  J  So 

endocarditis,  302 
Gont,  36S,  373,  ^76,  387,  539 

cause  of  pain  in  legs  and  feet,  351 
Graham,  Dr.,  igi 
G»T«a'  diaetM  (hyperthyroidism),  49,  551, 

572,  610,  70s.  709.  731 
Gregg.  Dr.  Donald,  331 
"  Grip,"  J4,  gi  9s,  138,  194.  403.  4'*.  443. 

465  434,  S'X'i.  561,653 
Gun^ma,  hepatit,    56 
Gumma  to  us  tumor,  345 
Guthrie,  Dr.,  192 

Habit,  cocain,  131 

drag,  659 
"  Habit  "  pain,  29,  85,  317 
HiLcanblDch,  222 
Head,  Henry,  39,  248 
Headache,  31 

causes  of,  39 

cunstilviliiinal,  4S 

(!ii(?  lo  (rauma.  44 
-essential  "48 

ftenqral  considerations  (Mi,  32 

indurative,  33, 35 

its  position  and  nature,  37 

"  neuralEic,"  71 

"  ncurasl-hcTiii ,"  48,  34,  67 

<rf  psychic  origin,  47,  73 

"  rheumatic,"  36,  42 
48 


HewUcbe,  "  sick,"  50 
syphilitic.  43 
of  nnknown  origin,  48 
DTOBlc,  49 
vasomotor,  j6,  37 
'■  Heart  ct«mh."  599 
!  Heart,    dilated,    difference    between    peri- 
cardial  effusion  and,  314 
disease,  40.  '^6.  J46,  s^.  <«S.  •»».  799. 
710 
conganltal,  522 
'h\tH-ttn.>;i1iy  .-uid  dilatation,  49,  197 
syphilitic,  and  aorta,  396 
«Mk,30S 
Heberden's  nodes,  jgo 
Hematogenous  infection  of  kidney,  S6,  91, 

98,678 
Hematoma.  335 
Hematuritt.  667 

cauH  unknown,  478,  682 
tftusos  and  ty|ic3, 667 
Hemoly»s,  367 

Hemolytic  jaundice,  chronic,  537 
Hemoptysis,  causes  of,  595 
Hemorrhage,  S40 
ceie'btal,  ;ci.  76 
ncmiirrhajlic  conditions,  317 
HcmotrhngCta.  purtiurtt.  317 
Htmol  lumi-x,  .(oi 

Hepatic  iibscesi,  8q.  230,  131.  318,  462,  475 
ulrophy  (iiculfl    727 
cancer.  is7.  106.  211.  a«).  370,  408,  550. 
720,  717 
cause  of  jaundice,  717 
ol  rigbt  hyiHn'hdndrlac  pain,  304 
coniesUoa,  195,  318 

lauscof  riKhlbypochondriacpain,  204 
■diseases,  431 
displar. t-iTicnl,  2H 
tunini*,  BfphJIitic,  154 
inftvtiiin,  4J3 

and  pulmonary  abacoai,  463 
syphilis.    Sit  .SypJiilii   hepalic. 
Hepatitis,  chronic  interstitial,  731 
Herpes  io»ler  8ri,93,  360 

cauf;e  of  lumliar  pain,  Si 
"  Hfgh"iiii]n-]iilli,  207,  20Q,  2,46 

cause  of  right  hypochondria!  [>ain,  204 
Hip,  acute  arthritis  of,  369 
infection  of,  368 
disease  (tuberculous),  96,  369 
infectious  arthritis  of,  368 
History  of  injury  sometimei  misleading,  339 
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HodglciD's  disease.  318.  453,  471.  4*3 
Humerus,  dislocation  of,  j.j; 

fracture  of,  334,  335 

osteomyelitis  of,  cause  of  brachial  pain, 

315 

laianam  ot,  338,  339 

septic  osteomyelitis  of,  334 

tnbatculoiia  of,  333, 336 
Hunffei  cause  of  headache,  39,  33 
Hydatid  cysl  of  liver,  ui,  130 

infection,  ::i3 
Hydronephrosis,  86,  115,  111 

caiLw  of  rieht  h}'pochondriac  jiain,  104 
Hydiothorax,  118.  703 
Hyflene,  bid,  132 
Hy  perch  lorhydria,  15Q,  165.  167,  170,  151, 

3S7 
cause  of  epiRaatric  pain,  155 
Hyperemia,  vascular.  16 
Hrpunaphmiiu,  255,  6;o,  681 

matistatic,  344 
Hyperperistalsis.  16 
BjrperplMtic  endometritia,  OM 
Hy;)crtension.  nephritic.  31 
Hyperthyroidism.     See  Graves'  dhrasf. 
Hyiicrtrophic  arthritis,  334.  35J,  384 
cause  of  lumbar  pain,  81 
of  jutn  in  lq{5  and  feel,  351 
aplnal  arthritii,  89 

radiation  from,  cauMrof  aidllary  pain, 
2^ 
sixmdylili;..  80 
IlyiKTlroiihy  and  ililatalion  of  heart,  4g. 

-'07 
HjpOchlDrhydria,  107,  2S1,  617.  6jo 
llyiHH  lumdria^  |iain,  left,  .'41 

riKlK.  -'05 
Hyiteria,  ^7.  38S,  464,  ju,;,  404.  502,  SOS, 
1.04,  659,  ;.5: 
cau-t'  iif  uinviitsiiin-.,  500 
.mil  I'piliii-y,  iiQ^ 
minor,  236 
Hj-l'Ti.  alTci  (iiHi 'if -pine,  108 
|«p|j  pniM.  iK^o 
siiir^i>iiliilin  .  ;07 

h  ih  Ki  s  nuiMMiiinim  lau^j.'  ut  jaundice,  717 
Illiii   p;iin.  I>  ti.  .'77 

rifiil,  .''lO 
Impaction,  fecal,  423 
Ini  :it.cr;iUil  iiliTii*,  i;ft 
Iii.'implclt-  mi-i iirri^ijic.  t)4S 
Indiifotii'n,  44.1 


Indigestion  cause  of  epigastric  pain.  155 

of  headache,  31, 33 
Indurative  headatbe,  a,  35 
Infantile  paralysis,  301 

spasm  cause  of  convulsions.  500 
Infarct,  renal,  86 
lofMtlon,  acute,  ol  Up,  368 
cause  of  headache.  35 
colon  badOtia,  103 
endocardial,  465 
gall-bladder,  357 
of  gaslro-intestinal  tract,  653 
general,  ioq.  118,  ra; 
hydatid,  ;[3 

influenzal,  of  small  bronchiectasis.  304 
of  liver.  473 
localized,  451 
tierirenal.  cause  of  riftht  hypochondriar 

pain,  204 
pharTQieal,  440 
pnanmococcDi.  446 

general,  435 
of  puberty.  445.  460 
pyogenic,  364 
genarsl,  363 
renal.  86,  96,  00.  loi,  2S0,  406,  416.  (.7S 
lause  of  right  hy|MK'hondriac  pain.  :o4 
"  scattering, "  cause  of  long  fcier.  403 
itaphrlocoecus,  6S 
(ciminal,  353 
unknown,  54,  9S,  293,  443 
uriniir>-,  104.  i'M 
Infntiims  ;irlhriti>,  381 

lausi-  iif  Itini!  ff\(.T.  403 

of  [)ain  in  legs  un<l  foet,  351 
of  hi]>,  3()W 

of -.;ic  ro-iliac  joint.  107 
III  npiiii'.  107 
>iiUM-  of  lumbar  jiain.  81 
ceUuUtii,  332 

<lisi-iisc'  lausc  iif  ilysptii-a,  '1X7 
of  lumbar  pain.  Si,  ."i.; 
of  p;iin  in  legs  and  feet.  .iS' 
onM-t.  luu-i-  of  htadai  lie.  .1,1.  ij! 
Ill  viimiling,  (log 
endocarditis,  605 
osl<-r>-;ir[hrili-,  acme,  118 
[iiil>:irlhrlli-.  Ui\ii(-,  3;^ 
■pondylilis.  107.  ItO 
Ihromlxisis,  .^,42 
Inllammation,  ))ain  due  In,  328 
Influenii,  54.  gi ,  o,i,  i.;8,  itn.  401,  41 -.  443, 
465,  484.  50<'i  S"".  5'>S.  (153 
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InSuenza  cause  of  cough,  S77 

of  long  fever,  40,5 

of  short  fever,  404 
Influenzal  infection  of  small  bronchiectases, 

304 
Injury,  history  of,  sometimes  misleading, 

339 
Insolation  cause  of  headache,  ,;; 
Inspiratory  and  ccpiratoTj-  dyspnea,  717 
Insufficiency,  aortic,  Jg? 

mrocudia],  01,  701.  710 
Intensity  of  jaundice.  719 
Intercostal  neuralEia,  319 

cause  of  axillary  pain,  i8q 
Inteflobar  empjama,  415,  503 
Intermiltent  claudication  cause  of  pain  in 

legs  and  feet.  351 
Interpretation  of  nervousness,  730 

symptoms  and  their,  2g 
Interstitial  hepatitis,  chronic.  711 
nephritii,  chronic,  511,  513, 646.  709,  710. 
741 
Intestinal  cancer.  147.  iSp,  177 
Tccurranl,  140 
obitTuction,  51,  ISl,  152.  161.  198,  IQQ 
cause  of  epigastric  pain,  155 
of  ^nerat  abdominal  pain,  129 
of  vomiting,  6oq 
chronic,  1.15,  166,  18S.  [158.  661 
stricture,  174 
Intrathoracic  tumor.  j]6 
Irritation,  pleural,  583 
lachiorectU  abtccM,  368,  400,  481 

Jacksonian  epilepsy,  391,  514 
Janeway.  Dr.  E,  G.,  603 
Jaundice,  715 

catarrhal,  210,  454,  620,  717,  719,  7Z1. 

7^3.  7'4.  7^8 

chronic  hemolytic,  537 

intensity  of,  719 

symptoms  associated  with,  716 

types  and  causes  of.  715 
Johns  Hopkins  Hospital  report,  4S0 
Joint,  Charcot,  383 

infection  of  left  sacro-iliac,  107 
of  shoulder,  33S 
Joints,  syphilitic  disease  of,  36$ 

XiUNEV  abscess,  iii 
congenital  cystic,  86,  115.  211,  246,  ij6 
floatiDi,  225,  773.  6jo 
group  of  backaches,  86 


Kidney,  hematogenous  infections  of ,  S6,  678 
D«o^»m,  86,   109.   i.'i,   254,   156.   279, 

671,  678,  O79,  083,  684 
pBpillu7  GT*tad«iuiiiia  of,  077 
pua  in,  310 

tuberculous.  310 
stone  in.    Sec  yepkrolilkiaiis. 
"  surgical,"  lu 

tuberculout,  59.  86,  112.  209,  221,  243, 
254.  256,  272.  279,  069,  670,  672. 
6?6,  677,  683 

cause  of  hematuria,  666 
tumor.     See  Renal  tumor. 
Kn«e,  aaptic,  383 
sprained,  cause  of  pain  in  legs  and  feet, 

351 

Laryncitu,  acuta,  700 
Lead  colic,  131 

Laad-pofMning,  59.  86,  log.  132.  140.  144, 
151,  157,  160,  166,  109,  174.  175,  177, 
242.  !57.  29S.  391.  4»6.  317.  537.  SS4, 
SS7.  571 

cause  of  epigastric  pain,  155 
of  general  abdominal  pain.  129 
Left  hypochondriac  pain,  241 

Iliac  pain,  277 
Leg  bones,  sarcoma  of,  cause  of  pain  in  legs 

and  feet.  351 
Legs  and  feet,  pain  In,  351 
Lenharlz's  diet.  Dr.  H.  F,  Hewes'  modllica* 

tion  o(.  253 
Leukemia,  73.  347.  'S».  'SS-  »82,  318,  408, 
4S3.  470,673 

cause  of  long  fever,  403 

lymphoid,  144 

mrelold,  247,  555 
Leukocytosis,  468 
Lipoma,  387 
"  Lithemia."  35 
Lithiasis.    See  Slone. 
Liver  abscess,  89,  230,  231,  318,  46),  475 

acuta  Tallow  atrophy  of,  727 

amyloid  metamorphosis,  318 

cancer  of.    See  Lavr,  maHpuml  dhaise  of. 

cirrhosis  of,  145,  187,  196.  213,  225.  232, 
246,  318,. 550,  612,  648,  725,  72S 

congestion  of,  195 

dis|>lat:ement  of,  221 

enlargement  of,  3:8 

fatty  metamorphosis,  318 

hydatid  cyst  of,  221,  230 

infection  of,  473 
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Liver,  malignant  disease  of,  157,  196,  iii, 
IV),  370,  408,  sso,  710,  7*7 
passive  congestion  of ,  195,  j(S 
syi^lis  of.     See  Syphilis,  kepalk. 
"  torpidity  of,"  35 
tumors  of,  110 
Lobar  pneumonia.  514,  415 
"  Localized  "  infections,  451 
"  Long  fevers,"  401,  403 
Lord,  F.  T..  S96 
Lovett  and  Reynolds,  80 
Lumbago,    37,    So.   S6,   90,   96,  101,  108, 
110,  113,  114,  119.  106 
cause  of  lumbar  pain,  81 
and  sciatica,  mb 
Lumbar  neuralgia,  86 
neuritis,  86 
pain,  79 
causes  of.  86 
due  to  aneurysm,  loS 
to  fatigue,  So 
lo  functional  causes,  108 
to  infectious  disease,  85 
to  osteo-arthritis,  108,  361 
to  paituiition,  S5 
infectious  group,  91 
orthopedic  group.    See  Backatke,  or- 

Ihoptdk  group. 
IXMtopcrative,  85.  S 7 
|)rcs.4un'  KTOup,  8(>.  loS,  109.  118,  119 
psychiHieunitic.  H^ 
renal  ktou]),  go 
LunR.  absiwa  of,  j[8.  462,  566,  577,  589, 

S-M 

malignant  disease  of,  4J6,  583 

■TpUliiic  4i>eBie  ol,  WZ 
Lymphangitis,  3.12 

cause  iif  short  fcvcT.  404 
Lymphoid  Icukemiu.  144 
Lymphoma,  maliinant,  346 

Ualaria,  40.  48,  54-56.  60,  (*,  74,  7S-  77. 
100.  40;.  ill.  4^7.  46J,  468.  47^-  470. 
6,14,  644.  I146.  671 
atjtiiial  fonns.  641 

caus4.-  '>f  general  ubdiiminul  luin,  i  !i> 
•■tivo-autumnal.  4^0,  456 
in  Ni'W  Kn^lunil  iuiim:  of  ihilln.  46a 
tartiao,  121. 148. 104,  6J6, 'ml  T2Z 
Malariiil  (MJiMminj!.  ihnmir.  5.(7 
Maliuii.kiil  d)M.'a^',  4J.  ;u,  340.  341 
of  ilu->liv;ill,  311.  316.  310 
iif  kidnry.  icxi,  ;54,  iT).  671 


Malignant  disease  of   liver,  157,  196,  111, 
"9,  370,  408.  55°.  7™.  737 
of  lung,  436,  583 
of  mediastinal  glands,  416,  583 
of  pleura,  426.  5S3 
growth  in  or  near  s|Mnal  column.  91 
lymphoma,  346 
McGuire.  Dr.  Stewart,  637 
McKeniie,  James,  19 
Measles,  442 
Mediastinal  glands,  malignant  disease  of. 

339.  4*6.  583 
tumor,  338,  347 
cause  of  brachial  pain.  325 
HelanchoUa,  193 
Meningismus.  310,  480 

complicating  typhoid,  iii 
Henincitia,  55,60,  72,77,  121,359.301.431- 
435.  445.  480.  4flj.  5°i-  S^S-  S"~.  5^3. 
S24.  642,  737 
acute,  191 
cause  of  coma,  487 
of  convulsions.  500 
of  headache.  33 
of  l<Hig  fever,  403 
epidemic,  57,  441,  SOS 
tubercnlaiia,  53.  S&.  S7,  7S.  'SB.  6*3 
Menopause,  734 
artificial,  302 
Menstruation  tausc  of  headache.  33,  35 

viiarious,  317 
McsenU'ric  adtnilis,  3^7 
gbnd,  tubcnulosis  of.  357.  4J7 
Ubei,  128.  264,  35M.  360 
ML'[am<ir|'h"«i*.  amyloid,  of  livtT.  318 

fully,  of  liver,  318 
HetastatJG  hrpemephroma,  344 
Mi'taiarsalEia.  Morion's,  cause  of  |iain  in 

liTIs  and  fwl.  331 
Hethemoglobinemia,  30 
Migr.iinc.  3W.  40,  (11 
Miliary  tuberculotia,  56,  74,  ly).  304,  454, 

600,  fH).' 
MisiarriuKC,  attempted.  O13 

incomplete.  645 
Mitral  and  aortic  \'alvcs.  filirous  eniliHar- 
<litis  of.  .'[5 
diaeaie,  493 

cau«.-  Ill  cugh.  577 
I'ncliMurililia.  365 
Btenoaii,  51.  656,  605,  711 
Horpbin.  662 
Mi>r|ihini-ni.  oS.  538.  tij,: 
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Morton's  metaursalgia  caiue  of  pain  in  legs 

and  fwt.  331 
Motion,  its  relation  to  pain.  38 
Macooa  coUtU,  tI8,  ijl.  150.  2W 
Multtlocular  ovarian  cj-st,  181 
Muscular  lesions.  343 

pains.  32S 

strain.  119 
M)-elitis.  558 

acute.  301 
Hjalold  leiikemia,  247,  5SS 
H;ocardia]  inanffldancy,  61,  710 

weakness,  cause  of  coufth.  577 
HTOcariUtia,  306.  MS 

chronic  fibrous.  613.  705 

6brou3,  Txt 
Myositis,  chronic,  36 

septic,  332 
Hjsadama,  40,  S43>  573 

Neoplasu,  log,  335 
of  ann  and  shoulder  cause  of  brachial 

pain.  3JS 
otUdner.  S6,  071,  678 
mediulinal,  329 
p«lTic,  380 

retroperitoneal,  cause  of  right  hypochon- 
driac pain,  104 
spinal,  86,  1:8 
Nephritis,  51,  61,  158,  soo,  434.  477,  S"7> 
541,  643,669,675.  73» 
acute.  7og 
cause  of  headache.  33,  46 

of  hematuria,  666 
chranic,  354,  353,  615,  640,  073,  676 
cause  of  dyspnea,  687 

of  hematuria,  666 
^omemliK,  49,  60.  46;,  709 
inleritltlBl,  Sll,  S13,  040,  709,  7io,  741 
■oppuraUve,  735 
nsphroUthiaiiB,  58,  59.  86.  Ill,  119,  208, 
233,  272,  379.  3SS,  630,  64J,  678,  681 
cause  of  hematuria,  666 
of  lumbar  pain.  81 
of  right  hypochondriac  pain,  304 
psoas  spasm  due  to.  355 
"  Nervous  chills,"  461 
HarrouH  exhaaation,  649 
Neri-ousncss.  413,  730 
cause  of  chills,  460 
interpretation  of.  730 
neoraliia,  69.  331,  330,  331 
brachial,  336,  338 


Neuralgia  cause  of  brachial  pain.  3:5 
intarcortal,  319 

cause  of  aiillarj-  pain.  ;8o 
lumbar,  86 

trigeminal,  cause  of  headache.  33,  3; 
*'  Neuralgic  "  headache,  71 

pain.  36 
Neurasthenia,  (14.5:6.  (>iq 
Neurasthenic  affeclitm  of  spine.  108 

headache,  48.  54.  67 
Haorlt^  04,  98,  lOS,  108.  3S3 
alcoholic,  373-  SSS-  W 

cause  of  pain  in  legs  and  feet,  351 
brachial.  338 
cause  of  para[)-sis.  533 
lumbar.  86 
peripheral,  537-54° 
saturnine,  555 
with  herpM  loMar,  360 
Heuroai*,  138,  134.  139,  153.  150.  163,  177, 
30Q,  34S,  371.  313,  633,  663 
cause  of  epigastric  pain.  155 
and  canatipatlaD,  623,  624 
functional,  265 
of  spine,  1 18 
(atblc  163,  IBO,  too,  157,  615,  6]2,  631, 
«3,  640,  655.  661 
cause  of  epigastric  pain,  155 
of  general  abdominal  pain,  1  3q 
of  vomiting,  6oq 
occupation,  cause  of  brachial  pain.  325 
poatoparatlTe,  136 
traumatic,  324,  335,  631,  73S 
New-growth  of  kidney,  asr,  356,  679,  683, 
684 
pelvic.  363 

renal.     See  Nne-pawth  of  kidney. 
New-growths  cause  of  lumbar  pain,  108 
Nocturnal  epilepsy,  509 

Obesity,  S43 

resulting  evils  of,  373 
Obatmclion,  chronic   Intaitlsal,   135,   166, 
188,  658.  661 

intaitlnal,  51.  ISl,  152,  161,  198,  199 
cause  of  epigastric  pain,  155 
of  general  abdominal  pain,  119 
Occupation,  effect  of,  its  relation  to  pain,  27 

neuroKs  cause  of  brachial  pain,  325 
Opium-poisoning,  238 
Orchitis,  syphilitic.  171 
Orthopedic  group  of  backaches,  Bo,  86.  90, 
Qt,  loi,  )i8,  120 
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Osier  on  "  Urticanol  Leu'ona,"  448 
Osteitis  deformans,  48 

tuberculous,  3S4 
Osteo-anbritis,  130,  3S1 
acute,  108 

infeclEous.  1 18 
cause  of  lumbar  pain,  io8 
spinal,  36,  g6.  114,  362 
OttMrnjalitil,  65,  66 
cause  of  pain  in  !cgs  and  feet,  351 
of  humerus  cause  oS  brachial  pain,  315 
Mptic,  334.  338-340,  383 
of  humerus.  334 
of  rib.  310 
tuberculous,  333.  335.  340,  383 
of  rib,  320 
Otitii  media,  291.  451,  46S,  460,  SI4 

cause  of  headache.  35 
OTtrlas  ejM,  367.  26g.  182 
rnptiued,  266 
strangulated.  1S3 

witli  twitted  pedicle,  ZU,  »S,  182 
cauRo  of  left  iliac  pain,  276 
(if  right  iliac  pain.  259 
tumor,  ido 
Overwork,  734 
Oxalic  acid  poisoninK.  (147 
Ozaliuia,  renal  Irritation  from,  660 
cause  of  hematuria.  666 

Facet's  disease,  48 
Pain.  24 

;il>clomiii;il.  .'(i 

anKiiisI'  Tour  iiccaaiuns  for,  ,144 

nnKinoiil,  2(1 

in  arms,  ,(;(i 

asillarj'.  ;oo 

"  Inirnini;."  223 

cau«-*  of  Ki'uiTal  alwlominal,  110 

(larlint:.  -'' 

rlmrrr  nf,  ;^ 

due  10  inrldrnmatitm,  428 

epiirastrii .  15O 

i-vidcnn'-  of,  .■4 

fun.  liiiii;il  kinihar,  loi^ 

Ki'ncral  iilidtiminal.  1  2M 
lonsideralions  i>n,  ,'4 
tm  clta);n[>si»  of,  2Sf> 

hiiliit.  20.  .S5.  _ii- 

in  Ml  hyiKH  hondrium.  241 

in  li'i;>  anil  fi'ii,  m-- 

IrIL  ili:i.  ,  2.S1 

lumlkir,  70 


Pain,  muscular,  31S 
nerve.  318 
neuralgic,  36 
radiations  of.  30 

its  relation  to  effect  of  emotioaa]  excite- 
ment. 17 
of  motion,  j8 
of  occupation,  27 
of  season  and  weather.  18 
to  poison  of  body.  17 
to  taking  of  food,  18 
to  time  of  day.  17 
relief  of,  28 

rhythmically  recurring.  26 
right  hypochondriac,  105 

iliac,  960 
shooting.  26 

theories  rcRarding  its  production,  19 
thoracic,  26 
throbbing.  26 
types  of.  26 

with  a  sen,sc  of  constriction.  16 
Pa!,  J.,  21),  508 
Paocraaa,  cancer  of,  186,  114,  230,  726 

cause  of  jaundice,  717 
Pancreatitis,  acute.  177 
cause  of  qiigastric  pain.  15s 
chronic,  186 
PapiUarj  cjitadeooma  of  Udnaj,  6T7 
Papilloma,  070 

Paralysis,  lircumflci.  334.  338 
geacral,  (17,  In.  516.  S2i.  S-'J,  742 
I       inianLili',  ,;oi 
■  I'Liranqihrii  absic^-,  tHi 

Panipk'gia.  at;i.\ii ,  i;msi-'  of  paralj'sip.  5  1 ; 
i  Paratyphciiil.  437 

i  Parkinwm"-.  liisi'asc  lause  of  jiaralysi?.  5*; 
I  Paroiysmal  tacbrcardia.  61.  02 
Parturition,  123,  ^28 

cans*- 1>(  lumliar  pain.  K5 
Passive  iiinyiMion  •>!  livtr.  105,  .!i8 
Paul.  \V.  1;..  and  (.,.  I..  Wall.m.  .12 
Pclvii  adhesion^  laun;  iif  left  iliai  [lain.  250 
•if  riuhl  iliai  luin.  204 
now-gtowth,  .t'i2.  380 
[itrilonilis.  i7i 
ihromlmsis,  307 
PelTii,  fractured.  366 

Peptic  uliiT,  170,  174,  175.  iS;,  1S5,   100. 
iqj,  IU4,  108,  200,  2:i,  ;i8.  240.  252. 
'  (>r7,  (>2o.  (122,  n(0 

lausi- of  qiigaslrii  juin,  [js 
of  iiimiliiij!,  000 
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peptic  ulcer,  perforated,  Sg,  177,  177 
PerforatlTS  coliti*,  149 

peritonitis,  135,  144,  'S'.  '53.  **3 
Paricudial  •flaaion,  205,  314 

and  dilated  heart,  difference  between, 
3'4 

Puiearditi*,  177,  "3,  313,  6QS 
•cote,  170 

adhesive,  51,  116,  705,  yog 
cause  of  epigastric  pain,  155 
Peticcctl  taberculoiU,  146,  233,  258,  261, 

424 
Paiinaphiic  ■bscaM,  S7,  gi.  318,  411 

cause  of  lumbar  pain.  Si 
Periosteal  lesions,  343 
Periostitis,  338 

■rphilitic,  41,  397,  398 
cause  of  headache,  33 
of  pain  in  legs  and  feet,  351 
Penpheml  neuritis,  537,  540 

thrombosis,  367 
PeritKtal  abicaM,  411 
Perirenal    infection   cause   of   right   hypo- 
chondriac pain,  ;o4 
Peristalsis  (visible),  30S 
Peritonitis,  toi,  174,  177,  646,  650 
acute  perforative,  663 
ganaral,  149,  151 

cause  of  general  abdominal  pain,  1 19 
pelvic,  173 

perforative.  135,  144.  151.  '93 
tubarcQloiK,  134.  14J.  156,  15S,  172,  174, 
188, 197, 147.  31s.  4'0,  4^7,  4S6.  48o, 
SSI,  564,  s6g 
cause  of  general  abdominal  pain,  iiq 
Feraiciou*  uieiiiia,  146,  150,  540,  549,  S70, 

S74,  "9 
Pertussis.  581 
"Petit  mal."  s>9 
PbaTjiigaal  iof  ectiDn,  449 
Pharyngitis,  acute,  cause  of  short  fever,  404 

cause  of  cough.  577 
Phlebitis,  340 

cause  of  pain  in  legs  and  feet,  351 
Phlegmonous  gastritis.  471 
Phthisis,  133,  217,  ilg,  3g8,  302,  304,  316, 
317.  341.  409,  413,  428,  463,  470.  471, 
567,  s8i,  sM,  589.  S93.  S97,  !».  »4, 
aSO,  674,  701,  731,  733 
cause  of  chills,  460 
of  cough,  577 
of  d>^pnea,  687 
ptMWDoiiic,  593 


Piles,  539 

nastic  pleuriij,  chronic,  539 
I  Planra,  sndothelioma  of,  738 
malignant  disease  of,  416,  583 
Pleural  adhesions,  185,  303 
dropsy,  314 

■flnaion,  zgg,  300,  301,  306,  353,  439,  598, 
«54,  703,  73Q 
purulent,  318 
irritation,  583 
thickening,  64 
chronic,  144 
Pleurisy,  88,  109,  113.  iSo,  }o6,  151,  iji, 
'53.  ^93.  294.  3".  313.  317,  370,  44S- 
482.  546,  585,  s86,  580 
cause  of  axiilary  pain,  jSg 

of  cough,  577 
chronic  plaatic,  317,  559 
doubia,  473 
tubarcnloos,  424,  475 
Pleurodynia,  393,  319,  333 
Pleuropericardial  adhesions,  185 
Plumbism.    See  Lead- poisoning. 
PnanmococcBs  arthriUa,  375 
infactJOD,  446 
gener^,  435 
Pneomoola,  85,  88,  lOD,  tit.  180, 106,  251, 
288,  3Q3,  2Q4,  2Q(),  304,  306,  375,  3<W, 
407.  42Q,  431,  435,  441.  443,  444,  447, 
475,  479.  484,  538.  54S,  585.  591,  504. 
634,  641.  652 
cause  of  axillary  pain,  289 
of  chills,  460 
of  cough,  577 
of  dyspnea,  687 
of  short  fever,  404 
central.  447 

conTaleaceoee  from,  540 
lobar,  314.  415 
traumatic,  596 
unresolved,  64 
diagnosis  made  at  the  Massachusetts 
General  Hospital,  437 
Pnattmothorai,  tnbarcular,  87,  298 
Poisoning,  arsenical,  558 
chronic  malarial,  537 
drug,  732 

lead-.     See  Lead-poisoning. 
opium-.  328 
oxalic  acid,  647 

"  ptomain,"  301,  443,  631,  653 
sodium  phosphate,  537 
subnitrate  of  bismuth,  318 
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PcHSonlng,  tea-,  734 
Poisons  of  fatigue.  31 
PoUomjalitls,  416 

cause  of  paralysis,  53J 
of  short  fever,  404 

epidemic.  558 
Polyarthritia,  acute  infectious,  318 
Polycythemia,  40 
Pdypnea,  hysteric,  690 
Position  of  body,  relation  of  pain  to,  37 

and  nature  of  headache.  37 
Post^ileptic  exhaustion  cause  of  coma,  487 
Posti^terative  lumbar  pain,  81,  85 

nenrorii,  136 

shock  cause  of  vomiting,  6og 
Poatpnaiuno&ic  enprama,  63,  415,  503,  594. 

Postural  group  of  backaches.  79 

Pott*!  dlieaie,  86, 97, 98, 106. 108,  log.  347, 

358 
ViugaaiKj,  IZi,  960,  262,  369,  544,  613, 611 

extra- uterine,  j6i 

cause  of  general  abdominal  pain.  119 
of  right  iliac  pain,  159 

toxemia  of,  cause  of  vomiting,  60Q 

Tonlting  of,  654 
Presenting  symptom.  17 
Pressure  group  of  backaches,  86,  108,  109, 

iiS,  llq 
Prolapsed  uterus,  122 
Pscudolcukemi:!.  28; 
Pioai  ipasm  due  ti>  nephrolithiasis.  355 

taar,  357 
Psy<hic  cause  of  hi-ailache,  47.  73 

causes  in  gastro- intestinal  disease.  163 

origin,  heaiiuihc  iif,  47,  73 
Psyrho-anaiysis.  37J 

Pt)^:honeuioiii,  i  [8, 13;.  136, 179.  lib,  371, 
38T.  538.  562 

cause  oF  headache,  33 
■if  ritiht  iliac  pain,  250 
Paychimeuriiiii-  lumhat  pain,  84 
"  Pli>main  imiwining."  301.  443,  631,  653 
PubiTty,  infeition  uf.  445,  4()q 
Piilmonai7  abiccM,  ;[8.  4(1;.  566,  S79,  5S9, 
S'M 

disi'asi'.  700 

•dema,  acute,  306 

IiiIkti  ulosis.     See  Plilhisis. 
Puiiillary  1  hiinges.  '>7 
I'unmr;!  hemorrhagita.  317 
Pui-kidney,  310 
pDt-tub<,  5 1) J 


Pus-tul>e  cause  of  left  iliac  pain,  176 

of  right  iliac  pain,  159 
Pyelitis,  100 
Pyelonephritis,  474 
Pjlaric  idhMioiu,  174 

cause  of  ei»gastnc  pain,  155 
•tenoila,  637 
Pyogenic  infection,  364 
(•Dsral,  363 
sepsis  cause  of  chills.  46a 
Pyonephrosis,  86.  lit.  678 
cause  of  right  hypochondriac  pain,  304 
with  ■tons,  244 
Pyosalpinx.  160,  168 

Radiations  of  pain.  30 
Ractal  cancsr,  150,  584 
Recurrent  intestinal  cancer,  146 
Recurring  pain,  rhythmic,  16 
Regurgitation,  aortic,  cause  of  cough,  577 
■tanoaia  and,  6M 
mitral  atanoaU  and.  W5,  711 
tricuspid,  504 
Relief  of  pain.  iS 
Renal  abscesses,  iii 
«>1ic,  144 

cyst.  86, 115,  ill,  146, 156 
disease,  118,  no,  196,  916.  Jij,  306,  4.14 
group  of  lesions,  ioq 

lumbar  pain,  90 
infarct.  86 

ifllectian,  98,  09,  101.  250,  406,  416 
cause  of  right  h>i>iH'hondriac  pain.  904 
hematogenous.  86, 01 ,  q8.  678 
inilatioD  from  oialutia,  680 
lesions.  108,  [  20,  357 
neoplasm.     See  Xeoplaim  of  hidtiry. 
ncw-griiwih.     Sec  Nni'-gro-jilk  of  kidney. 
stajtis,  51 
stone.     See  Xefihrolilhi-lsh. 

cause  of  lumbar  pain,  81 
suppuration  cause  of  lumbar  pain,  81 
tuberculosis.    Sec  Kidnry.  lubrrculosis  of. 
tumor.  272,  6rs 
cause  of  hematuria.  W>6 
of  lumbar  pain,  81 
Retroperitoneal  glands,  tumors  of,  196 
neoplasms  cause  of  right  h>-pochundriai 

pain,  104 
sarcoma,  114 
tumor,  lit 
i'3u^  of  lumbar  [lain,  81 
Rctrovcrtcd  uterus.  i;i 
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Reynolds,  E.,  So 

Rheumatic  arthritis,  66,  365,  3S4 

"  Rheumatic  headache,"  36.  41 

RheumatEam,  66,  Jo6,  ji8,  351,  364,  374 

auBiUTBill  uU«d,  327 

diseases  frequently  diagnosed  as,  319 

sciatic,  362 
Rhythmic  recuiring  pain,  26 
Rib,  broken,  1S9,  Z92 

carrical,  317,  33^-  337,  340 
cause  oF  brachial  pain.  3:5 

septic  osteomyelitis  of,  310 

tuberculous  osteomyelitis  of,  310 
Rickets,  4S.  406,  515 
Right  hypochondriac  pain.  105 

iliac  pain,  160 
Rose  spots,  542 

Round '^boulder  deformity,  343 
"  Rum-fits,"  502,  sit 
Ruptured  ovarian  cy^,  264 

Saceo-iliac  luthritis,  179 

backache,  70 

disease,  86,  90,  96,  loi,  loS,  iio,  381 
cause  of  lumbar  pain.  81 

joint,  infectious  arthritis  of  left,  107 
lew'on,  362 

lesions  cause  of  right  hypochondriac  pain, 
204 

•tr«iii,  96,57,395 
Salicylate,  delirium  from,  364 
Salpingitis  cause  of  short  fever,  404 

tuberculous,  655 
Sarcoma,  ioq 

of  t»aai,  383 

of  homemt,  338,  339 

of  leg  bones  cause  of  pain  in  legs  and  feet, 

351 
retroperitoneal,  114 
of  tMtli  with  mataaUHi,  171 

Saturnine  neuritb,  565 

"  Scattering  "infections  cause  of  long  fevers, 

403 
Schmidt,  Rudolf,  31,86 

"  Sciatic  rheumatism,"  360 
Sciatica,  359,  360,  396 

cause  of  pain  in  legs  and  feet,  351 

primary,  381 
Sclerosis,  lateral,  cause  of  paralysis.  S33 
Sea>uckness  cause  of  vomiting,  6oq 
Seasonandweather,  their  relation  to  pain,  18 
Secondary  anemia,  151,  539 
Sensation,  disturbances  of,  29 


Scpaii,  48.  91,  3M,  394,  402,  427,  4J9.  437, 

439.  44S.  646 
cause  of  jaundice,  717 

of  long  fever,  403 
pyogenic,  cause  of  chills,  460 
■tapbTloeoccos,  Sn 
(Ireptococcua,  419 
with  thrombi,  308 
Septic  infection.    See  Stpsis. 
knM,  3S3 
myositis,  332 

oatBomTOUtii,  334,  338,  339.  340,  383 
of  humerus.  334 
of  rib,  320 
Ihromboaia,  410 
Septicemia.    See  Sepsis- 
Serous  pleurisy,  301,  703 
"  Shingles,"  86 

cause  of  lumbar  pain,  81 
"  Shock,"  postoperative,  cause  of  vomiting, 

609 
Shooting  pain,  26 
Short  fevers,  403,  405 
Shoulder  deformity,  round-.  341 
Shoulder-joint,  arthritis  of,  33S 
"  Sick  headache."  50 
Sigmoid,  cancM  of,  281,  283,  618 

cause  of  left  iliac  pain,  276 
SinutitiB,  42,  55,  69,  71 
cause  of  headache,  33 
of  short  fever.  404 
Skull,  fraetore  ot  b«H  of,  54 
"Slow  fever,"  301 
Softening,  cerebral,  77 
Spasm,  arterial,  30 
infantile,  cause  of  convulsions,  joo 
paoaa,  due  to  nephrolithiasis,  355 
Spinal  aneurysm,  118 
arthritis,  hypertrophic,  89 

radiations   from,   cause  of  axillary 
pain,  289 
column,  disease  of,  320 
malignant  growth  inor  near,  86, 87,91, 
118 
curvature,  3S0 
disease,  102 

osCeo-arthritis,  86,  96,  114 
tuborcololla,  S6,  91,  106-ioS,  115,  117, 
110,  136,  184,  34'.  SW 
cause  of  general  abdominal  pain,  1 29 
I  of  lumbar  pain,  81 

i  Spine,  functional  aRection  of,  108 
I         neurosis  of,  t:8 
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Spine,  infectious  arthritis  of,  107 
cause  o[  lumbar  pain,  81 

osteo-aithritis  ot  lumbar.  361 
Spleen,  obsolete  tuberculosis  of,  4g 

tumor  of,  248 
Splenic  enlargement  with  anemh,  556 

flexure,  cancer  of.  2$!.  255 
Spondylitis,  ig^ 

■cate,  lis 

hypertrophic,  80 

infectioiu,  IC7,  110 

typhoidal,  115 
Sprain,  acute,  of  baclc,  cause  of  lumbar  pain. 

Si 
Sprained  ankle  cause  of  pain  in  legs  and 
feet,  3SI 

knee  cause  of  pain  in  legs  and  feet,  jsi 
Stapbjlococcui  tstactloii,  6S 

■apaia,  565 
Starratjon,  3Z0 
Stasis,  315.  ^5 

renal,  51 
Stanoiia,  aortic,  494 

mitral,  51,  454,  M5,  711 

pjlorie,  037 
Still  neck,  j; 

Stokaa-Adanu'  diaeua.  435,  402,  S18,  520 
Stomach,  cancer  of.     See  Canter,  gaslric. 

tumor.    See  G/lilrit  tumor. 

ulicr  of.      Stf  Giiilrir  \ilcfr. 
Stono  in  bkulilcr.  ."70,  nji.  '176,  684 

in  common  duct,  224.  2.!^ 

t;a.li-.     Sn*  iJhoMUhi.fh. 

in  kidncf.     Sit-   Xeplinili!hi<ish. 

pyonc|ihrii>i>  iviih.  -mj 

rcn^il.     Stv  Xiphriiliihi-iiis. 

in  ureKr,  .''14,  26B 

I  iLii^t-  iif  lift  iliav  iKiin.  iifi 
iif  rii;hl  liy[>iK bonclri j<  [win.  ;o4 
iliai   [uin.  j^g 
SiMbismus.  iiH 
Sir.iin.  aiini'  fmil.  172 

ba<k.  ij() 

i-yf-.  i;iu<i'  iif  hi-.irliu  hi'.  13  4J.  67 

mn-u  whiT.  [  nt 

sacro-iliac.  96,  117.  <'ii 
Strinyul.id'ci  iiviiri^m  .y^t.  JK3 
Sttcptococcus  bronchopneumooia.  S87 

meningitis,  121 

sepsis,  .foli.  449 
Slriiliiri'.  inti-.lin;il.  174 
Sub.i.  rnmiiil  biir-ili-,  i  lo.  ,1.13.  .Hi-  lib,  .138 
•  aii>i-  iii  brji  hial  luin.  325 


Sabdia^aiautlc  abacaaa,   135,  229,  318, 

47S 
cause    of    right    hypochondriac    pain. 
304 
Subnitrate  of  bismuth  poisoning,  12S 
Sudden  death  in  cardiac  cases.  496 
Suggestibility,  hysteric,  507 
Suppurative  nephritis,  735 
j  Surgical  kidney,  iij 
Symptom,  presenting,  17 
Symptoms  associated  with  jaundice.  718 
I      and  their  interpretation,  10 
Syncope  cause  of  coma.  487 
Syphilia,  43,  45,  54.  73.  75.  77.   UB,   134. 
I  i.ig.  154,  t7g.  18S,  113,  114.  lib.  134. 

146,  3,58.  .355.  MO.  ,l8l,  M6.  *•».  385. 
407,  413,  4ig.  *2i.  447.  453.  471.  4g7. 

S04,  S29,  S40.  SSLf^S.  737 
cause  of  long  fever,  403 
cerebral,  S7 
carebToa^nal,  391 
hepatic,  iSA,  196.  220.  7J5.  727 
of  liver.     See  Syphilii.  lupalU. 
Tlacaral,  477 

vrith  stenosis  of  a  bronchus,  586 
Syphilitic  adanitia,  281 
disease  of  joints,  365 

of  Inoi,  MI 
gumma,  hepatic,  156 
hcailachc.  43 
beart  and  aorta,  294 
iirthitis.  173 
periostitia,  41,  397,398 

cnu«'  iif  hcaclaihe.  .13 
uf  |)uin  in  Icg^iand  feet,  351 

Tabes  doraalii.  13.'.  161,  177,  1K3.  lujt.  .-43. 

-■.S7.  ;7o.  ,i"4-  .(87.  ;ig.  S,i7.  557 
'\iii-*  iii  |Min  in  k-KS  and  feci.  351 

of  panilysis.  533 

.■f  viimitinK.  '>oo 
with  gastric  crises,  m'A.  iMi.  630,  (14^. 

mesentcrica.  264,  35^.  369 
lausi-  lit  cpicastrii  [win.  155 
I  of  m'ncral  alBli)minal  (Kiin,  1  .-q 

|H'riloiii[is  laust-  of  cpigunlrii   |>ain.  1:5 
Tachycardia,  paroifsmal,  61,  02 
I  TajK-worm.  104 

Tc.i-|Kii«minK.  734 
.  Ttfthirii;.  ^15 

■  TcmiMTumi'nl.  its  inllucnie  on  the  reaition 
'      against  inflations,  4(1(1 
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Tenosynovitis  cause  of  pain   in   legs  and 

feet.  J5I 
Tanninal  infeclioii,  953 
Tertian  malaria.     See  Maiaria.  lerlian. 
TMtit,  Micama  of,  with  matutaaai,  ITt 
Testa  to  make  in  puzzling  cases  of  headacbe, 

38 
Tetaniu,  124 
Thickening,  chronic  pleural,  244 

pleural,  64 
Thomas,  PI.  M..  33 
Tboradc  tatvxjKB.,  915,  Ml 

pain,  16 
Throat,  disease  of,  317 
ThrcJjbing  pain,  16 
ThtoiobophleWtis,  ,136 
Thrombosis,  infectious,  331 

pelvic,  367 

perifAeral,  367 

•eptic,  of  lataral  diuu  and  jncnlar  Tain. 
410 
Thyroid,  simple  adenoma  of,  49 
Time  of  day,  relation  of  |>ain  to,  27 
Tinea  versicolor,  226 
Tonalllitii,  4S,  91,  IQI,  309.  J^i,  SI2 

cause  of  cough,  577 
of  short  fever.  404 
"  Torpid  liver,"  35 
Toxemia  Had  pregnancy  cause  of  vomiting, 

609 
Trauma,  254 

headache  due  to,  46 
Tnumatic  nenroaia,  324,  335,  631,  738 

pDOumoni*,  S96 
Trichiniasis,  6&,  ,1.(2,  732 
Tricuspid  regurgitation,  J04 
Trigeminal   neuralgia   cause   of   headache, 

33,  3S 
Tubal  abscess,  j>6,4 
Tube,  purulent  infection  of,  563 

tuberculous  o(  right.  2(>8 
Tuberculosis,  42,  48,  76,  169,  335,  3SSt  376. 

38:,  383,  385,  390,  413,  419.  4V1,  43». 

453.  «?■  469.  482.  537,  S4S.  56tt  S6». 

583,  588,  SQi.  592,  603,  625,  636,  640, 

646,  647.  653.  69^.  740.  741 
abdominal,  264 
acute,  S9S 

of  bUdder,  «3o,  069,  670,  680 
of  bones,  346 
cause  of  long  fever.  403 

of  pain  in  legs  and  feet,  351 
of  Mcal  r«sloB,  261 


Tubal  culoita,  coatal,  320 
Eaneral,  358,  369 
genitcmrinary.  OO9,  675.  731 
glandular,  338,  471 
of  hij>.  369 
of  humania,  333,  336 
of  kidney.     See  Kidnry  lubrrcuiosis. 
of  mesenteric  gland.  357,  427 
miliary.  56.  74.  238.  304.  454,  MM,  692 
obsolete,  of  ^leen.  49 
pericacal,  146,  233,  258,  261,  426 
peritoneal.     See  Taberndeus  periUmitii. 
pulmonary.     Sec  PUkisis. 
renal.     See  Kidney,  lubrrciiloia. 
■plnal,  86. 91, 106-toS,  115, 117,  uo,  136, 

184,  341,  S«8 
cause  of  general  alxlominal  pain,  119 
of  lumbar  pain,  Si 

of  tuba,  268 

vertebral.     See  Tiibrrculosis.  spinol. 
with  abscess.  338 
Tuberculous  colitis.  146 
smpTama,  545,  701 
antarltia,  256 
epididymitis.  115 
kidnc}'.    Sec  fiidney,  iubnadous, 
uaniiigltu,  .S3.  56.  57,  75,  158,  643 
osteitis,  384 
osteom>-elili3,  3,1,1,  335,  340.  383 

of  rib.  320 
parltonitla,  134,  142,  156,  158,  172,  174, 
188,  197.  247.  3"S.  4"7.  4^7-  45'>.  48o, 
SSI-  s64.  Sl^ 

cause  of  general  abdominal  pain.  129 
plauriaT,  424,  475 
pnauinathorax,  87,  198 
pus  kidney,  3x0 
salpingilis,  65  s 
Tumor,  327.  337,  669 
abdominal,  it;,  134 

cause  of  general  alxlominal  pain,  129 
of  bladder  cause  of  hematuria,  666 
brain,  S5-  61.   70.  7S.   77.  4'3.  *96i  5>o, 
S17.  523.  5^8.  61s,  640.  642.  644,  737 

cause  of  coma.  487 
of  headache,  33,  46 
cerebral.     Sec  Tumor,  brain. 
fibroid,  of  uterus,  173,  263 
gastric,  lis    ' 
gummatous,  345 
intrathoracic,  336 
of  kidney.    See  Tutnor,  renal. 
of  liver,  319 
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Tumor,  mediestinBl,  328.  347 
cause  of  bracbial  pain,  315 
ovarian,  160 
renal,  371,  675 
cause  of  hematuria,  666 
of  lumbar  pain,  81 
retroperitoneal,  isi 

cause  of  lumbar  pain,  Si 
of  retroperitoneal  glands,  196 
of  s^^een,  248 

stomach.     Sec  Gastric  tumor. 
Types  and  cause  of  hematuria,  667 
of  jaundice,  717 
of  pain,  16 
Tjphold.  48,  sj,  s6,  S7.  65.  72,  7S.  77.  85, 
91.  95,  107,  us,   (35,   137,  194,  30J, 
303,  3S9,  40),  400,  411,  4'3,  «3,  427. 
439.  43",  435.  442.  467.  «8,  482,  538. 
541,  564,  S**.  601.  634,  644,  653 

abortive,  444 

■lebrUe,  433 

brief,  420 

cause  of  lonj;  fever,  403 

chills  ocrurrinjt  in,  480 

ebolecjibtia,  110,  238 

diarrhea  and  tenderness  due  to  fecal  im- 

paction  in,  414 
mcninKismus  compticatinj;,  111 
onset  rausc  of  chills.  460 
with  relapM,  418 
Trphoidal  apoodrlitit.  IIS 

Uu'ER  (if  biiwcl.  86 
ihronic,  (140 
|>q)'"''  '70.  '74'  '73.  *^''  '^S.  '10.  '<>■'■ 

104.     108,     200.     223.     2j8.     24'!,     25;, 

<)I7.  '>;o.  (i2i.  (no 
(■ilU«.  iif  vpiKaslrir  |Kiin.  1^5 

of  vomilini".  600 
of  duodenum,  iic.  140,  150,  103,  t(>(>. 

1(17,  I'lQ-  17(1.  212.  234 
ot  itomach.  >Vi.  H7,  187,  loi.  6i6,  «7, 
'MS.  M2.  7.17 
perforated  gastric.  Kg-  >77.  277 
Ulitnilivi'  I'licliii  ardilis,  oj;,  4^0 
Unknown  laiist  c)f  homaturia.  (17S,  ')8; 
infection.  54,  11;,  .'<}.<,  443 
oriiiin.  1  y-.iui>  iif.  f);; 
hrarl.i.  hi-  iif,  r>H 
linlij- .ili/t-il  ami  widespread  infiitiima,  207 
Unri.>i>Knl  pntumnnia,  li^ 

ili;(i;mi4CS  in;iil(-  at  the  Massachu«Mts 
(icni-ral  IIi>-|/itiil.  4,17 


Ur«mi«,  31,  55,  61,  70,  MX),  509,  513,  518, 
64s.  660 
cause  of  anna,  487 
of  convulsions,  500 
of  vomiting,  600 
Oramlc  headache,  49 
Ureter,  atone  In,  264,  268 

cause  of  right  hypochondriac  pair.  .''4 
Urethritis,  343.  388.  391 
Urinary  infection,  104,  564 
Ordcaria,  interna],  MS 
llrtlcaiial  ferar,  447 
lesions.  73 
discussed  by  Osier.  448 
Uterine  fibroid,  173.  263 
group  of  backaches.  79 
Uiaroa,  cardooma  of,  381 
fibroid  tumor  of,  173,  263 
I      fibromyoma  of,  2S3 

prolapMd,  rattoTwted,  iacutwatad,  pr«g- 
nant,  122 

Valvea,  llbrona  aodocarditia  of  mitral  and 

aortic  21s 
ValTDlar  dlMaae,  chroaic,  495 
VariiDse  veins,  18) 

rause  of  pain  in  legs  and  feel.  351 
Vaacnlar  crltia,  31,  ISl,  387.  432.  510.  511, 

52' 

hyperemia,  j6 

\'asomiHirt  headaches.  26,  37 

\'iTli'hral  lulicrculosis.       Sec  Tuhtrtiilo'i!, 

'piii-il. 
Viiarious  mcnstrualion.  317 
Visceral  syphilis,  477 
VolTutus,  ISI 
VomilinE,  («S 

imixTtant  faitors  in  pniduclinn  of,  On 

of  pregnane)!,  6S4 
Vulnerability  of  all  diffcrcnlinl  diaeno^is,  10 

Walton.  (J.  L,,  33 
Weak  heart,  (05 

Weakness,  534 

causes  of.  S.IS 
Wi-ather  and  M.'as<)n.  relaliiitl  t"  [ain,  jS 
"  Wet  bniin."  77 

\\iili-siin'ad  and  unlmaliztd  infeitinn^,   -07 
"  Wrilft'*  rramp,"  524 

^'kllow  aircijihy  of  liver,  aculc,  727 

Zoster,  herpes,  86,  93,  3M 
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THE  SUPERIORITY  OF  SAUNDERS'  TEXT-BOOK 

In  a  series  of  articles  entitled 

"WHAT  ARE  THE  BEST  MEDICAL  TEXT-BOOKS?" 

a  well  known  medical  journal  complied  a  tabulation  of  the 
text-books  recommended  in  those  schools  which  arc  members 
of  the  American  Association  of  Medical  Colleges.  The  text- 
books were  divided  into  twenty  (20)  subjects  and  under  each 
subject  was  g:iven  a  list  of  the  various  books  with  the  number 
of  times  each  book  is  recommended.  Saunders'  books  head 
ten  (10)  of  tlie  iwent>-  (20)  subjects,  the  largest  number  head- 
ed by  any  other  publisher  being  tliree  (3).  In  other  words, 
Saunders'  books  lead  in  as  many  subjects  as  the  hooks  o(  all  the  other 
publishers  combined. 

A  Complete  Catklo^m  «(  ^ir  Publicaiioa*  will  t>«  S«M  upon  re^u*>t 


Church  and  Peterson's 
Nervous  anS  Mental  Diseases 


rtervous  and  Mental  Diseases.     By  AKCitlUAU)  Chukch,  M.  D.. 

Professor  of  Nervous  and  Mental  Diseases  and  Medical  Jurisprudence, 
Northwestern  University  Medical  School,  Chicago;  and  Fkkdekick 
Pbtcrson,  M.  D..  President  New  York  State  Commission  on  Lunacy  ; 
Professor  of  Psyclii.itr^'  at  liie  College  of  riiysiciait!i  nnd  Sur^conit, 
N.  Y.  Handsome  octavo,  934  pages ;  34 1  illustrations.  Cloth,  f  jxxi 
net ;  Half  Morocco,  ^50  net. 

THE  NEW  (Jttk)  CDtnON 

For  Uiit  nMv  aeventh  edition  the  entir«  work  baa  beon  Bkon  diorougbljr  re- 
vised. To  ihcnr  with  what  ihoruuKhne^ks  the  Authon  kaire  rerlMd  ifaar  wmlc,  we 
point  out  that  in  ihc  ncrvoui  section  Alone  over  one  hundred  and  lifiy  imerpula- 
llons  luve  been  made.  and.  in  addition.  Htll  over  three  hundred  niinui-  convc- 
tioaa.  The  chapicn  on  Meningiiis.  Apbaiia.  I'uUomyeliiit,  IVlUifTa,  and  rituiury 
Dtteaset  have  b«eD  practically  rewritica.  A  chspUr  on  Oppcnheim's  Cvagenitml 
Amywonia  luu  been  introduced.  Rmi  section  on  MenLil  UiseuM  hu  been 
wholly  rearr2nt;cd  lo  conform  to  the  laiot  cla^Rc^iion,  Mime  i>bnlcie  matter 
struck  out.  and  much  new  matter  added.  A  numbet  of  chaptert  have  I>een  re- 
written. This  seventh  edition  cmbodici  every  nibotanlMl  advance  tn  the  UoioAina 
of  nervous  and  mental  diseases. 
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AMaricMi  Jeursal  ef  ih*  IWaAcal  ScImmm 

II111  cilriinn  lin  t<nn  trviusl.  nrw  iiliii.tnitc>ni  added,  and  some  fie«  matiirr.  anil  re*!); 
H  lite  booha.  .  .  .  The  dcwilptiont  of  dttnue  tn  cltsr.  dircrliom  h  i«  ircaiamii  iMtnMr. 
mhI  dtapoMd  matwrt  >m1  ih-mrin  ntr  omlriFcl,     AliofrihR  i(  tt  a  itioai  luehl  Kal-boek." 

Joar«aI  of  Narvotu  and  Mental  Di>eue« 

-  The  Imm  iniibiKiii  ciiNMHhia  of  lUa  ralijed  ef  our  day  lor  lb*  tnity  pracUlloMM  .  . 
TV  chapter  on  Idiocy  and  Imbeetllty  it  undoublnlly  the  hnt  that  ha*  twn  [)•«•  w*  la  any 
wort  of  nccai  dat*  upon  aiMlal  dhioan  The  phatocraphie  llhiurBllMU  of  tfil*  part  of  Dr. 
PManon'i  wiik  1«vc  nofhinc  to  be  dolrcd." 

New  York  Medical  Jcniraal 

"  To  Iw  ctnr.  btwf ,  and  ihorouch,  'nd  n>  thr  tantr  tim*  aalborliaitK.  arc  nwiin  i)<at 
fmu*  popularity  Thv  ■*dlo»l  Madam  aad  pr*(tiiloa«r  vfll  Dikd  tn  this  <ralenM  a  rtauly  Mid 
rtHaMc  teuMrce." 
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Brill's  Psychanalysis 

THE  PRACTICAL  APPUCATION  OF  ALL  FRSUD'S  THEORIES 

Psychanalysis :  Its  Theories  and  Practical  Application.  By  A.  A. 
Brill,  Ph.  B.,  M.  D.,  Clinical  Assistant  in  Psychiatry  and  Neurology 
at  Columbia  University  Medical  School.     Octavo  of  337  pages. 

Cloth,  $3.00  net. 
JUST  READY 

To  the  general  practitioner,  who  first  sees  these  "borderline"  cases  (the 
neuroses  and  the  psychoses},  as  well  as  to  those  specially  interested  in  neurologic 
work,  Dr.  Brill's  work  will  prove  most  valuable.  Dr.  Brill  has  had  wide  clinical 
experience,  both  in  America  and  in  Europe.  The  results  of  this  experience  you 
get  in  this  book.  Here  you  get  the  practical  application  of  all  Freud's  theories — 
and  from  the  pen  of  a  man  thoroughly  competent  to  write. 

Unlike  other  forms  of  psychotherapy,  psychanalysis  deals  with  the  neuroses 
as  tntitUs.  It  does  not  treat  them  as  symptoms,  as  do  hypnotism,  su^cslion, 
and  persuasion.  Such  treatment  is  similar  to  treating  the  cough  or  fever  regard- 
less of  the  causal  disease.  Psychanalysis  concerns  itself  with  the  individual  as  a 
personality.  It  enters  into  the  deepest  recesses  of  the  mind.  It  gives  you  a  real 
insight  into  the  neuroses  and  the  psychoses.  It  is  for  this  reason  that  the  results 
of  psychanalysis  are  most  effective.     Dr.  Brill  gives  you  the  exact  technic. 

Bergey's  Hygiene 

The  Principles  of  Hygiene:  A  Practical  Manual  for  Students, 
Physicians,  and  Health  Officers.  By  D.  H.  Berciey,  A.  M.,  M.  D., 
Assistant  Professor  of  Bactcriolc^y  in  the  University  of  Pennsylvania. 
Octavo  volume  of  555  pages,  illustrated.     Cloth,  (I3.00  net. 

THE  NEW  («h)  EDITION 

This  book  is  intended  to  meet  the  needs  of  students  of  medicine  in  the 
acquirement  of  a  knowledge  of  those  principles  upon  which  modem  hygienic 
practises  are  based,  and  to  aid  physicians  and  health  officers  in  familiarizing 
themselves  with  the  advances  made  in  hygiene  and  sanitation  in  recent  years. 
This  new  third  edition  has  been  very  carefully  revised,  and  much  new  matter 
added,  so  as  to  include  the  most  recent  advancements. 

Buffalo  Medical  Journal 

"  It  will  be  found  of  value  lo  Ihe  practitioner  of  medicine  and  the  practical  sanitarian  ;  and 
■ludents  of  archileclure,  who  need  lo  consider  problems  of  healing,  lighling,  venlilatioD,  water 
suppljr,  and  sewage  disposal,  may  coniull  il  with  profit." 
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New  (6th)  Edition,  Entirely  Reset 

The  American  Illustrated  Medical  Dictlonaiy.  A  new  and  com- 
plete dictionary  of  the  terms  used  in  Medicine,  Surgery,  Dcntistr>', 
Pharmacy,  Chemistry,  Veterinary  Science,  Nursing,  and  kindred 
branches;  with  over  lOo  new  and  elaborate  tables  and  many  hand- 
some illustrations.  By  VV.  A,  Newman  Dorland,  M.  D.  Large 
octavo,  986  pages,  bound  in  full  flexible  leather,  ^.50  net;  with  thumb 
index,  S5.00  net. 

Dorbnd's  Dictionary  delines  hundreds  of  the  newest  terms  not  defined  in  any 
Other  dictionary — bar  none.  It  gives  the  capttallzation  and  pronunciation  of  sll 
words.  It  makes  a  feature  of  the  derivation  or  etymology  of  the  words.  In 
' '  norland ' '  ever)'  word  has  a  separate  paragraph,  thus  making  it  easy  to  find  a 
word  quickly.  The  tables  of  arteries,  muscles,  nerves,  veins,  etc..  are  of  the 
greatest  help  in  assembling  anatomic  fiicts.  In  "  Dorland"  ever)'  word  is  given 
its  deRniiion — a  detinition  that  defines  in  the  fewest  possible  words. 

Howud  A.  K«ll)',  M.  D..  J-'i«i  HofUml  Vniveriily.  Hatlimare. 

■■  Ur,  Uorlmd'^  dirlionarv  is  admiribl*.     It  h  su  wrll  gotton  U[>  and  of  such  eonvenirnt 

^itc,     N<p  H^rror^  h.i^'i'  hoi-ii  found  in  mv  use  nf  it," 


Goodnow's  First- Year  Nursing  jintiu»dr 

First-Vear  Nursing.  Hy  MiNsih  (kjimsow.  K.  N.,  fcrmcrly  Supenntnuiem  of  ihc 
Wnniti'.'^  I  lih>|>it;il.  Denver,      ijmo  of  338  i'aKc~.  illu*Ir.iied.  Qolli,  (1.50  iiri. 

Mis-.  (fOiirliiow'--  WH-rk  denis  rnfirflr  with  thr  /•'.i^rL-.if  ^idi'  'if  fir^l-vi'ar  nursinj:  work.  I', 
Is  ihr  ^ipp!it\t!i'*n  <if  U'xt-Jionk  knnwledi:'-.  ]i  t^'ll^ilif-  niir^i'  ht*7v  to  do  rhose  things  ihc  1- 
cilird  u]i:in  in  rln  \\\  her  tirsl  ve  ir  in  th'  ic.iinini;  slIi'^.pI  —tin-  .iclxal  iB.ird  v.'ri. 

Roberts'  Bacteriolo^  and  Patholo^  for  Nurses       r.X' 

Bacteriology  and  Pathology  for  Nurses,     liy  Jw  ir.  Knni-Kr-..  Pii.  (',..  M.  I>. . 

'  i-KsliHi-a,  IiiH'a,      ijiiiri  i.f  ;o6  |>iK''*-  ill"str,iied,  Lloth,  (I.J5  ncC 

[  liis  new  Mntk  I-  |>r  icli.  ^il  in  M"-  vIiiiIrM  ■.fn-i-,  Wi.iicn  -pcciillv  fi.r  nuraes,  11  confin'-s 
;t;clf  to  information  thit  the  nuri-  -liiiulil  know,  \!1  imr--.vnlnl  maltfr  is  cii-luilfd  l"he 
stylr  ■-  •    Ti,  \-'-  mil  10  th*-  piunt   yrt  cle.ir  and  pl.Tin.     l"he  text  is  illustratert  throiieh-iit. 


DISEASES  OF  CHILDREN. 


KerrV  Diagnostics  ^ 
Diseases  qf  Children 

Diagnostics  of  the  Diseases  of  Children.  By  LeGrand  Kerr, 
M.  D.,  Professor  of  Diseases  of  Children,  Brooklyn  Postgraduate  Med- 
ical School,  Brooklyn.  Octavo  of  542  pages,  fully  illustrated.  Cloth, 
$$JOO  net;  Half  Morocco,  ^6.50  net 

FOR  THE  PRACTITIONER 

Dr.  Kerr's  work  differs  from  all  others  on  the  diagnosis  of  diseases  of  children 
in  that  the  objective  lymptoms  are  particularly  emphasized.  The  constant  aim 
throughout  has  been  to  render  a  correct  diagnosis  as  early  in  the  course  of  the 
disease  as  pos»ble,  and  for  this  reason  diflferential  diagnosis  is  presented  from 
the  very  earliest  symptoms.  The  many  original  illustrations  will  be  found 
helpful. 

Now  York  State  JoutiuJ  of  MaJclna 

"  The  illiulralions  are  eicellenl  and  numerous.  It  will  meel  the  needs  of  the  great  mui 
of  phyticiani  who  treat  the  dijeasei  of  infancy  and  childhood." 

Kerley's  Treatment  qf 
Diseases  qf  Children 

Treatment  of  the  Diseases  of.  Children.  By  Charles  Gilmore 
Kerley,  M.  D,,  Professor  of  Diseases  of  Children,  New  York  Polyclinic 
School  and  Hospital.  Octavo  of  6z8  pages,  illustrated.  Cloth,  I5.00 
net  J  Half  Morocco,  ^6.50  net 

THE  NEW  (2d}  EDITION 

This  work  has  been  prepared  for  the  physician  engaged  in  general  practice. 
The  author  presents  all  the  modem  methods  of  management  and  treatment  in 
greater  detail  than  any  other  work  on  the  subject  heretofore  published.  The 
methods  su^esled  are  the  results  of  actual  personal  experience,  extending  over  a 
number  of  years  of  hospital  and  private  practice.  There  ie  an  excellent  illus- 
trated chapter  on  Gymnastic  Therapeutics. 

The  BcUih  M«dk*l  JoimuJ 

"  Dr.  Kerley'i  t)ook  it  one  of  [he  best  on  the  lubject  that  has  come  uoder  our  Doticc.  All 
through  It  showi  evidence  of  ripe  experience  and  sound  judgment." 


SAUNDERS-  BOOKS  ON 


Sanders'  Nursing 

Modem  Methods  In  Nursing.  By  Georgiama  J.  Sanders,  formerly 
Superintendent  of  Nurses  at  the  Massachusetts  General  Hospital,  ismo 
of  SSi  pages,  with  237  illustrations.     Cloth,  $2.50  net. 

THE  BEST  YET 

Miss  Sanders'  book  gives  only  modem  methods.  Then  it  gives  the  detaih  of 
nursing  operation  cases,  both  in  the  hospital  and  in  the  home.  TTie  thorough  way 
in  which  vjard  "work  is  taken  up  makes  her  book  indispensable  for  teaching  pur- 
poses. In  giving  directions  for  mustard  baths,  poultices,  etc.,  the  q-uantUits  are 
^ven  exacdy.     This  is  an  important  point  often  overlooked. 


Stoney*s  Nursing 

Practical  [V>lnt5  in  Nursing.  ByEHiLV  A.  M.  Stonev.  i2moor 
495  pages,  illustrated.     Cloth,  ^1.75  net. 

THE  NEW  (4th)  EDITION 

In  this  volume  the  author  explains  the  entire  range  of  firrtiate  nursing  as  dis- 
tinguished from  hospital  nursing,  and  the  nurse  is  instructed  how  best  to  meet  the 
various  emergencies  of  medical  and  surgical  cases  when  distant  from  medical  or 
surgical  aid  or  when  thrown  on  her  own  resources.  An  especially  valuable  featurv 
will  be  found  in  the  directions  how  to  impiwist  everything  ordinarily  needed  in  the 
sick -room. 


Stoney's  Technic  for  Nurses 

Bacteriology  and  Surgical  Technic  lor  Nurses.  By  Emilv  A.  M. 
Stunkv,  formerly  Superintendent  at  Carney  Hospital.  South  Boston. 
Revised  by  I'KKDKkrc  R.  GkiiI'Ith.  M,  IJ..  Surgeon,  of  New  V'ork. 
12mo,  31 1  pages,  illustrated.      Cloth,  Si. 50  net. 

THE     NEW      3d)    EDITION 
Trained  Nune  and  Hoipital  Review 

'■  Tlii'si'  5uli]nl-;in-  Irealfi]  ^u^^l  aceuraleljr  uid  up  tu  dati-,  wilhoul  Ibc  superfluous  rcidinr 
which  i\  so  od'-n  rmplowJ.  .  .  .  Nurses  ^^ill  find  thia  book  of  iKe  greatesi  valut  I>oih  ilurinc 
tiieir  ho^jiiul  roursc  and  m  privjie  practice." 


A-UXS/AG. 


Nursing  in  Diseases  of  the 
Eye.  Ear,  Nose,  and  Throat 

Nursing  in  I)i«caM»  of  the  Eye,  tiar,  Mose,  and  Throat.  By  the 
Committee  on  Nurses  of  the  Manhattan  Eye,  I^r,  iind  Throat  HospitAl: 
J,  Edwakd  Gilks,  M.  D.,  Surgeon  in  the  Kye  Department ;  Aktiiub  B. 
Dlel,  M-  D.  (Chairman),  Surgeon  in  tlie  Vmt  OeiMrtmcnt :  Harmon 
Smith.  M.  D.,  Surgeon  in  the  TUrnjit  Department.  Assisted  by  Joiiic 
R.  Shannon,  M.  D..  Assistant  Surgeon  in  the  Kye  Dejiartment;  and 
John  R.  Page.  M.  D..  Assistant  Surgeon  in  the  Ear  Department.  With 
chapters  by  Hekkrrt  B,  Wii.cnx,  M.  D..  Attending  Vhy.sician  to  the 
Hospital;  and  Miss  Euof-NIA  D.  Avers,  Superintendent  of  Nurses. 
i2mo  of  360  pages,  illustrated.  Cloth^  t\.$0  net. 

A  VALUABLE  BOOK 

This  is  a  practiral  hook,  preparcil  by  'ij(j;roin  whn,  from  their  experience  in 
ihe  operaiini;  a  ni  phi  ill  cater  »n<\  ai  ihe  tii-il'idc,  Iiave  teuliicH  ilic  sliortcominga  of 
present  nursiii);  liookx  in  rcj;nnl  to  eye.  car,  note,  and  (hmat  nurvins.  The  scope 
of  (he  work  his  been  liiniicil  to  whai  an  inidliKerii  nurse  khould  know,  and  the 
)it>'le  ihrouEhoul  is  simple,  pl%in,  and  delinite. 

New  York  M«£cal  Jowml 

■  Ev«y  lido  o(  Ihr  iim'iiiun  lioi  beett  fiitlv  ukirn  Into  conildCTillon," 

Stoney's 
Materia  Medica  for  Nurses 

Practical  Materia  Medica  for  Nurses,  with  an  Appendix  containing 
Poisons  ami  iheir  AiiiidiHt-s.  with  roison-Emetgendcs  ;  Mineral  Waters ; 
Weigiits  .and  Measures  ;  Do.4c-IJ»t,  and  a  Glossary  {>f  llic  Terms  used 
in  M.iteria  Medica  and  Therapcutica.  By  Emily  A.  M.  STONm',  for- 
merly of  the  Carney  Hospital,  South  Boston.  i2mo  of  300  pages. 
Cloth.  Si. JO  net. 

THE    NEW  t3dl  EDITION 

In  tnaking  the  revision  for  this  new  third  edition,  all  the  newer  dru£»  have 
been  introduced  and  fully  dUcutsed.  The  consiilenition  of  the  dnigs  inrludet 
their  sources  nnd  compnsilion.  their  various  prcparatiims,  physiologic  aeiionh 
directions  for  adrainiirtcring.  and  the  symptoms  and  treatmcni  of  poiwning. 

jMinul  of  lfi«  American  Madica)  AuoclMion 

"^  t\t  uviF  run  >'-i-.  1I  iraniaiiit  etciylhliig  Ihal  a  nunc  ought  (o  know  In  re(«ttllo  ilrac*> 
As  •  mfercnu'liook  fot  nunei  li  will  wiiboul  qunilon  b«  very  lucful." 


i 


SAUA'DEXS-  ffOOKS  OX 


Hoxie  and  Lapt&d's  Medicine  for  Nur»ek 


J«M  IU»4y 


MedlclBtforNu»MandHoiM«m<Mt>ef*.  HyGva^at.  HowAHn  Hi>xtu 
M.  U.,  Ph)^ician  Id  the  (Icrman  IlotpiuJ.  Kanu*  City.  Mo,;  mud  1*1410.  I. 
L^ITAi).  formrily  FVincipnl  at  iht  Training  School  For  Nun«>,  L'nivFrsily  nt 
Kuisu.     iimo  c4  jji  pdgn.  Uluttnicd.  Cloth.  t*-y>  nei. 

TbH  v«tk  l>  vtiy  •  pncilce  erf  nedidoe  lor  (he  iiurM.  «s»tiliat  h«r  lu  racopiltr  ut 
ilgai  tBiI  cIiangM  ihki  mar  occur  b««w«aa  vidb  at  ibe  t>l>pMI>«.  ■>mI.  K  ocmmm^,  M 
Mmlui  ihcin  witfl  ihe  phjrucian't  anltal.  Thia  infoniiai)«a  lh«  MHlKir  jiiiwli  la  ■  «■; 
■noM  «cc«puhle,  panksbrlir  taiphultliif:  ibt  nnrte't  pul. 

TmImJ  Nutm  Md  HMvtbJ  IUt1>« 

"  Tliu  t>ook  bu  our  unqiuil'^r^J  appro*«L" 


McCombs*  Diseases  of  Children  for  NursesN^^u,, 

DUcuM  of  Chlklrcn  for  Nutmb.      Hy   R<)BMir   S.  M(to«iis,   M, 
Infractor  of  Nurs•-^  ;ii  ih«  Cbildren'ti  Hospiul  of  Ptiibulclpbia.      lanto  nf 
470  P'Kci.  tllostmied.     Cloth.  Ii.oo  net. 

Dr.  M<CimtH' eipvfleiiM  In  lectnrinK  toourtet  tu«  eiMbM  hta  le  tm^t^m Jmtt  tkrt 
fmimli  fiat  ■»!»  meif  mnJ  it  htne.  The  nnrdng  ildc  liu  Iwcn  <rnlleB  bj  toad  ■wwi*. 
opcdallT  pnbcwonliy  being  ihc  work  of  Mia  Jmnia  Hnkly. 

Rulo4i*l  Ho«pit>l  RMOfd 

'  Wc  ban  needed  a  (atfd  vork  on  cbltdrvn'i  Jbwwi  «dipt«cl  lor  nwm'  tat.  aad  MUi 
volume  «dfnlr«U7  Alls  ihc  waau" 

Wilson's   Obstetric  Nursing  hm  n«w  (Ui  cdnio. 

A  Reference  Hand-Book  of  Obntelric  Nunlnf.  By  W.  Rrvnulov 
WiuoH.  M.  n.,  ViittinE  PhysicUn  to  the  I'hiUdcljihb  LytDg-Iii  Ctauit)'. 
31100  ef  i^d  i<B);c«.  iliuMrsied.      Flexible  tealbci.  ti-^i  net. 

Dv.  Wljon'i  work  dtK«tM  tb*  nt^MI  ot  otniniric*  entlreljr  tnm  (be  nane'*  pn>Bi  ul 
vidf.  pwtwidnf  In  iSttail  nctyihlng  comM«(d  itUh  pnganooy  aad  labor  aad  AMr  mm*- 
■cement.    Tb«  ten  u  fopiaody  lUiutmted- 

AwMJCMi  Journal  of  Obiletfka 

"  Kiery  lufc  einvl>a>'<e*  die  aune't  t«litla«  to  ihe  cnM," 

Fruhwald  and  Westcott  on  Children 

l>isn»«s  o(  Children.  A  I'rAdic-kl  kcl<^icn<:e  Book  for  SlwkMS  Klkd 
Proctitianen.  By  PlionssoK  !>&■  KHRt>rNAyit  FhCiiwalo,  of  VieDoa. 
Edited,  with  addltiont.  by  Tho>ipso.«(  S.  Westcott,  Nf.  D.,  Univertity  of 
PransylranU.     Octavo,  }jj  pagea.  176  illusira^liona.     Cloch,  t4.jon<t. 

Boyd's  State  Re^stration  for  Nurses 

SUU  RettatntloB  lor  Nutmb.    By  Louik  Croit  Boyd,  R.  N.,  CiscUiBte 

Colorado  rmain£-*cbooJ  (or  Nurses.     Octavo  of  41  pag«>>  $0  ceaU  net. 


NURSING. 


Aikens'  Primary  Studies  for  Nurses  „^  (jj)  ^ditioB 

Primary  Studies  for  Nurses  :  A  Text-Book  for  First-year  Pupil 
Nurses.  By  Charlotte  A,  Aikens,  formerly  Director  of  Sibley  Memorial 
Hospital,  Washington,  D.  C.     lamoof  437  pages,  illus.    Cloth,  ^1.75  net. 

This  work  brings  tc^ether  in  concise  form  well-Tounded  courses  of  lessons 
in  all  subjects  which,  with  ptactical  nursing  technic,  constitute  the  primary 
studies  in  a  nursing  course. 

TiyMd  Nune  and  HotpUal  Rmriew 

"  ll  is  lafe  to  say  that  waj  pupil  who  hu  mastered  even  the  major  portioD  of  this  woril 
would  be  one  of  ibe  but  prepared  Gist-ycar  pupili  thai  ever  Stood  lor  eiaminadon." 

Aikens'  Clinic&l  Studies  for  Nurses  n«w  (ad)  EdWoa 

CuNicAL  Studies  for  Nurses.  By  Charlotte  A.  Aikens,  formerly 
Director  ofSibley  Meroorial  Hospital,  Washington,  D.  C,  umo  of 
569  pages,  illustrated.     Cloth,  ^2.00  net. 

This  new  work  is  written  along  the  same  Unes  as  Miss  Aikens'  former 
work  on  "Primary  Studies."  to  which  it  is  a  companion  volume.  It  takes 
up  all  subjects  taught  during  the  second  and  third  years  and  takes  them 
up  in  a  concise,  forcefiil  way. 

IMMatk  and  Hygtenic  Gaielte 

"  There  is  ■  large  amount  or  practical  Inrormation  in  this  book  which  the  experienced 
nune,  as  well  as  the  undergradualc,  will  coniull  with  profit.  The  iUuslrsUons  are 
numerous  and  w«lt  selected."  ' 

Aikens'  Training-School  Methods 

Hospital  Training-Schdol  Methods  and  the  Head  Nurse.  By 
Charlotte  A.  Aikens,  formerly  Director  of  Sibley  Meroorial  Hospital, 
Washington,  D.  C.     lamo  of  367  pages.     Cloth,  I1.50  net. 

Ti^Md  Nune  mhI  Hospital  Rcriaw 

"  There  is  not  a  chapter  In  (he  book  Ihat  does  not  contain  Taluable  mggealions." 

Aikens'  Hospital  Management  Extnm*^  Pndkai 

Hospital  Manacehent.  By  Charlotte  A,  Aikens,  formerly  Direc- 
tor of  Sibley  Memorial  Hospital,  Washington,  D.  C.  iimo  ol  488 
pages,  illustrated.  Cloth,  ^3.00  net. 

Tha  Medical  Racocd 

"  Tells  in  concise  form  einclly  what  a  hospital  shoald  do  and  how  it  should  be  run. 
ftom  the  scmbwomon  up  la  its  financing.  A  valuable  ftddilion  to  our  lilerature  on  this 
subject." 


lo  SAUNDERS-  BOOKS  ON 

Bolduan  &nd  Gnnid*s  Bacteriolo^  for  Nurses 


Applied  Bacteriology  for  Nurses.  By  Charles  F.  Bolduan, 
M.  D.,  Assistant  to  the  General  Medical  Officer;  and  Marie  Gruku, 
M.  D.,  Bacteriologist,  Research  Laboratory,  Department  of  Health, 
New  York  City,      ixrao  of  155  pages,  illustrated.  Cloth,  f  1.35  net. 

We  were  fonunalG  in  getting  these  practical  phy^cians  to  write  Ihls  worii.  It  gires  par- 
ticular emphasis  to  the  immediale  apftieoHau  of  bacleriology  lo  nuning,  onlj'  the  reallr 
practical  being  included.  A  sludy  of  all  the  modes  of  infecliun  Iransmistion  is  presented. 
A<  the  end  of  each  chapter  are  suggeslioni  for  practical  demonilralian. 

Reciter's  Fever  Nursing 

A  Text-Book  on  Practical  Fever  Nursing.  By  Edward  C. 
Register,  M.  D.,  Professor  of  the  Practice  of  Medicine  in  the  North 
Carolina  Medical  College.     lamo  of  351  pages.     Cloth,  J1.50  net. 

Hecker.  Tnimpp,  and  Abt  on  Children 

Atlas  and  Epitome  of  Diseases  of  Children.  By  Dr.  R.  Heckek 
and  Dr.  J.  Tbumpp,  of  Munich.  Edited,  with  additions,  by  Isaac  A. 
Avt,  M.D.,  Assisunt  Professor  of  Diseases  of  Children,  Rush  Medical 
College,  Chicago.  With  48  colored  plates,  144  text-cuts,  and  453  pages 
of  text.     Cloth,  Js-oo  net. 

The  many  excellent  lithographic  plates  represent  cases  seen  in  the  authors'  clinics,  and 
h«ve  been  selected  with  great  care,  keeping  consianlly  in  mind  the  practical  needs  of  the 
general  i>ractiiioner.  These  be&ullful  pictures  are  so  true  to  nature  thai  (heir  siuily  ii 
rquivaleni  lo  actual  clinical  observation.  The  editor,  Dr.  Isaac  A.  Abt.  has  added  all  new 
melhoils  of  treatment. 

Lewis'  Anatomy  and  Physiolo^        hn  n^  (M)  EXBtioa 

.\natomv  and  Physiology  for  Nurses.  By  I.fRov  Lewis,  M.  D., 
Formerly  Surgeon  to  and  l-ecturer  on  Anatonn  and  Ph)-siology  ibi 
Nurses  at  the  I.ewis  Hosjiiial,  Bay  City,  Michigan,      i.'nioof  344  jaycs, 

wiih  161  illast rations.     Cloth,  51.75  net. 

A  clciii,irul  for  '.nrh  :\  work  as  this,  tre,iliiit^  the  sabieett  from  Ike  imrifi'  ppiitf  ••f  i-ie^f, 
has  liini;  c-\i-tiil.  Ur.  L.ins  h;iB  has'd  Ihf  phin  .ind  scii|>e  of  this  work  on  the  inn'. oils 
cmnh.yi'd  by  hhii  in  liailiing  llipv  bmnchei.  m.iking  Ihr  le»l  unusually  ^implc  and  ilr»r. 

The  Nunet  Jounul  of  tiie  Pkdfic  C«Mt 

■■  It  IS  not  ill  niiy  sen^  Tudimrntury.  but  cnmprehensivp  in  its  treatment  of  thr  subjrcts 
bu  hainl,  n^hf  application  of  ihi'  knowledge  of  jinjtomv  in  the  can;  of  thr  pnlient  is 
T'miiliasl/i'd 

Friedenwald  and  Ruhrah's  Dietetics  n«w  ^u)  Edkion 

DiF.TKTics  FoH  NuRSES.  By  JuLii's  KkiF.DENWALD,  M.  D.,  Professor 
of  l)iM;ases  of  the  Slomach,  and  John  Ruhrah,  M.  1).,  Proi"es.sor  of 
Disfases  of  Children,  College  of  Physicians  and  Surgeons,  Baltimore. 
i2mo  Yolume  of  395  pages.     Cloth,  ji.50  net. 

Till-  woik  li.i-  1 [ir.'parcd  lo  mi-et  the  nei-ds    n(  ili^    niirsp.  both  in  llie  tt.iioini; 

^cho'>[  jimI  iiflrr  ^TLirlnalion.  It  aims  lo  i^ivc  tlie  (".-cmi.i]-  of  diclcltcs.  con*idermp  bncrtv 
llir  phy-iului,'v  III  dincsiion  and  the  variou>  cla^■l■^  of  food*  and  the  pan  thry  pl.iy  m 
nutrition, 

Amertciin  Journal  of  Niining 

"  It  iv  r'\a^ib  Til''  buuk  fiir  whicb  nur^p^  and  others  have  long  .Tiid  vainlv  sought  A 
-iiiiplr'  niariii.il  of  'iirtt'tifv.  which  doe<.  not  ttirn  int^j  a  I'ook-book  at  Ihc  end  of  the  first 
ur  ^ecl^n[i  cli,iptrr. 
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Paul's  Fever  Nursinif  h„  (m)  rrnioo 

Nursing  in  the  Acute  Infectious  Fevers.  Bv  George  P.  Paul, 
M.  D.,  rormerly  Assistant  'Visiting  Physician  to  the  Samaritan  Hospital, 
Troy,  N.  y.     lamo  of  346  pages.     Cloth,  Ji.oo  net. 

Dr.  Paul  has  taken  greal  pains  in  tlie  prcsenlalion  □(  the  care  and  management  of  each 
fe»er.  The  book  ireais  of  fevers  In  general,  then  each  fever  i»  discuued  individually,  and 
the  iailer  pari  of  the  book  deali  with  practical  procedures  and  valu^ie  iofbrraalion. 

The  LoBdoi  Laacat 

-  The  book  \%  an  excelleDI  one  and  will  be  of  value  lo  those  for  »hom  il  is  intended. 
ll  IS  well  arranged,  the  (exi  ii  clear  and  full,  and  the  iUuslrBlions  are  good." 

Paul's  Materia  Medica  for  Nurses  n«w  (M)  caim 

Materia  Medica  for  Nurses.  By  George  P.  Paul,  M.D.,  formerly 
Assistant  Visiting  Physician  to  the  Samaritan  Hospital,  Troy.  lamo  ol 
383  pages.    Cloth,  f  1.50  net. 

Dr.  Paul  arranges  the  physiologic  actions  of  the  drugs  according  lo  Ihe  action  of  the 
drug  and  not  the  organ  acted  upon.  An  imporlvit  section  is  thai  on  preloiic  signs, 
giving  Ihe  warnings  of  the  full  action  or  the  beginning  toxic  eflects  of  the  drug,  which. 
If  heeded,  may  prevent  many  cases  of  drag  poisoning. 

TIm  MadkU  ItACord,  Naw  Yoric 

"  This  volume  will  be  of  real  help  to  nur«i:  the  material  Is  welt  Klected  and  well 
arranged,  and  the  book  is  as  readable  as  it  is  useful." 

Pyle's  Personal  Hy^ene  tim  N«r  (sth)  EditiM 

A  Manual  of  Personal  Hvciene  :  Proper  Living  upon  a  Physiologic 
Basis.  By  Eminent  Specialists.  Edited  by  Walter  L,  Pvle,  A.M., 
M.D.,  Assistant  Surgeon  to  Wills  Eye  Hospital,  Philadelphia,  Octavo 
volume  of  515  pages,  fully  illustrated.     Cloth,  ^1.50  net. 

The  book  has  been  tlioroughly  revised  for  this  new  editioD,  and  a  rvew  chapter  on 
Food  Adulteration  iiy  Dr.  llarvty  W.  Witty  added.  There  are  important  chapters 
on  Domestic  Hygiene  and  Home  GymoBSIics,  Hydrotherapy,  Mechanotherapy,  and 
First  Aid  Measures. 

Boitan  Madical  and  Sttrtfc*!  Jounul 

"  Thevork  has  been  excellently  done,  there  is  no  undue  repetition,  and  the  writers 
have  succeeded  unusually  well  in  presenting  facts  of  practical  significance  based  on  sound 
knowledge.'"  ^ 

Galbraith's  Four  Epochs  of  Woman's  Life    SMMd  cduioB 

The  Four  Epochs  of  Woman's   Life.     By  Anna  M.  Galbraith, 
M.D.      With  an  Introductory  Note  by  John  H.  Mussf.r,  M.D.,  Univer- 
sity of  Pennsylvania.      i2mo  of  347  pages.     Cloth,  11.50  net. 
■bmingham  Medical  It«vi«w 

"  Wc  do  not  OS  a  rule  care  for  medical  bonks  wriiten  for  ihe  inslrueiion  of  the  public; 
but  wr  must  admit  thai  Ihe  advice  in  Dr.  Galbroilh's  work  is  in  the  main  wise  and  whole- 
some/' 

Spratlinj  on  Epilepsy 

Epilepsy  and  Its  Treatment.     Iiy  William  P.  Spratlisg,  M.  D.,  Pro- 
fessor of  Physiology  and  Nervous  Diseases.  College  of  Physicians  and  Sur- 
geons, Baliimore.     Octavo  of  %11  pa};es,  fully  illustrated.     Cloth,  $4.00  net. 
TTw  Laocat,  London 

"Dr.  Spralling's  work  is  written  throughout  m  a  clear  and  readable  style.  .  .  .  The 
work  is  a  mine  of  information  on  Ihe  whole  subject  of  epilepsy  and  ill  Irentmenl." 
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Macforlane's  Gynecolo|Ey  for  Nurses  hb«  (ut 

A  Reference  Hakd-Book  of  Gynecology  for  Nurses.  By  Cath- 
arine Macfarlane,  M.  D.,  Gynecologist  to  the  Woman's  Hospital  of 
Philadelphia.  i6nio  of  150  pages,  with  70  illustnitions.  Flexible 
leather,  I1.35  net. 

A.  H.  SMbrook,  M.  D.,    Woman  1  MidUal  CelUgt  tf  Pkiladtlpkia. 

"  ](  ti  a  noM  adDiiabte  lllile  bock,  cmetiaf  La  k  coackc  but  ftttracilTC  vray  ilk*  ■■ibJTCt  6qM 
Ibc  nanc'i  ituid point." 

Galbraith's  Person&l  Hy^ene  for  Women 

Personal  Hygiene  and  Physical  Tkaining  for  Women.  Bv 
Anna  M.  Galdraith,  M.U.,  Fellow  New  York  Academy  of  Medicine, 
lamo  of  371  pages,  with  original  illustrations.  Cloth,  fs.oo  net. 

DtataUc  mi4  Hy^tenk  GuMtto 

"  li  corneal  ju*[  ihcsoi  of  informuioo  whkb  b  very  ynuly  D««<I«lbf  Eb«  «nahat  mi.  Je»  LEIm*' 
umlioiu  uc  eKcllcDt." 

De  Lee's  Obstetrics  for  Nurses  n«w  («!)  ejumi 

Obstetrics  for  Nurses.  By  Joseph  B.  DeLee,  M.  D.,  Professor  of 
Obstetrics  in  the  Northwestern  University  Medical  School.  lamo  vol- 
ume of  508  pages,  fiilly  illustrated.     Cloth,  {3.50  net. 

J.  CUfton   Caor.  M-  D- 

Fr,/,atr  ^  OiHnriri  mm^  Cliokml  Miitmiftrj,  Ctnuil  MnHniSclt—i,  N.  Y. 

"  It  b  fv^nd^ny  (he  b«t  that  haa  cdom  id  my  notkv,  And  I  ■faall  lmk«  fnu  plaaiBi  ■  In  ncov- 

Bnkdbkgll  to  my  r>iirt«i  and  ■tndcDU  m  well." 

Davis*  Obstetric  Nursing  N^t^aoiSSS 

Obstetric  and  Gynecologic  Nursing.  By  Edward  P.  Davis,  A.  M.. 
M.  D.,  Professor  of  Obstetrics,  Jeffereon  Medical  College  and  Philadel- 
phia Polyclinic,      umoof  480  pages,  illustrated.      Buckram,  |i-7;  net. 

Tha  Lutc«t,  London 

"  Not  only  nuncm,  but  rvcn  ntwly  quBlifitd  inedicAl  mFn,  would  \tuTi  ■  fiYAI  dcnl  by  ft  p«njui  .4 
tbii  book.      It  ■«  *riitcii  In  t,  clenr  fthd  Flr«««fii  Btylt.  itnd  la  ■  work  we  can  rrcammviu). 

Beck's  Hand-Book  for  Ntirses  Ne«  (u.  Edtuon 

A  Rkkf.resce  Hand-Book  for  Nl'rsf^.  By  Amanda  K.  Beck,  of 
Chita^o,  111,     jimo  of  200  pages.      Flexible  leather,  81.15  net. 

Aikens*  Home  Nurse's  Hand-Book  j»t  itMdy 

HoMF  N'trBsEs  Hand-Book.  By  Charlotte  A.  Aikens.  umoof  176 
papes,  illustrated.  Cloth,  f  1.50  net. 

'Ilif  point  about  Iliis  wi.rk  t-  this :  It  (ells  too  ■ml  jAoH-i  you  ju-t  how  lo  do  Ibute 
little  but  impoTianl  thuiB^  "ft'n  omitted  from  other  niirsitij;  booti,  ■'  Kome  Ttt«t- 
mfnt5''»Tid  -■  Point*  10  lie  Remembered  "—tcrve.  cris[i  reminders — Jland  oot  as  par- 
ticularly ivactii^al.      JuM  Ihe  book  furthote  who  hare  the  home-iari  of  the  Mck. 
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Griffith's  Care  of  the  Baby 

The  Care  o#  the  Baby.  By  J.  P.  Crozer  Griffith,  M.  D.,  Clinical 
Professor  of  Diseases  of  Children,  University  of  Penn. ;  Physician  to  the 
Children's  Hospital,  Phiia.   12010,455  pp.  Illustrated.  Cloth,  $1.50  net. 

THE  NEW  (5tfi)  EDITION 

The  author  has  endeavored  to  furnish  a  reliable  guide  for  mothers.  He  has 
made  his  staEements  plain  and  easily  understood,  so  that  the  volume  will  be  of 
service  to  mothers  and  nurses. 

New  York  MmUul  Jounul 

"  We  are  confidenl  if  Ihis  llllle  work  could  find  iis  ««/  inlo  the  hands  of  every  tnioed 
nurse  and  u(  Kitrj  motlier.  Infant  mortallly  would  be  lesMAcd  by  at  least  fifty  per  cent." 


Grulee's  Infant  Feeding 

infant  Feeding.  By  Cufford  G.  Gkulee,  M.  D.,  Assistant  Pro- 
fessor of  Pediatrics  at  Rush  Medical  College.  Octavo  of  295  pages,  illus- 
trated, including  8  in  colors.     Cloth,  $3.00  net. 

JUST  READY 

Dr.  ( >rulec  tells  you  how  to  feed  the  infant.  He  tells  you — and  shows  by  clear 
illustrations — the  Itclinic  of  giving  the  child  the  breast.  Then  artificial  feeding  is 
thoughtfully  presented,  including  a  number  of  simple  formulas.  The  colored  illus- 
trations showing  the  actual  shapes  and  appearances  of  stools  are  extremely 
valuable. 

Ruhrah's  Diseases  of   Children 

A  Manual  of  Diseases  of  Children.  Jiy  John  Kuhkah,  M.  D., 
Professor  of  Diseases  of  Children,  College  of  Physicians  and  Surgeons. 
Baltimore.  i2mo  of  534  pi^es,  fully  illustrated.  Flexible  leather, 
J2.50  net 

THE  NEW  (3d)  EDITION 

In  revising  this  work  for  the  second  edition  Dr.  Ruhrah  has  carefully  in- 
corporated all  the  latest  knowledge  on  the  subject.  All  the  important  facts  arc 
given  concisely  and  explicitly,  the  therapeutics  of  infancy  and  childhood  1>eing 
outlined  very  carefully  and  clearly.  There  are  also  directions  for  dosage  and 
prescribing,  and  many  useful  prescriptions  are  included. 

AaMfkan  Journal  of  the  M«dJcal  Sdoncei 

"  Trratmcnt  has  been  s.ilisTicliirili-  covered,  beini;  quiir  in  atcord  with  llie  besl  leaching, 
yel  wiihnl  broadlv  )*cner.il  antl  free  from  slock  prescription'-," 
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Peterson  anb  Haines' 
Legal  Medicine  £rToxicolo|^ 


A  Text-Book  of  Legal  M«dlcliM  and  Toxic<rfofy.  Edited  by 
Frederick  Peterson,  M.  D.,  Professor  of  Psychiatry  in  the  Collejjc 
of  Physicians  and  Surgeons,  New  York;  and  Walter  S.  Haines, 
M.  D.,  Professor  of  Chemistry,  Pharmacy,  and  Toxicology,  Rush 
Medical  College,  in  affiliation  with  the  University  of  Chicago.  Two 
imperial  octavo  volumes  of  about  750  pages  each,  fully  illustrated. 
Per  volume:  Cloth,  I5.00  net;  Sheep  or  Half  Morocco,  ^.50  lurt 
Sold  by  Subscription. 

IN  TWO  VOLUMES 

The  object  of  the  present  work  is  to  give  to  the  medical  and  l^al  professionk 
a  comprehensive  survey  of  forensic  medicine  a.nd  toxicology  in  moderate  compass. 
Under  "  Expert  Evidence"  not  only  is  advice  given  to  medical  experts,  but  sug- 
gestions are  also  made  to  attorneys  as  to  the  best  methods  of  obtaining  the  desired 
information  from  the  witness. 
CohmUa  Uw  lUriaw 

"  For  pnciitionen  in  criminal  law  and  M  Ihose  in  inedicine  who  arc  called  upon  to^ve 
conn  tesliniony  ia  all  iu  virioui  forms  .  .  .  ii  is  emrpmcly  valualilc." 


Fiske's  Human  Body 

structure  and  Functions  of  the  Body.  By  Annette  Fiske.  A.M., 
Graduate  of  the  Waltham  Training  School  for  Nurses.  l2mo  of  221 
pages,  illustrated.     Cloth,  $1.25  net. 

PRESENTED  IN  A  NEW  WAY 

The  way  in  which  this  book  presents  an;Uomy  and  physiology  is  a  dep.irture 
from  the  usual  method— a  departure,  however,  nf  a  very  practical  kind.  Miss 
Fiske  has  woven  the  physiology  in  with  the  .in;iiomy,  thus  making  her  work  a 
most  readable  one.  It  is  an  extremely  practical  book— -one  that  can  be  readily 
understood. 

Brower  and  Bannister's  Insanity 

MiMAF.  i.h  Is>AMiV,  Hy  hASiri.  R.  llmiWKB,  M.  I).,  Kii-li  Meiiitml  College; 
.Mill  !I^.^KV  M.  HaNNI^T  t.K,  M.  I  J.,  Illimii'.  K»-tem  H.i'piial  fur  lu-aiir.  ( ii.!.ivo  t.f 
4:6  I'SKC",  illii-traied.      i  li.ili.  Jj -Cm>  iier. 
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Bohm  and  Painter's  Massage  Juit  R^dr 

Masugc.  By  Max  BAhm,  M.  D.,  of  Berlin,  Germany.  Edited,  with  an 
Introduction,  by  Charles  F.  Painter,  M,  D.,  Professor  of  Orthopedic  Sur- 
gery at  Tufb  College  Medical  School.  Boston.  Octavo  of  91  pages,  with  70 
y»nrf//V-a/ illustrations.  Cloth,  $1.75  net, 

Ekaper's  Le^  Medicine 

A  Teitt^Book  of  Legal  Medicine.  By  Frank  Winthrop  Draper,  A.  M., 
M.  D.,  Late  Professor  of  Legal  Medicine  in  Harvard  University,  Boston, 
Octavo  of  573  pages,  illustrated.     Cloth,  (4.00  net ;  Half  Morocco,  f  J.jo  net 

Chapman's  Medical  Jurisprudence  iidrd  cditim 

Medical  Jurlapnidence,  Insanity,  and  Toxicoloty-  By  Henry  C 
Chapman,  M.  D.,  late  Professor  of  Institutes  of  Medicine  and  Medical  Juris- 
prudence in  Jefferson  Medical  College,  Philadelphia,  iimo  of  339  pages, 
illustrated.     Cloth,  (1.7;  net. 

Golebiewski  and  Bailey's  Accident  Diseases 

Atlas  and  Epitome  of  IHMases  Caiued  by  Accidents.     By  Dr.  Ed. 

Golebiewski,  of  Berlin.  Edited,  with  additions,  by  Pearce  Bailev.  M.  D., 
Consulting  Neurologist  to  St.  Luke's  Hospital,  New  York.  With  71  colored 
illustrations  on  40  plates,  143  text  illustrations,  and  549  pages  of  text.  Cloth, 
t4.oo  net.      Ih  Saunders'  Hand-Allot  Series. 

Hofanann  and  Peterson's  Le^al  Medicine      Band-AdaM* 

Atlas  of  Legal  Medicine.  By  Dr.  E.  von  Hofmann.  of  Vienna. 
Edited  by  Frederick  Peterson,  M.  D.,  lYofessor  of  Psyehiair>-  in  the 
College  of  Physicians  and  Surgeons,  New  York.  With  110  colored  figures 
on  J 6  plates  and  193  half-tone  illustrations.     Cloth,  tj.^o  ntt. 

Jakob  and  Fisher's  Nervous  System  ®"m^ 

Atlas  and   EpHome  of  the  NervouB   System  and  Ke  Diseases.      By 

Professor  Dr.  Chr.  Jakob,  of  Erlangen.  Edited,  with  additions,  by  Ed- 
ward D.  Fisher,  M.  D.,  University  and  Bellevue  Hospital  Medical  College. 
With  83  plates  and  copious  text.     Cloth,  $3.^0  net. 

Crothers'  Morphinism  and  Narcomania 

Monrtilnlsm  and  Narcomania.  By  T.  D.  Crothers,  M.  D.  ismo  of 
3$  I  pages.     Cloth,  J2.00  net. 

Abbott's  Transmissible  Diseases  5«:oi>d  Edition 

The  Hygiene  of  Transmissible  Diseases :  Their  Causes,  Modes  of  Dis- 
semination, and  Methods  of  l-reveniion.  By  A.  C.  Abbott,  M.  I)..  I'ro- 
fessor  of  Hygiene  and  Bacieriology,  I'niversity  of  I'ennsylvania.  Octavo  of 
351  pages,  illustrated.     Cloth,  J2. 50  net. 
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American  Pocket  Dictionary  ifow  (7di)  EdWoa 

American  Pocket  Medical  Dictionary.  Edited  by  W.  A.  New- 
man DoRLAND,  M.  D.,  Editor  "American  Illustrated  Medical  Dic- 
lionary."  Containing  the  pronunciation  and  definition  of  the  principal 
words  used  in  medicine  and  kindred  sciences,  with  64  extensive  tables. 
With  610  pages.  Flexible  leather,  with  gold  edges,  $1.00  net;  with 
patent  thumb  index,  fi.35  net. 

"  I  can  recommend  ll  )□  out  sludeots  wilhOul  roenre." — J.  H.  HOLLAND,  M.  D..  Dtam 
^lU  Jtgtrait  Utdical  Cotltgt,  PhUadelpbu. 

Morrow's  Immediate  Care  of  Injured  "««  <">  ■^>u«" 

iMMEniATE  Care  op  the  Injured.  By  Albert  S.  Morrow.  M.  I)., 
Adjunct  Professor  of  Surgery  at  the  New  York  Polyclinic.  Octavo  of  360 
pages,  with  343  illustrations.     Cloth,  #2.;o  net. 

Dr.  Morrow ■»  hook  on  emsi^ency  procedures  bwritten  inadefinileand  decisive  style. 
ihe  reader  being  told  juM  what  lo  do  In  evenr  emergency.  It  Is  a  practical  book  for  cTetv 
duy  UK.  and  the  large  number  or  eicelleot  iltuslntions  can  not  but  make  the  irraimeni  lu 
lie  pursued  in  any  case  clear  and  Inlelliglble.    Ptipieians  and  nun«  will  find  il  indispensible, 

Powell's  Diseases  of  Children  ii«m  EdtuoB.  iu*iM4 

Essentials  of  the  Diseases  of  Children.  By  Wiluah  M.  Powell, 
M.  D.  Revised  by  Alfred  Hand,  Jr.,  A.  B,,  M.  D.,  Dispensary 
Physician  and  Pathologist  to  the  Children's  Hospital,  Philadelphia, 
iimo  volume  of  259  pages.  Cloth,  ft. 00  net.  In  Saunders' 
Question- Compend  Series. 

Shaw  on  Nervous  Diseases  and  Insanity     Fourth  ci»i<>a 

Essentials  of  Nervous  Diseases  and  Insanity:  Their  Symptoms 
and  Treatment.  A  Manual  for  Students  and  Practitioners.  By  the  late 
John  C.  Shaw.  M.  D.,  Clinical  Professor  of  Diseases  of  the  Mind  and 
Nervous  System,  Ijsng  Island  College  Hospital,  New  York,  izmo  of 
204  pages,  illustrated.  Cloth,  f  1.00  net,  /»  Saundtrs'  Qufslion-Com- 
pend  Sfrie's. 

•'Clearly  and  iniclliKi-'niK'  iinlipn;  nc  ha^e  noted  ('■«  in.iccuraeiei  and  several  sug- 
gaitive  points.  Some  .ilTections  unmi-iitioncd  in  m.iT;v  of  the  large  text-books  are  noted." 
— B.>t/,m  MfJiciit  'irtii  Surgiitil  J.'urri.j/. 

Starr's  Diets  for  Infants  and  Children 

Diets  for  Infants  and  Children  in  Hkai.th  and  in  Disease.  By 
LoL'is  Starr,  M.  D,,    Consulting  I'cdialrist  to  the  Maternity  Hospiul, 

Philadelphia.     330  blanks  fjKKket-book  size).     Bound  in  Ik-xilile  leather, 
I1.25  net. 

Grafstrom's  Mechano-Therapy  second  Reviied  Editioii 

.\  Tkxt-hook  of  MFaiANO-THF-BAi'y  (Ma-^ge  and  Medical  Cj-mnas- 
tics).  Bv  Axel  V.  Grafstbom.  B.  Sc.  M.  D.,  .Attending  Physician  to 
the  r.iistaviiR  Adolphus  Orphangc.  Jamestown,  New  York,  tamo,  100 
papes.  illastratfd.     Clotb.  Ji.as  net. 
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